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President  ’s  fere 


Gerald  C Kempthorne,  MD 


In  competition,  let  us  not  be  divided 


Everyone  is  talking  about  competition,  but  who 
is  doing  anything  about  it?  Virtually  every  physician 
knows  that  competition  is  out  there  somewhere,  but 
reality  dictates  that  not  many  physicians  actually 
know  how  close  the  impact  of  the  new  “thrust”  is 
to  their  profession.  Many  of  us  suffer  from  the  “os- 
trich head  in  the  sand  syndrome”  while  the  forces 
of  change  go  merrily  on  their  way.  The  traditional 
fee-for-service  practice  style  with  long-term  patient 
continuity  is  clearly  changing  due  to  forces  increas- 
ingly beyond  our  control  and  surely  beyond  the 
interest  of  many  of  us.  Most  of  us  have  relied  on 
quality  patient  care  as  the  cornerpost  of  our  identity. 
Cost  of  that  care  has  only  recently  become  an  im- 
portant factor  in  the  equation — with  our  profes- 
sional interest  tagging  along  behind.  Clearly,  change 
is  coming  to  our  profession  from  an  economic  per- 
spective with  the  force  of  a winter  gale.  Physicians 
must  meet  the  “new  influence”  with  an  action  plan 
or  suffer  the  consequences.  Apathy  has  no  place  in 
the  new  equation  of  response. 

Anyone  who  believes  that  ordinary  market  forces 
control  competition  in  medicine  is  also  likely  to  leave 
the  lights  on  in  the  landing  field  waiting  for  the  re- 
turn of  Amelia  Earhardt.  Medicine  is  less  likely  to 
respond  to  the  usual  competitive  market  principles 
than  any  profession  due  to  its  unique  service.  It  is 
easy  to  understand  why  pencil  prices  are  competitive, 
but  try  to  relate  professional  medical  services  with  a 
price  when  so  many  variables  are  involved  in  the 
patient-doctor  relationship.  There  is,  however,  a new 
competitive  force  coming. 

The  assumption  that  patients  will  remain  loyal  to 
their  physician  regardless  of  the  economics  involved 
may  be  erroneous.  Many  of  us  have  assumed 
that  patients  will  not  participate  in  a special  or  pre- 
paid health  plan  in  a designated  treatment  facility 
due  to  allegiance  to  their  physician.  However,  there 
is  every  indication  in  the  future  that  those  re- 
sponsible for  payment  of  health  insurance  premiums 
may  only  offer  a plan  “good  at  only  one  facility 
and  one  hospital.”  Those  responsible  for  payment 
of  the  healthcare  dollar  seem  to  be  showing  interest 
in  stabilizing  their  investment.  Experience  indicates 
industry  and  government  are  interested  in  HMOs, 
negotiated  fees,  and  reduced  hospital  costs  on  a con- 
tractual arrangement.  The  concept  of  PPO  (Pre- 
ferred Provider  Organization)  incorporates  the 
principle  of  fee-for-service  with  a negotiated  fee 
schedule  with  a physician  provider  group  and  a 
specific  hospital.  How  do  you  think  patients  will 


react  when  they  are  informed  that  all  of  their  ser- 
vices will  be  paid  for  as  long  as  they  use  the  “pre- 
scribed facility”  versus  the  use  of  their  own  personal 
physician  with  a substantial  copayment?  In  large 
cities  it  appears  that  consumers  are  becoming 
fickle  and  willing  to  “give  up”  their  usual  physician 
for  financial  expediency.  After  all,  is  there  that 
much  difference  in  the  ride  between  a Cadillac  and  a 
Chevrolet — especially  if  you  don’t  have  to  pay  the 
difference  in  costs?  Isn’t  society  moving  into  the  di- 
rection of  adequate  and  accessible  services  in  light 
of  the  escalating  expense  tag?  Many  are  saying: 
Who  can  afford  a Cadillac  today?  Aren’t  ambu- 
latory “healthcare  centers”  reflective  of  the  mood 
of  today’s  consumer? 

Arizona  plans  to  encourage  its  entire  population 
to  take  part  in  the  prepaid  healthcare  program  de- 
vised for  Medicaid  patients.  Arizona  is  talking  of 
selling  its  healthcare  package  to  private  employers. 
Henry  Ford  demonstrated  that  high  profits  can  come 
from  giving,  through  low  prices  and  high  wages, 
rather  than  from  gouging  for  what  the  traffic  will 
bear — and  that  was  in  1914. 

There  are  many  schemes  in  the  prepaid  and  new 
concepts  that  are  not  intolerable.  HMOs  and  IPAs 
are  not  the  only  types.  Innovative  programs  are 
imminent,  and  certainly  the  PPO  concept  balances 
the  marketing  advantage  of  the  HMOs,  promotes 
private  fee-for-service  practice  while  promoting 
efficient  use  of  healthcare  resources,  and  encourages 
innovation  in  controlling  healthcare  costs. 

The  medical  profession  must  assure  that  the 
quality  of  patient  care  is  not  compromised  by  the 
financial  demands  of  competition.  It  also  must  de- 
fine and  support  innovative  activities  which  will  as- 
sist in  controlling  healthcare  costs  for  all.  Balance 
in  the  marketplace  is  a responsibility  of  the  pro- 
fession so  that  physicians  practicing  in  a fee-for- 
service  mode  can  compete  effectively  with  alternate 
plans. 

The  focus  for  dissemination  of  important  in- 
formation on  competition  surely  is  organized  medi- 
cine. The  State  Medical  Society  will  inform  its  mem- 
bers of  the  new  thrust  and  impact  of  competitive 
maneuvers,  but  the  real  responsibility  will  be  on  the 
shoulders  of  the  individual  physician.  Any  alterna- 
tive to  the  traditional  style  of  practice  will  only  be 
to  the  liking  of  the  physician — when  he  or  she 
chooses  to  truly  become  active  in  the  process  of 
developing  the  change — if  change  is  to  come.  Let  us 
not  be  divided  as  the  “forces  of  change”  evolve.  ■ 


Editorials 


WAYNE  J BOULANGER,  MO,  Editorial  Director 


Official  positions  of  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society. 


Cost  containment— simplified 

Seven  reasons  for  the  problem  of  escalating 
medical  costs  in  the  1980s: 

1.  In  the  early  1930s  the  hospitals  established  Blue 
Cross  to  meet  the  needs  of  people  who  could  not 
afford  proper  in-hospital  care.  This  was  followed  al- 
most immediately  by  Blue  Shield  to  provide  for  phy- 
sician services.  In  the  past  50  years  health  insurance 
has  grown,  with  total  comprehensive  benefits  being 
considered  the  most  desirable  program.  This  phil- 
osophy has  become  an  important  fringe  benefit  in 
many  labor  contracts,  and  first-dollar  coverage  has 
now  become  an  accepted  fact  and  right  for  Ameri- 
cans. 

2.  Hill-Burton  funds  were  made  available  im- 
mediately after  the  war  as  government  saw  the  need 
for  new  and  better  health  services.  As  a result,  some 
hospitals  expanded,  some  renovated,  and  a number 
of  smaller  communities  were  financially  in  a position 
to  construct  their  own  institutions.  We  are  now  over- 
bedded. 

3.  The  last  15-20  years  have  seen  tremendous 
advances  in  effective,  but  also  expensive  medical 
technology. 

4.  While  the  public  may  have  been  losing  its  re- 
spect for  the  medical  profession  as  a group,  individ- 
ual doctors  are  still  highly  respected  by  their  patients. 
As  a result,  when  a person  becomes  ill,  they  are  wil- 
ling to  follow  the  advice  of  their  physician,  paying 
no  attention  to  cost.  Medicine  has  also  educated  the 
public  along  the  lines  of  preventive  medicine,  and  the 
desirability  for  early  detection. 

5.  Americans  as  a group  strongly  believe  in  the 
basic  philosophy  of  freedom  of  choice  whenever 
possible. 

6.  Consumer  satisfaction  in  general  has  been 
great,  despite  the  cost.  Society  has,  therefore,  chosen 
to  assume  that  we  have  the  duty  to  take  complete 
care  of  every  individual,  including  the  disabled, 
elderly,  and  medically  needy. 

7.  Changing  attitudes  in  the  legal  system  over  the 
past  20  years  have  resulted  in  a dramatic  change  in 
the  malpractice  problem.  A genuine  concern  now 
exists  among  medical  professionals  as  it  relates  to 
their  personal  practice  of  medicine. 

Having  looked  at  these  etiological  factors, 
solutions  become  simple: 

1.  Mandate  on  a national  level  deductible  or  co- 
payment, or  any  combination  thereof,  on  all  health 
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insurance  programs,  thereby  eliminating  first-dollar 
coverage. 

2.  Eliminate  unnecessary  hospitals.  If  this  does 
not  promote  greater  efficiency  in  the  remaining  ones, 
decree  that  if  their  occupancy  falls  below  80%,  they 
must  close  a portion  of  their  beds. 

3.  Place  a strict  moratorium  for  the  next  ten  years 
on  technological  advances  ( ie , no  heart  transplants, 
no  new  generation  of  CAT  scanners,  etc,  will  be 
covered  through  any  insurance  program). 

4.  Establish  criteria  for  physicians  requiring  justi- 
fication for  ordering  expensive  procedures  with 
utilization  review  to  monitor  for  unnecessary  patient 
visits. 

5.  Establish  “preferred  providers”  for  all  pa- 
tients. The  providers  then  assume  responsibility  for 
ordering  secondary  or  tertiary  care  only  when  it  is 
needed,  in  their  opinion,  and  place  them  at  financial 
risk. 

6.  Reexamine  our  attitude  toward  euthanasia.  We 
might  establish  a program  to  avoid  the  expense  of 
keeping  elderly  individuals  who  are  completely 
senile  alive,  as  well  as  severely  permanently  handi- 
capped newborn  infants.  Closer  monitoring  of  in- 
tensive care  units  for  hopeless  cases.  In  addition,  we 
might  create  a health  rationing  scheme  which  would 
say,  for  example,  diabetics  over  age  65  would  not  be 
candidates  for  kidney  dialysis,  people  over  age  90 
would  not  be  allowed  to  have  surgery,  etc.  Another 
area,  in  looking  at  social  responsibilities,  would  be  to 
consider  mandatory  sterilization  for  men  or  women 
responsible  for  two  or  more  illegitimate  children. 

7.  Review  the  malpractice  problem  with  efforts 
being  made  to  eliminate  frivolous  or  fishing-type  of 
lawsuits,  and  by  establishing  a more  realistic  cap  on 
the  amounts  awarded. 

The  above  thoughts  have  been  plagiarized  from 
a speech  given  by  William  Kraus,  former  aide  to 
Governor  Dreyfus.  In  all  fairness,  they  have  been 
exaggerated  for  purpose  of  impact.  He  concluded  by 
saying,  “Having  looked  at  the  solutions,  I would 
prefer  to  have  the  problems.”  His  philosophy  was 
to  accept  the  fact  that  quality  health  care  is  ex- 
pensive, and  that  the  solution  is  not  complete  gov- 
ernment control  or  national  health  insurance.  It  be- 
hooves the  medical  profession,  as  well  as  society, 
however,  in  some  form  of  recognized  forum,  to 
look  at  each  of  these  issues  in  a serious  fashion,  be- 
cause while  some  of  the  outlined  solutions  may  be 
unacceptable  and  even  ridiculous,  modifications  of 
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many  are  not  only  acceptable  but  also  will  become 
necessary  during  the  decade  of  the  80s.  Society  will 
make  those  decisions  through  government  actions, 
but  the  medical  profession  must  remain  a part  of 
that  process.  — RFL 


Mandated  medical  treatment 
for  the  newborn 

A reader  questioned  whether  the  author  or  the 
Editorial  Board  members  were  aware  that  the  law 
requires  every  effort  be  made  to  preserve  every  live 
newborn,  even  if  the  birth  is  a result  of  an  induced 
abortion.  This  was  in  response  to  the  recent  editorial 
relative  to  the  rather  paradoxical  situation  of  an 
abortion  followed  by  intensive  care  to  preserve  the 
life  of  a premature  newborn. 

A Delaware  law  was  recently  amended  to  mandate 
proper  medical  treatment  for  children  born  alive 
after  an  abortion  or  an  attempted  abortion.  The 
statute  now  provides  that  “in  the  event  an  abortion 
or  an  attempted  abortion  results  in  the  live  birth  of 
a child,  the  person  performing  or  inducing  such 
abortion  and  all  persons  rendering  medical  care  to 
the  child  after  its  birth  must  exercise  that  degree  of 
medical  skill,  care,  and  diligence  which  would  be 
rendered  to  a child  who  is  born  alive  as  the  result 
of  a natural  birth.” 

Wisconsin  does  not  have  a comparable  law.  Last 
year  similar  legislation  was  drafted,  but  was  never  in- 
troduced. There  is  nothing  in  the  state  statutes  relat- 
ing to  live  births  in  such  circumstances.  However, 
the  courts  of  Wisconsin  have  not  outlined  any  dif- 
ference between  providing  medical  care  to  an  in- 
dividual whether  that  individual  was  born  alive  after 
abortion  or  natural  birth.  One  could  make  its  case 
that  law  regarding  necessary  standards  of  care  in 
these  cases  does  not  differ. 

Wisconsin  has  a law  denying  subsidies  from  any 
public  source  for  nontherapeutic  abortions  except  in 
cases  in  which  conception  results  from  sexual  assault 
or  incest.  Laws  of  this  nature  have  been  subject  to 
challenge  in  the  courts  in  other  states.  The  validity  of 
Wisconsin’s  law,  if  challenged,  cannot  be  predicted. 

Wisconsin  law  does  not  specify  that  abortions  are 
illegal.  Actually,  the  US  Supreme  Court  decisions 
clearly  made  Wisconsin  anti-abortion  statutes  un- 
enforceable. Thus,  an  issue  of  a physician’s  action 
for  injunctive  relief  against  enforcement  became 
mooted. 

Although  the  editorials  represent  the  views  of  the 
individual  writer  and  not  necessarily  the  State 
Medical  Society,  all  editorials  are  checked  for  ac- 
curacy and  legal  status  by  the  staff  and  legal 
counsel.  — VSF 


Update  on  “deadbeats” 

Last  April  these  pages  carried  a rather  harsh 
criticism  of  those  physicians  who  were  seriously 
delinquent  in  repaying  no-interest  or  low-interest 
loans  from  the  Society’s  Foundation  to  help  them 
through  medical  school.  It  labelled  as  “deadbeat 
doctors”  some  74  out  of  256  current  loanees  who 
were  ignoring  their  repayment  obligations. 

Now  for  an  update. 

A first  group  of  such  28  physicians  had  been 
referred  to  a collection  agency  in  July  1981.  To  date, 
15  have  repaid  in  full,  five  are  making  installment 
payments,  and  eight  who  owe  $15,051.97  have  either 
not  responded  or  can’t  be  located. 

A second  group  of  50  were  told  in  September  1982 
that  they  had  10  days  to  respond  or  be  referred 
for  collection.  By  year-end,  eight  had  paid  in  full, 
27  are  making  installment  payments  and  1 5 who  still 
owe  $22,332.34  were  actually  referred  to  collection. 
As  yet  only  two  of  the  latter  have  bothered  to  re- 
spond even  to  formal  collection  efforts. 

This  hardly  qualifies  as  an  upbeat  situation,  but  to 
those  who  do  recognize  their  obligation,  the  Foun- 
dation expresses  its  appreciation. 

For  those  who  don’t,  it  won’t.  Unfortunately 
these  few  “deadbeats”  have  caused  public  and 
private  outrage  which  has  taken  the  form  of  strin- 
gent limitations  or  denials  of  loans  to  current  and 
future  medical  students  as  well  as  penalties  on 
medical  schools.  Hardly  a penalty  befitting  the 
perpetrator  of  the  “crime.” 

Perhaps  this  is  the  time  for  medical  licensing 
boards  to  consider  copping  out  on  medical  school 
loans  as  unprofessional  conduct  punishable  by 
loss  of  license  until  repayment  is  made  ...  a better 
matching  of  penalty  to  the  perpetrator.  — ERT ■ 
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EMERGENCY,  BEDSIDE  X-RAY  SERVICE 
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Alternative  to  transporting  patients  to  hospitals  or 
clinics  for  diagnostic  x-rays.  Reduces  transportation 
costs,  chances  of  infection  or  accidents,  discomfort 
to  patients.  Films  read  by  certified  radiologists. 
Fast  response,  24-hour  coverage.  Serving  50-mile 
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PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


LET  US 
MAKE  THE 
HOUSE  CALLS 

MML  Health  Services,  Inc.  provides  health  testing 
services  in  the  home  or  office.  Specially  trained  techni- 
cians provide  sensitive,  personal  care  for  the  homebound 
and  elderly,  as  well  as  the  active  person  who  likes  the 
convenience  of  personalized  service. 

MML’s  health  testing  services  for  the  home  and 
office  include: 

— clinical  laboratory  testing 
— E KG  and  Hotter  monitoring 
— Hickman  catheter  servicing 

— phlebotomist  services 

— mobile  x-ray  examinations 

m 

MML 

Health  Services,  Inc. 

4850  West  Fond  du  Lac  Avenue 
Milwaukee,  Wisconsin  53216 
(414)  871-5000 

For  more  information. 

MML  Health  Services,  Inc.  also  serves  the  health  testing  needs  of  industry 
and  nursing  homes. 


Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1 109,  Madison,  Wis  53701 . 


Eating  disorders 

To  the  Editor:  In  the  October,  1982  issue,  Dr 
Gregory  Darrow  presented  a valuable  description  of 
a 16-year-old  female  who  came  to  a hospital  emer- 
gency room  in  extreme  distress  after  ingestion  of  a 
large  dose  of  a laxative.  Doctor  Darrow  suggested 
that  the  patient  probably  did  not  represent  true 
anorexia  nervosa.  Although  he  did  not  share  the 
patient’s  height  and  weight,  the  description  given 
by  Doctor  Darrow  would  suggest  that,  indeed,  the 
patient  was  not  a classic  example  of  anorexia  ner- 
vosa. 

I would  like  to  suggest  that  it  could  be  helpful 
to  view  this  youngster  as  one  of  thousands  of 
adolescent  and  young  adult  females  who  fit  neither 
strict  diagnostic  criteria  for  anorexia  nervosa  nor 
bulimia  but  rather  fall  into  the  broad  spectrum  of 
eating  disorders.  This  spectrum  can  be  viewed  as 
containing  the  classic  anorectic  female  at  one  pole 
and  the  classic  bulimic  female  at  the  other.  How- 
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10702  W Burleigh  St. 
Milwaukee,  Wis.  53222 
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525  E.  Division  St. 
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• Custom  Seating  Inserts 


Professional  Service  For  the  Handicapped 


ever,  the  spectrum  also  contains  an  endless  variety 
of  presentations  falling  somewhere  in  between. 
Thus,  we  can  see  the  type  of  individual  as  described 
by  Doctor  Darrow  who  functions  well  in  a number 
of  ways  but  who  thinks  and  acts  much  like  an  anor- 
ectic or  bulimic.  Furthermore,  a patient  need  not 
meet  all  the  diagnostic  criteria  as  delineated  in  DSM- 
III  in  order  that  a clinician  use  anorexia  nervosa  or 
bulimia  for  a working  diagnosis  with  a logical  treat- 
ment approach.  Thus,  I would  suggest  that  with 
the  case  presented  by  Doctor  Darrow,  a 16-year-old 
female  who  is  vomiting  and  abusing  laxatives  is  in- 
deed an  appropriate  candidate  for  a psychiatric  eval- 
uation and  quite  possibly  for  a course  of  psycho- 
therapy. 

It  is  important  for  clinicians  of  all  specialties 
to  be  aware  of  the  present  day  reality  that  for  every 
emaciated  anorectic  there  are  at  least  several  other 
adolescent  or  young  adult  females  suffering  with 
some  variant  of  an  eating  disorder. 

Anthony  T Machi,  MD 

Director,  Eating  Disorders  Program 
St  Mary’s  Hill  Hospital 
2350  North  Lake  Drive 
Milwaukee,  Wisconsin  5321 1 


Published  with  permission 

Pledge  of  cooperation 

To  James  Sammons,  md  (Executive  Vice  President, 
American  Medical  Association):  The  Wisconsin 
Society  of  Pathologists,  Inc,  thanks  and  commends 
you  for  your  visible  and  continuing  efforts  on  behalf 
of  Pathology  and  the  other  hospital-based  special- 
ists. Your  clarion  call  for  unity  and  your  pledge  of 
support  delivered  at  the  1982  Leadership  Conference 
sponsored  by  the  State  Medical  Society  of  Wisconsin 
was  most  timely. 

In  turn,  the  Wisconsin  Society  of  Pathologists 
will  continue  with  its  cooperative  efforts  with  organ- 
ized medicine  in  an  attempt  to  turn  about  HCFA’s 
attempts  at  the  redefinition  of  physician  services. 

Charles  P Nichols,  MD 

President 

Raymond  C Zastrow,  MD 

President-elect 

Wisconsin  Society  of  Pathologists,  Inc 
Room  Eleven,  850  Elm  Grove  Road 
Elm  Grove,  Wisconsin  53122H 
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Squibb  invites  you 
to  conduct  your  own  clinical  trial 

with 


VelOSCf Capsules 

(Cephradine  Capsules  USP) 


BID 


How  else  can  you  decide  that  Velosef  Capsules  500  mg  BID  are 
as  effective  as  250  mg  QID  of  the  leading  oral  cephalosporin? 
We're  so  confident  about  the  results  that  we'll  send  you  a 
clinical  trial  supply  of  Velosef  Capsules  500  mg  for  use  in 
the  treatment  of  infections  of  the  respiratory  tract. 

To  find  out  how  two  500  mg  Velosef  Capsules  equal 
four  250  mg  capsules  of  the  leading  cephalosporin, 
simply  fill  out  the  attached  postage-paid  reply  card 
We'll  send  your  clinical  trial  supply  of  Velosef 
Capsules  500  mg  right  away. 


loo  capsules  noc  uuud-um-bu 

500  mg 

VELOSEF  500’ 

PonhraHino  Poncnloc  IKP 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  TABLETS  1 GRAM 
Cephradine  Tablets 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 


DESCRIPTION:  Velosef  ‘250’  Capsules  and  Velosef  ‘500’ 
Capsules  (Cephradine  Capsules  USP)  provide  250  mg  and 
500  mg  cephradine,  respectively,  per  capsule.  Velosef  Tablets 
(Cephradine  Tablets)  provide  1 g cephradine  per  tablet. 
Velosef  ‘125’  for  Oral  Suspension  and  Velosef  ‘250’  for  Oral 
Suspension  (Cephradine  for  Oral  Suspension  USP)  after  con- 
stitution provide  125  and  250  mg  cephradine,  respectively, 
per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are 
indicated  for  the  treatment  of  infections  caused  by 
susceptible  strains  of  designated  microorganisms  as  follows: 
Respiratory  Tract  Infections  (e.g.,  tonsillitis,  pharyngitis,  and 
lobar  pneumonia)  due  to  S.  pneumoniae  (formerly 
D.  pneumoniae)  and  group  A beta-hemolytic  streptococci 
[penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  pro- 
phylaxis of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the 
nasopharynx;  substantial  data  establishing  the  efficacy  of 
Velosef  in  the  subsequent  prevention  of  rheumatic  fever  are 
not  available  at  present];  Otitis  Media  due  to  group  A beta- 
hemolytic  streptococci,  H.  influenzae,  staphylococci,  and 


S.  pneumoniae;  Skin  and  Skin  Structures  Infections  due  to 
staphylococci  and  beta-hemolytic  streptococci;  Urinary  Tract 
Infections,  including  prostatitis,  due  to  E.  coli,  P.  mirabilis, 
Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated 
prior  to  and  during  therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersen- 
sitivity to  the  cephalosporin  group  of  antibiotics. 
WARNINGS;  Use  cephalosporin  derivatives  with  great 
caution  in  penicillin-sensitive  patients  since  there  is  clinical 
and  laboratory  evidence  of  partial  cross-allergenicity  of  the 
two  groups  of  antibiotics;  there  are  instances  of  reactions  to 
both  drug  classes  (including  anaphylaxis  after  parenteral 
use).  In  persons  who  have  demonstrated  some  form  of 
allergy,  particularly  to  drugs,  use  antibiotics,  including 
cephradine,  cautiously  and  only  when  absolutely  necessary. 

Pseudomembranous  colitis  has  been  reported  with 
the  use  of  cephalosporins  (and  other  broad  spectrum 
antibiotics);  therefore,  it  is  important  to  consider  its 
diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum 
antibiotics  alters  normal  flora  of  the  colon  and  may  permit 
overgrowth  of  Clostridia.  Studies  indicate  a toxin  produced 
by  Clostridium  difficile  is  one  primary  cause  of  antibiotic- 
associated  colitis.  Cholestyramine  and  colestipol  resins  have 
been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis 
may  respond  to  drug  discontinuance  alone.  Manage  moderate 
to  severe  cases  with  fluid,  electrolyte  and  protein  supplemen- 
tation as  indicated.  Oral  vancomycin  is  the  treatment  of 
choice  for  antibiotic-associated  pseudomembranous  colitis 


produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of 
colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to 
detect  any  side  effects  or  unusual  manifestations  of  drug 
idiosyncrasy.  If  a hypersensitivity  reaction  occurs,  discon- 
tinue the  drug  and  treat  the  patient  with  the  usual  agents, 
e g.,  pressor  amines,  antihistamines,  or  corticosteroids. 
Administer  cephradine  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  In  patients  with  known  or 
suspected  renal  impairment,  make  careful  clinical  observation 
and  appropriate  laboratory  studies  prior  to  and  during 
therapy  as  cephradine  accumulates  in  the  serum  and  tissues. 
See  package  insert  for  information  on  treatment  of  patients 
with  impaired  renal  function.  Prescribe  cephradine  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis.  Prolonged  use  of  antibiotics  may 
promote  the  overgrowth  of  nonsusceptible  organisms.  Take 
appropriate  measures  should  superinfection  occur  during 
therapy.  Indicated  surgical  procedures  should  be  performed 
in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that 
false  results  may  occur  with  urine  glucose  tests  (see 
PRECAUTIONS,  Drug/Laboratory  Test  Interactions).  Advise 
the  patient  to  comply  with  the  full  course  of  therapy  even  if 
he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as 
possible.  Tell  the  patient  he  may  take  this  medication  with 
food  or  milk  since  G.I.  upset  may  be  a factor  in  compliance 
with  the  dosage  regimen.  The  patient  should  report  current 
use  of  any  medicines  and  should  be  cautioned  not  to  take 
other  medications  unless  the  physician  knows  and  approves 
of  their  use  (see  PRECAUTIONS,  Drug  Interactions). 
Laboratory  Tests:  In  patients  with  known  or  suspected 
renal  impairment,  it  is  advisable  to  monitor  renal  function. 
Drug  Interactions:  When  administered  concurrently,  the 
following  drugs  may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere 
with  the  bactericidal  action  of  cephalosporins  in  acute  infec- 
tion; other  agents,  e.g.,  aminoglycosides,  colistin,  poly- 
myxins, vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and 
ethacrynic  acid)  — Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of 
cephalosporins,  resulting  in  increased  risk  of  nephrotoxicity. 
Drug/Laboratory  Test  Interactions:  After  treatment  with 
cephradine,  a false-positive  reaction  for  glucose  in  the  urine 
may  occur  with  Benedict’s  solution,  Fehling’s  solution,  or 
with  Clinitest®  tablets,  but  not  with  enzyme-based  tests  such 
as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a 
cephalosporin  prior  to  delivery.  Cephalosporins  have  been 
reported  to  cause  false-positive  reactions  in  tests  for  urinary 
proteins  which  use  sulfosalicylic  acid,  false  elevations  of 
urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in 
animals  have  not  been  performed  to  evaluate  carcinogenic 
potential  or  mutagenesis. 

Pregnancy:  Teratogenic  Effects/Impairment  of 
Fertility  — Category  B:  Reproduction  studies  have  been 
performed  in  mice  and  rats  at  doses  up  to  4 times  the  maxi- 
mum indicated  human  dose  and  have  revealed  no  evidence 
of  impaired  fertility  or  harm  to  the  fetus  due  to  cephradine. 
There  are,  however,  no  adequate  and  well-controlled  studies 
in  pregnant  women.  Because  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  use  this  drug 
during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast 
milk  during  lactation,  exercise  caution  when  administering 
cephradine  to  a nursing  woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the 
efficacy  of  b.i.d.  regimens  in  children  under  nine  months  of 
age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited 
essentially  to  G.I.  disturbances  and,  on  occasion,  to  hyper- 
sensitivity phenomena.  The  latter  are  more  likely  to  occur  in 
persons  who  have  previously  demonstrated  hypersensitivity 
and  those  with  a history  of  allergy,  asthma,  hay  fever,  or 
urticaria. 

(continued  on  next  page) 
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(continued) 

The  following  adverse  reactions  have  been  reported 
following  use  of  cephradine:  G.I  — Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  therapy; 
nausea  and  vomiting  have  been  reported  rarely.  Skin  and 
Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash, 
pruritus,  joint  pains.  Blood  — mild  transient  eosinophilia, 
leukopenia  and  neutropenia.  Liver  — transient  mild  rise  of 
SGOT,  SGPT,  and  total  bilirubin  with  no  evidence  of 
hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins; 
their  frequency  increases  in  patients  over  SO  years  old.  In 
adults  for  whom  serum  creatinine  determinations  were 
performed,  the  rise  in  BUN  was  not  accompanied  by  a rise  in 
serum  creatinine.  Others  — dizziness,  tightness  in  the  chest, 
and  candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other 
than  lobar  pneumonia)  and  skin  and  skin  structures 
infections:  250  mg  q.  6 h or  500  mg  q.  12  h.  For  lobar 
pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncomplicated 
urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious 
UTI,  including  prostatitis,  500  mg  q.  6 h or  1 g q.  12  h. 
Severe  or  chronic  infections  may  require  larger  doses  (up  to 
1 g q.  6 h.). 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in 
equally  divided  doses  q.  6 or  12  h.  For  otitis  media  due  to 
H.  influenzae:  75  to  100  mg/kg/day  in  equally  divided  doses 
q.  6 or  1 2 h but  not  to  exceed  4 g/day.  Dosage  for  children 
should  not  exceed  dosage  recommended  for  adults.  There 
are  no  adequate  data  available  on  efficacy  of  b.i.d.  regimens 
in  children  under  9 months  of  age. 

For  full  prescribing  information,  consult  package  insert. 
HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of 
24  and  100  and  Unimatic®  unit-dose  packs  of  100.  1 g 
tablets  in  bottles  of  24.  125  mg  and  250  mg  for  oral 
suspension  in  bottles  of  100  ml  and  200  ml. 
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Scientific  Medicine 


VICTOR  S FALK,  MD,  Medical  Editor 


Intracoronary  thrombolytic  (streptokinase)  therapy 
of  acute  myocardial  infarction  in  a community  hospital; 
report  of  eleven  consecutive  cases 
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Intracoronary  thrombolysis  with  strepto- 
kinase was  introduced  in  1979.'  This  method  holds 
promise  as  an  effective  treatment  for  myocardial  in- 
farction. Reports  from  large  medical  centers  have 
demonstrated  the  safety  and  suggest  benefit  from 
this  treatment.2  9 There  have  been  no  reports  about 
the  use  of  this  method  in  a relatively  small  com- 
munity hospital.  This  is  a report  from  the  265-bed 
Wausau  Hospital  Center. 

METHODS 

Patient  population.  Patients  were  selected  for 
intracoronary  streptokinase  therapy  based  upon  the 
following  criteria:  (1)  age  less  than  73  years,  (2)  less 
than  four  hours  of  chest  pain  consistent  with  acute 
myocardial  infarction,  (3)  S-T  segment  elevation  of 
at  least  2 mm  in  any  lead  of  a routine  electrocardio- 
gram, (4)  no  previous  history  of  myocardial  infarc- 
tion by  history  or  electrocardiogram,  (5)  no  history 
of  cerebrovascular  accident,  surgery,  trauma,  or  sig- 
nificant bleeding  in  the  preceding  ten  days,  (6) 
normal  coagulation  panel,  and  (7)  Killip  Classifica- 
tion III  or  less.  Ten  of  the  11  consecutive  patients 
meeting  this  criteria  are  listed  in  Table  1 . 

Study  protocol.  Patients  were  initially  stabilized  in 
the  Emergency  Room,  and  informed  consent  was 
obtained.  Patients  were  studied  according  to  the  pro- 
tocol of  Markis,  et  al  which  has  been  previously 
described.10  Following  demonstration  of  the  totally 
occluded  coronary  artery,  the  patients  received  0.4 
mg  of  intracoronary  nitroglycerin  followed  by 
20,000  units  of  streptokinase  delivered  intracoronary 
followed  by  4,000  units  per  minute  of  streptokinase. 
All  studies  were  performed  with  standard  angio- 
graphic catheters.  At  the  end  of  procedures  arterial 
sheaths  were  left  in  place  for  24  hours. 

Immediately  post-catheterization  anticoagulation 
was  begun  with  systemic  heparin  to  maintain  the 
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PTT  at  1 .5  to  2 times  control  levels  for  48  hours,  and 
dipyridamole  75  mg  three  times  daily  and  aspirin  (as 
Ascriptin® ) 325  mg  daily  was  begun. 

RESULTS 

Clot  lysis.  All  1 1 patients  had  completely  occluded 
arteries  corresponding  to  the  electrographic  location 
of  infarction.  None  of  the  occluded  arteries  reper- 
fused following  administration  of  intracoronary 
nitroglycerin.  Thrombolysis  and  reperfusion  oc- 
curred in  all  patients  following  streptokinase  ther- 
apy, except  one  patient,  71  years  old,  who  had  com- 
plete obstruction  of  the  proximal  right  coronary  ar- 
tery. Thrombolysis  occurred  within  20  minutes  and 
within  a total  dose  of  120,000  units  of  streptokinase 
in  all  other  patients. 

Clinical  course.  Table  1 summarizes  the  clinical 
course  of  the  patients  following  successful  coronary 
artery  reperfusion  with  streptokinase.  This  table 
describes  the  duration  of  pain  prior  to  and  following 
successful  coronary  artery  reperfusion.  This  table 
also  describes  electrocardiographic  changes  and 
enzyme  changes  in  these  patients.  Table  1 also  out- 
lines patients  with  recurrent  pain  in  the  ten  days  fol- 
lowing reperfusion,  and  describes  the  subsequent 
clinical  course  of  these  patients.  Complications  are 
also  listed  including  ventricular  tachycardia,  bleed- 
ing, and  need  for  transfusions. 

Catheterization  data.  Table  2 describes  initial 
catheterization  data  and  residual  coronary  artery  ob- 
struction following  thrombolysis.  Followup  catheter- 
ization data  are  also  presented  for  those  patients  re- 
catheterized.  Table  2 reveals  improvement  in  ejec- 
tion fraction  in  two  of  five  patients,  and  improve- 
ment in  left  ventricular  end  diastolic  pressure  in  four 
of  five  patients  recatheterized  between  the  8th  and 
23rd  day  post-thrombolysis. 

Complications.  Complications  are  listed  in  Table 
1.  Three  of  eleven  patients  had  significant  bleeding. 
One  patient  had  a large  hematoma  at  the  site  of 
catheterization  causing  significant  anemia  which  re- 
quired four  units  of  packed  red  blood  cells  as  blood 
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TABLE  1 — Clinical  course  following  successful  coronary  artery  reperfusion  with  streptokinase 


l.ength  of  pain 

Q HAVES 
ECG 

CPK 

Recurrent 

Recurrent 

Complications 

Eventual 

bypass 

surgery 

Patient 

Age /Sex 

Prelysis 

Postlysis 

Total  (MB) 

pain- 10  days 

infarction 

V- Tach 

Bleeding 

/ ransfusion 

(mms) 

(mms) 

1 

53  M 

217 

94 

Yes 

5680  (795) 

No 

Yes 

(19  days)* 

No 

No 

No 

No 

2 

49  M 

159 

101 

Yes 

4780  (526) 

No 

Yes 

(40  days)* 

No 

No 

No 

No 

3 

67  M 

265 

95 

Yes 

7600(608) 

No 

No 

No 

Yes' 

5 units 

Angioplasty 
day  14 

4 

61  M 

210 

65 

Yes 

4500  (495) 

No 

No 

No 

No 

No 

Yes-day  56 

5 

60  M 

193 

127 

No 

1424  (256) 

No 

No 

No 

Yes' 

No 

Yes-day  53 

6 

36  M 

164 

226 

No 

876  (131) 

No 

No 

Yes 

No 

No 

Yes-day  19 

7 

33  F 

189 

116 

Yes 

3920(431) 

No 

No 

No 

Yes' 

4 units 

Yes-day  13 

8 

67  F 

170 

100 

No 

1036  (99) 

No 

No 

No 

No 

No 

Yes-day  14 

9 

49  M 

161 

109 

Yes 

1880(188) 

Yes 

No 

No 

No 

No 

Yes-day  26 

10 

50  M 

186 

114 

No 

378  (28) 

Yes 

Yes 

(3  days) 

No 

No 

No 

Yes-day  3 

•Not  on  recommended  dose  of  dipyridamole  and  aspirin 
lntrathoracic  bleeding  following  cardiopulmonary  resuscitation 
'Gross  hematuria 
'Hematoma  at  catheter  site 


TABLE  2- 

-Catheterization  data 

Initial  Catheterization 

Followup 

Catheterization  prior  to  surgery 

Patient 

Vessel  thrombosed 

Postlysis 
% Obstruction 

LVEDP 
mm  Hg 

E.F. 

Day 

% Obstruction 

LVEDP 
mm  Hg 

E.F. 

1 

RCA 

95 

20 

48% 

2 

RCA 

50 

13 

55% 

3 

LAD 

90 

23 

25% 

23rd 

90 

18 

4 

LAD 

95 

23 

46% 

12th 

90 

26 

46% 

5 

LAD 

90 

30 

42% 

6 

LAD 

90 

10 

40% 

8th 

95 

8 

52% 

7 

RCA 

95 

12 

45% 

13th 

95 

5 

45% 

8 

RCA 

95 

24 

45% 

9 

LAD 

85 

22 

45% 

14th 

85 

9 

60% 

10 

LAD 

95 

19 

60% 

replacement.  One  patient  had  significant  intratho- 
racic bleeding,  but  had  suffered  a cardiac  arrest  prior 
to  streptokinase  therapy  and  had  received  closed 
chest  cardiac  massage.  The  third  patient  had  signifi- 
cant urinary  tract  bleeding,  but  did  not  require  trans- 
fusion. 

One  of  eleven  patients  suffered  sustained  ventricu- 
lar tachycardia  requiring  electrical  cardioversion. 

DISCUSSION 

This  report  demonstrates  that  a relatively  small 
community  hospital  with  a properly  equipped  and 
staffed  cardiac  catheterization  laboratory  can  safely 
and  effectively  provide  emergency  catheterization 
and  perform  intracoronary  streptokinase  infusion 
for  the  therapy  of  acute  myocardial  infarction.  The 
reported  successful  reperfusion  of  10  of  1 1 patients 
is  somewhat  above  the  overall  rate  of  75%  to  80% 
usually  reported  from  larger  series."  Perhaps  the 
generally  short  time  from  the  onset  of  symptoms  to 
initiation  of  intracoronary  streptokinase  infusion 
(average  3 hours  and  37  minutes)  explains  this  high 
success  rate. 
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The  data  in  Table  1 reveal  that  intracoronary 
streptokinase  infusion  is  very  effective  treatment  for 
pain  relief  in  the  setting  of  acute  myocardial  infarc- 
tion. The  followup  catheterization  data  (Table  2) 
suggest  a trend  towards  improvement  in  left  ven- 
tricular function  following  coronary  artery  reper- 
fusion. Our  results  also  suggest  that  a conservative 
approach  to  coronary  artery  revascularization  can  be 
taken  in  the  majority  of  patients.  Only  three  of  ten 
patients  suffered  recurrent  acute  myocardial  infarc- 
tions, and  two  of  these  patients  were  not  on  the  re- 
commended dosage  of  dipyridamole  and  aspirin. 
Further  studies  are  needed  to  define  the  optimal 
treatment  of  patients  following  coronary  artery  re- 
perfusion. This  study  shows  that  a small  community 
hospital  can  achieve  excellent  reperfusion  rates  with 
a minimum  of  complications. 
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The  normal  radioactive  iodine  uptake  (RAIU) 
in  the  Madison,  Wisconsin  area 
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ABSTRACT.  We  have  studied  6!  normal  subjects  in  the 
Madison,  Wisconsin  area  and  determined  the  6-  and  24- 
hour  radioactive  iodine  uptake  (RAIU)  with  I- 1 25.  The 
mean  RAW  was  8.2 ±3.8%  at  6 hours  and  15.5 ±5.7% 
at  24  hours.  This  is  the  first  study  of  a normal  population 
in  the  Madison  area  and  our  results  were  intermediate 
between  the  normals  found  at  La  Crosse,  Wisconsin  and 
Minneapolis,  Minnesota.  The  normal  RAIU  may  have 
reached  a plateau  in  the  past  few  years.  It  is  important 
that  the  normal  range  be  established  in  a particular  geo- 
graphical area  if  the  test  is  to  remain  clinically  useful. 

The  thyroidal  uptake  of  iodine  (RAIU)  is  a rou- 
tine clinical  laboratory  test  which  is  greatly  affected 
by  dietary  and  environmental  influences.1  Periodic 
evaluation  of  the  RAIU  in  different  geographical 
centers  has  been  suggested  by  many  authors.2"9  We 
have  determined  the  6-  and  24-hour  RAIU  in  the 
Madison,  Wisconsin  area  in  a group  of  61  euthyroid 
volunteers.  Our  results  agree  with  the  national  trend 
suggesting  a plateau  in  the  normal  RAIU  after  a con- 
tinued decrease  since  1955. 10 

MATERIALS  AND  METHODS.  Normal  subjects  who 
had  lived  in  the  Madison  area  for  more  than  a year 
were  selected  from  a group  of  volunteers.  A ques- 
tionnaire was  completed  to  determine  whether  medi- 
cations were  being  taken  that  would  interfere  with 
radioactive  iodine  uptake  and  whether  their  diet  in- 
cluded foods  high  in  iodine  content.  Subjects  were 
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excluded  from  the  study  who  had  gallbladder  con- 
trast media  within  the  past  six  months,  urographic 
agents  in  the  last  30  days,  bronchographic  media  in 
the  last  two  years,  or  a previous  myelogram.  A his- 
tory of  thyroid  surgery  or  thyroid  disease  disquali- 
fied the  volunteer.  All  subjects  had  a normal  thyroid 
gland  on  palpation  and  no  palpable  lymph  glands  or 
masses  in  the  neck.  Informed  consent  was  obtained 
from  all  subjects  before  entering  the  study. 

Blood  was  drawn  for  serum  T3U,  T4,  and  FTI  de- 
terminations. A serum  creatinine  value  was  also  de- 
termined to  exclude  any  subject  with  impaired  renal 
function. 

Using  International  Atomic  Energy  Agency 
(IAEA)  criteria,"  the  radioactive  iodine  uptake  was 
measured  at  6 and  24  hours  after  an  oral  dose  of 
50-100  pCi  of  1-123  as  Nal  in  liquid  form.  We  used 
an  in-house  built  thyroid  uptake  probe  which  also 
conformed  to  IAEA  specifications. 

RESULTS.  The  radioactive  iodine  uptake  in  45 
women  and  16  men  was  8.2  ±3.8%  at  6 hours  and 
15.5  ±5.7%  at  24  hours  (X±SD).  Figure  1 shows 
the  frequency  distribution  of  the  24-hour  RAIU  in 
our  subjects  and  suggests  a normal  distribution. 

DISCUSSION.  The  clinical  value  of  the  thyroidal 
uptake  of  iodine  is  well  accepted  in  specific  instances 
as,  for  example,  in  estimating  the  dose  of  1-131  for 
therapy,  as  an  aid  in  establishing  a diagnosis  of  hy- 
perthyroidism when  other  laboratory  and  clinical 
parameters  are  borderline,  or  in  cases  of  thyroiditis. 
Its  importance  as  a thyroid  function  test  in  making 
a diagnosis  of  hypothyroidism  has  been  greatly  di- 
minished by  the  nationally  observed  trend  of  falling 
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FREQUENCY  DISTRIBUTION 


FIGURE  1 —Frequency  distribution  of  all  patients  accord- 
ing to  their  24-hour  radioactive  iodine  uptake  test. 

RAIU  values  and  the  general  availability  of  serum 
thyroid  stimulating  hormone  determinations. 

The  fall  in  normal  RAIU  has  been  attributed  to  in- 
creased dietary  iodide,  particularly  the  iodide  pre- 
servatives used  in  commercially  baked  bread.  Wong 
and  Schultz4  have  suggested  that  an  increase  in  the 
24-hour  RAIU  in  the  Minneapolis  area  between  1971 
and  1975  was  most  likely  due  to  a reduction  in  the 
amount  of  iodide  preservatives  added  to  the  com- 
mercially baked  bread  available  in  the  area. 

The  mean  24-hour  RAIU  that  we  found  in  normal 
subjects  from  the  Madison  area  is  higher  than  the 
12.1  ±6.1  <70  reported  from  La  Crosse,  Wisconsin  by 
Caplan  and  Kujak  in  1971. 5 In  Minneapolis,  Wong 
and  Schultz4  in  1975  found  their  normal  patients  to 
have  a RAIU  of  20.5  ±6.1  %.  Our  findings  are  inter- 
mediate between  those  from  Minneapolis  and  La 
Crosse. 

Until  recently,  the  RAIU  has  been  determined 
with  1-131.  1-123  delivers  significantly  less  radiation 
to  the  thyroid  gland  than  1-131  due  to  its  shorter 
half-life  and  absence  of  particulate  radiation.  It  is 
also  more  efficiently  detected  by  the  Nal  probe  be- 
cause of  its  lower  photon  energy.  Theoretically, 
there  should  be  no  difference  in  the  RAIU  as  deter- 
mined with  1-131  or  1-123,  and  several  studies  have 
confirmed  this  prediction.412  As  1-123  becomes  more 
readily  available,  it  will  no  doubt  become  widely 
used  both  for  radioactive  iodine  uptake  and  imag- 
ing. 

Whether  the  thyroidal  uptake  of  iodine  is  con- 
tinuing to  decrease  or  whether  there  is  now  a level- 
ing-off still  is  not  clear.  Repeated  evaluation  of  the 
normal  RAIU  in  a geographical  area  at  definite  in- 
tervals of  time  seems  indicated,  and  indeed,  as  sug- 
gested by  Sostre,10  the  normal  range  may  have  to  be 
continually  studied  if  the  test  is  to  remain  a useful 
procedure. 
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Subcutaneous  and  skeletal  chordomoid 
nodules  in  an  infant 

THOMAS  T TANG,  MD.PhD;  DAVID  K DUNN,  MD;  ALBERTINA  E 
HODACH,  PhD  (Departments  of  Pathology,  Surgery  and  Pediatrics,  Mil- 
waukee Children’s  Hospital  and  Medical  College  of  Wisconsin,  Milwaukee, 
Wis);  TERENCE  J HARRIST,  MD  and  MARTIN  C MIHM,  JR,  MD 
(Department  of  Dermatopathology,  Massachusetts  General  Hospital  and 
Harvard  Medical  School,  Boston,  Mass):  Am  J Derm  3:303-310,  Fall  1981 

Multicentric  subcutaneous  and  skeletal  nodules 
with  histologic  features  of  chordoma  developed  over  a 
period  of  three  months  in  a black  infant.  Radiolucent 
intracranial  lesions  were  demonstrated  by  pneumo- 
encephalogram and  computerized  tomography  scan. 
The  patient  received  chemotherapy  and  the  nodules 
regressed.  After  a follow-up  of  seven  years,  there  has 
been  no  recurrence  of  these  chordomoid  lesions  and 
the  child  enjoys  good  health  and  normal  growth  and 
development.  In  retrospect,  these  nodules  appear  to 
be  a benign,  self-limited  heterotopias  and  not  malig- 
nancies. The  cells  with  physaliphorous  characteristics 
may  represent  unusual  differentiation  of  fibroblasts 
rather  than  indicating  notochordal  origin.  ■ 
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Asystolic  cardiac  arrest  in  hypothermia 

Michael  E Nesemann,  MD;  Henry  M Busch  Jr,  MD;  Adolph  L Gundersen,  MD; 
A Erik  Gundersen,  MD  and  Kermit  L Newcomer,  MD,  La  Crosse,  Wisconsin 


CASE  REPORT.  A 30-year-old,  previously  healthy 
male  attended  a drinking  party  the  evening  before 
admission,  left  the  party  sometime  during  the  course 
of  the  evening,  and  was  found  by  his  friends  approx- 
imately seven  hours  later  outside  in  the  snow.  He 
apparently  made  some  groaning  sounds  when  car- 
ried into  the  house;  but  when  an  ambulance  arrived 
20  minutes  later,  he  had  no  spontaneous  pulse  or  res- 
pirations. Cardiopulmonary  resuscitation  (CPR)  was 
initiated  and  he  was  brought  into  the  Emergency 
Room  45  minutes  later,  at  which  time  there  was  no 
pulse  or  measurable  blood  pressure,  no  spontaneous 
respirations,  and  his  pupils  were  dilated  and  unre- 
sponsive. There  was  no  evidence  of  head  trauma,  but 
there  were  some  contusions  over  the  right  upper  ab- 
dominal quadrant. 

Cardiac  monitoring  showed  complete  electrical 
asystole,  but  after  endotracheal  intubation  an  oc- 
casional idioventricular  beat  was  noted.  He  was 
placed  on  100%  oxygen  and  CPR  continued.  His 
initial  rectal  temperature  was  22  C,  blood  gas  re- 
vealed pH  of  6.89,  carbon  dioxide  of  55,  and  oxygen 
of  54.  Initial  creatinine  was  2.1  mg/dl,  potassium  3.4 
mmol/1,  sodium  146  mmol/1,  white  blood  cell  count 
20,000,  and  hemoglobin  13.3  gm.  He  had  a calcium 
of  5.5  mg/dl,  a lactic  dehydrogenase  and  serum 
glutamic  oxaloacetic  transaminase  greater  than  1 ,000 
mU/ml,  and  creatinine  phosphokinase  of  16,800 
U/l. 

Rewarming  measures — warmed  air,  warm  naso- 
gastric solution  and  intravenous  fluids,  and  warming 
blanket — were  begun.  While  preparations  for  extra- 
corporeal bypass  were  being  made,  a catheter  for 
peritoneal  dialysis  was  placed.  Upon  entering  the  ab- 
domen, however,  a large  amount  of  fresh  blood  was 
aspirated  via  the  catheter. 

Within  one  hour  of  arriving  in  the  Emergency 
Room  the  patient  was  taken  to  the  operating  room 
where  he  was  placed  on  bypass  using  the  left  femoral 
vein  and  artery,  and  his  temperature  rose  to  37  C 
within  one  hour.  At  about  36  C his  heart  rhythm 
changed  to  persistent  ventricular  fibrillation  which 
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was  converted  successfully.  He  returned  to  ventricu- 
lar fibrillation;  but  with  100  mg  of  lidocaine,  a lido- 
caine  drip  of  2 mg  per  minute,  and  repeat  counter- 
shock, he  reverted  to  normal  sinus  rhythm  without 
ectopy  and  developed  a blood  pressure  in  the  90-100 
systolic  range. 

An  exploratory  laparotomy  revealed  approxi- 
mately 1.0  liter  of  blood  and  clots,  which  were  evac- 
uated from  the  right  upper  abdominal  quadrant.  A 
torn  capsule  of  the  left  lobe  of  the  liver  was  found 
and  repaired  with  electrocautery,  Avitene  packing, 
and  sponges.  A small  tear  of  the  spleen  was  also 
noted,  but  it  was  controlled  with  electrocautery.  He 
received  2 units  of  red  cells  in  surgery  and  required 
4 more  in  the  following  three  days  to  keep  his  hemo- 
globin at  approximately  10  gm. 

He  was  transferred  to  the  intensive  care  unit  where 
postoperative  generalized  seizures  were  controlled 
with  diphenylhydantoin  (Dilantin®  ) and  replace- 
ment of  calcium.  Although  he  initially  put  out  cop- 
ious amounts  of  urine,  within  12  hours  of  admission 
he  became  anuric  and  remained  so  through  the  rest 
of  his  hospital  course.  Two  days  post-admission  he 
began  spontaneous  respirations  and  was  successfully 
extubated,  but  his  electroencephalogram  (EEG)  was 
markedly  abnormal  and  serial  EEGs  showed  pro- 
gressive deterioration. 

His  postoperative  course  was  complicated  by 
pneumonia,  sepsis,  and  continued  seizure  activity. 
He  was  successfully  resuscitated  after  a respiratory 
arrest  16  days  post-admission,  but  suffered  irrevers- 
ible cardiopulmonary  arrest  19  days  after  admission. 
On  post-mortem  studies  his  brain  showed  extensive 
laminar  necrosis  and  diffuse  hypoxic  neuronal 
damage;  there  was  also  evidence  of  pneumonia  and 
myoglobinuric  nephrosis.  We  believe  the  abdominal 
trauma  was  secondary  to  a fall  during  the  evening’s 
festivities. 

COMMENT:  Accidental  hypothermia  has  a broad 
range  of  clinical  presentations.  Patients  with  mild 
hypothermia  of  32.2  to  35  C are  typically  hemo- 
dynamically  stable  and  respond  to  warming  via  a 
warm  water  mattress  and/or  heating  blankets  and 
observation.  More  significant  hypothermia  is  sig- 
naled by  temperatures  below  32  C,  at  which  time 
shivering  (one  of  the  most  important  heat-producing 
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mechanisms)  is  replaced  by  muscular  rigidity.  Also, 
significant  neurologic  findings  (from  delirium  to 
coma)  appear,  and  the  basal  metabolic  rate,  rather 
than  rising  to  meet  the  challenge,  begins  to  fall. 

Therapy  in  this  group  is  complicated  by  concerns 
of  “after  drop”  of  core  temperature.  This  is  due  to 
peripheral  vasodilatation  secondary  to  the  external 
rewarming,  which  then  shunts  this  stagnant,  cool 
blood  to  the  core,  probably  chilling  the  myocardium 
and  predisposing  to  fibrillation.  Another  considera- 
tion would  be  in  the  chronically  hypothermic  pa- 
tients who  are  generally  hypovolemic — the  vasodila- 
tation here  could  lead  to  hypovolemic  shock.  Hypo- 
thermia among  the  elderly  is  quite  common,  up  to 
1 1 ,4°7o  of  homebound  patients  in  one  series.1  Thus 
in  the  elderly,  a more  gentle  approach  with  warm 
blankets,  warm  intravenous  fluids  (up  to  40  C),  and 
attempts  to  gradually  raise  the  temperature  0.5  to  1 .0 
C per  hour  is  in  order. 

In  the  young  healthier  patient  with  acute  expo- 
sure, a more  active  form  of  intervention  such  as  im- 
mersion in  a heated  water  bath  may  be  appropriate. 
In  those  who  are  hemodynamically  unstable,  more 
aggressive  therapy  is  needed  such  as  peritoneal  dial- 
ysis with  warm  solution  (40  C),  inhalation  rewarm- 
ing with  air  heated  up  to  45  C via  an  endotracheal 
tube,  or  extracorporeal  bypass.  With  temperatures 
less  then  30  C,  myocardial  irritability  is  greatly  in- 
creased and  these  patients  must  be  handled  cau- 
tiously as  many  of  the  antiarrhythmic  medications 
are  of  little  value  at  lower  temperatures.  Even  elec- 
trocardioversion is  highly  unlikely  to  be  successful 
until  core  temperature  is  at  least  28  C.2} 


Although  the  ultimate  outcome  of  this  case  was 
unsuccessful,  the  patient’s  initial  response  brings  to 
mind  the  accurate,  if  macabre,  medical  truism,  “a 
patient  is  not  dead  until  warm  and  dead.”4  Even  in 
the  most  desperate  of  clinical  situations;  ie,  asystole, 
in  association  with  profound  hypothermia  a full  re- 
covery is  possible  as  evidenced  by  a report  of  seven 
successful  cases.5 

The  most  important  prognostic  indicator  in  hypo- 
thermia is  the  presence  of  serious  underlying  disease. 
In  one  study  the  overall  mortality  rate  was  11.9%, 
rising  to  47.8%  with  serious  underlying  disease.6 

Patients  with  severe  hypothermia  may  present  to 
institutions  with  limited  capacity  for  active  inter- 
vention; ie,  peritoneal  dialysis  or  extracorporeal  by- 
pass. Thus,  besides  being  responsible  for  early  thera- 
peutic measures,  the  primary  physician  must  also  de- 
cide how  aggressive  a therapeutic  regimen  will  be 
pursued.  Ideally,  he  or  she  should  be  in  contact  with 
the  doctor  at  the  referral  center  to  go  over  the 
options. 
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ABSTRACTS 


Treatment  of  symptomatic 
gastroesophageal  reflux  using  the 
Angelchik®  prosthesis 

J R STARLING,  MD;  J R PELLET,  MD;  M RE1CHELDERFER,  MD; 
F O BELZER,  MD,  Department  of  Surgery  and  Division  of  Gastro- 
enterology, University  of  Wisconsin  Clinical  Science  Center,  Madison, 
Wis:  Ann  Surg  195:686-691  (June  6)  1982. 

During  the  past  twenty  months,  28  patients  from 
12  to  75  years  of  age  with  symptomatic  reflux  eso- 
phagitis refractile  to  medical  management  were 
treated  with  the  Angelchik®  anti-reflux  prosthesis. 
Symptoms  were  present  1 to  24  years  prior  to  sur- 
gery. Four  of  these  patients,  in  addition,  had  eso- 
phageal strictures,  two  metaplasia  of  the  esophageal 
mucosa,  and  one  esophagitis  after  a Heller  myo- 
tomy. All  patients  had  numerous  upper  gastroin- 
testinal x-ray  series  and  fiberoptic  endoscopies  (± 
biopsy)  prior  to  surgery.  Standard  pull-through 
manometries  and  acid  reflux  tests  were  obtained  be- 
fore surgery  on  24  of  the  28  patients.  The  hiatal 
hernia  was  reduced  when  necessary,  and  the  prosthe- 
sis aligned  loosely  around  the  gastroesophageal  junc- 
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tion.  In  eight  patients  the  crura  were  approximated 
posterior  to  the  esophagus  because  of  a large  hiatus. 
There  were  no  technical,  perioperative,  or  post- 
operative complications.  Eighty-nine  percent  (25  of 
28  patients)  have  had  relief  of  symptoms.  Of  the  15 
patients  who  are  one  year  after  surgery,  all  are 
asymptomatic  with  endoscopic  improvement  or  no 
evidence  of  esophagitis.  Transient  dysphagia  to  solid 
food  was  reported  in  7 of  28  patients,  and  lasted  up 
to  three  months  postoperatively.  Postoperative  dila- 
tation was  necessary  in  2 of  3 patients  with  stric- 
tures. Trouble  with  the  prosthesis  occurred  in  two 
patients;  in  one,  the  prosthesis  disrupted  and  fell  into 
the  pelvis,  and  in  the  other,  the  prosthesis  migrated 
into  the  mediastinum.  Lower  esophageal  sphincter 
(LES)  pressures  obtained  on  16  patients  preopera- 
tively  were  all  low:  6.17±0.9  mmHg  (n  = 10-30 
mmHg,  m±S.E.M.).  LES  pressures  have  been  ob- 
tained on  19  patients  postoperatively  and  are  16.95 
±1.76  mmHg  (p< 0.001).  The  Angelchik® pros- 
thesis is  safe,  simple,  reproducible,  and  eliminates 
symptoms.  Our  results  justify  the  need  for  further 
clinical  research.* 
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Comparative  profiles  of  rural  and  urban  family 
physicians  . . . Based  upon  100  graduates  of  the  University 
of  Wisconsin  family  practice  residency  programs 

Rudolph  C Hecht,  MD  and  James  G Farrell,  MBA,  Madison,  Wisconsin 


ABSTRACT.  Between  June  1973  and  June  1980  one  hun- 
dred family  physicians  completed  their  family  practice 
residency  training  at  the  University  of  Wisconsin  Medical 
School.  Ninety-seven  graduates  completed  an  extensive 
13-page  mail  survey.  The  primary  purposes  of  the  study 
were  to  measure  the  adequacy  of  the  graduate 's  residency 
training  program  and  to  determine  how  well  the  graduates 
have  done  as  family  physicians.  The  major  focus  of  this 
article  is  to  illustrate  the  similarities  and  differences  be- 
tween those  family  physicians  based  in  a rural  practice 
site  versus  those  located  at  an  urban  based  practice.  In 
general,  the  graduates  were  satisfied  with  the  potential  for 
practice  growth  as  well  as  their  current  level  of  income. 
Regarding  hospital  privileges,  between  85%  and  93%  of 
the  graduates  were  very  satisfied  with  the  availability  and 
extent  of  their  privileges.  As  one  might  expect,  family 
physicians  in  rural  settings  have  major  privileges  more 
often  than  do  their  urban  counterparts.  For  both  groups 
of  physicians,  time  off  from  their  practice  was  an  ex- 
tremely important  aspect  of  their  life  with  which  they 
were  not  very  satisfied.  Other  important  aspects  of  their 
practice  are  also  presented  in  terms  of  the  satisfaction 
levels  of  rural  and  urban  family  physicians. 

Eleven  years  have  passed  since  family  practice 
residency  training  was  introduced  at  the  University 
of  Wisconsin  Medical  School.  Between  June  1973 
and  June  1980  exactly  100  physicians  (91  men,  9 
women)  finished  the  three-year  family  practice  resi- 
dency program  training  at  this  institution. 

Of  these  100  family  physicians,  39  (34  men  and  5 
women)  were  graduates  of  the  University  of 
Wisconsin  Medical  School.  The  other  61  (57  men 
and  4 women)  were  graduates  from  36  other  US 
medical  schools. 

The  University  of  Wisconsin  family  practice  resi- 
dency programs  were  founded  and  funded  by  the 
State  with  the  main  purpose  of  supplying  family 
physicians  for  rural  Wisconsin.  Seventy-four  (66 
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men  and  8 women)  of  the  graduates  currently  prac- 
tice in  Wisconsin.  Forty-six  of  these  graduates  (42 
men  and  4 women)  practice  in  rural  areas  of 
Wisconsin.  There  were  no  foreign  medical  graduates 
or  minority  group  members  among  the  family  prac- 
tice graduates.  Two  are  graduates  from  US  schools 
of  osteopathic  medicine. 

There  have  been  six  program  sites  at  which  the  res- 
idency programs  have  been  located:  Appleton,  Eau 
Claire,  Madison,  Milwaukee,  Waukesha,  and 
Wausau.  The  Madison  program  operates  three 
model  family  practice  teaching  clinics  at  an  urban,  a 
suburban,  and  a rural  location.  The  other  programs 
each  function  out  of  one  family  practice  center.  In 
July  1979  the  programs  at  Milwaukee  and  Waukesha 
were  transferred  by  mutual  consent  from  the  Uni- 
versity of  Wisconsin  to  the  Medical  College  of 
Wisconsin. 

METHODS 

The  objectives  of  this  study  were  fourfold: 

1.  To  measure  the  adequacy  of  the  graduates’ 
residency  training  program  in  light  of  numer- 
ous clinical  and  nonclinical  characteristics, 

2.  To  identify  how  well  the  graduates  have  done 
as  family  physicians  especially  those  practicing 
in  Wisconsin, 

3.  To  determine  the  factors  that  were  critical  to 
the  graduates’  ultimate  practice  site  location 
and  their  current  satisfaction  with  those  critical 
factors,  and 

4.  To  compare  the  practice  patterns  and  satis- 
faction levels  of  the  urban  based  and  the  rural 
based  family  physicians. 

The  research  design  was  a two-pronged  approach 
to  collect  both  quantitative  and  qualitative  infor- 
mation in  order  to  effectively  accomplish  the  study’s 
objectives. 

In  January  1981  a 13-page  pretested  question- 
naire14 was  mailed  to  all  100  graduates  of  the  pro- 
gram. Within  two  weeks  45  questionnaires  were  re- 
turned, and  a series  of  personal  phone  calls  were 
made  to  the  55  nonresponding  graduate  physicians 
requesting  them  to  complete  the  survey.  The  final  re- 
sponse rate  was  an  impressive  97  percent. 
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Table  1 — Types  of  practice 

Percent  in 
practice  setting 

TYPE  OF  PRACTICE 

RURAL  URBAN 

rOTAL 

Solo  practice 

24 

9 

16 

Partnership  of  two  family 
physicians 

12 

19 

16 

Single  specialty  group 
practice  with  more  than 
two  family  physicians 

21 

19 

20 

Multispecialty  group  practice 
with  one  or  more  family 
physicians 

36 

17 

25 

HMO  (Health  Maintenance 
Organization) 

0 

7 

4 

Full-time  teaching  at 
medical  school 

0 

19 

10 

Emergency  room  work 

0 

7 

4 

Other  activities 

7 

3 

5 

TOTAL 

100 

100 

100 

NUMBER  OF  CASES 

42 

54 

96 

99°7o  Confidence  level 

Based  upon  the  pattern  of  responses  to  the  first 
45  questionnaires,  an  extensive  personal  interview 
questionnaire  was  designed  to  collect  additional 
qualitative  information.  Subsequently,  personal 
interviews  ranging  from  1 hour  to  3.5  hours  were 
completed  with  39  of  the  graduates  who  were  cur- 
rently practicing  in  rural  Wisconsin. 

RESULTS 

Nature  of  Practice.  Of  the  100  graduates,  92  were 
engaged  in  active  family  practice,  5 in  emergency 
room  medicine,  and  3 in  other  activities.  Currently, 
all  100  graduates  are  Board  certified  in  family 
practice. 

Of  the  100  graduates,  28  have  changed  practice 
sites  since  they  first  went  into  practice.  Among  the  51 
responding  family  physicians  currently  located  at  an 
urban  site,  19  had  practiced  at  another  site  compared 
to  only  9 of  their  46  rural  counterparts. 

Among  the  100  graduates,  there  were  significant 
differences  in  the  type  of  practice  in  which  they  were 
engaged  depending  upon  whether  they  were  in  a 
rural  setting  or  an  urban  area.  Graduates  in  rural  set- 
tings were  more  often  involved  in  a multispecialty 
group  practice  (36%  rural  versus  17%  urban)  or 
were  solo  practitioners  (24%  rural  versus  9% 
urban).  The  major  difference  for  urban-based,  Uni- 
versity of  Wisconsin-trained  family  physicians  was 
their  involvement  in  full-time  teaching  activities 
(0%  rural  versus  19%  urban)  (Table  1). 

The  number  of  patient  encounters  during  the 
week  beginning  January  19,  1981  are  shown  in  Table 
2.  These  findings  were  considered  typical  by  70  per- 
cent of  the  respondents  and  atypical  by  30  percent. 
These  numbers  are  close  to  the  ones  reported  for  the 


Table  2 — Number  of  weekly  patient  encounters 

PATIENT  ENCOUNTERS 

LOCATION 

Means  Medians 

Office 

91 

90 

Hospital 

21 

12 

Emergency  Room 

16 

5 

Nursing  Home 

9 

4 

Patient’s  Home 

3 

2 

TOTALS 

140 

113 

2,000  family  physicians  surveyed  by  the  American 
Academy  of  Family  Physicians  in  1978,  and  again  in 
January  and  in  April  of  1980. 5 6 

During  the  same  week  of  January  19,  1981,  an 
average  of  four  encounters  resulted  in  patient  hospit- 
alization. Surprisingly,  there  were  no  statistically  sig- 
nificant differences  between  the  urban-based  and  the 
rural-based  family  physician  with  respect  to  both  the 
total  number  of  weekly  patient  encounters  and  the 
corresponding  number  of  hospitalizations.  How- 
ever, the  rural-based  family  physicians  recorded  a 
significantly  larger  number  of  visits  to  their  hospital- 
ized patients  than  did  their  urban  counterparts. 

With  respect  to  hospital  privileges  for  medicine, 
obstetrics-gynecology,  pediatrics,  psychiatry,  and 
general  surgery,  between  85  and  93  percent  of  the 
graduates  were  satisfied  with  the  extent  of  their 
privileges.  As  one  might  expect,  the  family  physi- 
cians in  rural  settings  have  major  privileges  more 
often  than  do  their  urban  counterparts.  (This  was 
also  the  case  for  the  Dallas  family  practice  residency 
graduates.7)  For  example,  55  percent  of  the  rural- 
based  practitioners  have  major  obstetrics-gynecology 
privileges  compared  to  only  22  percent  of  the  urban- 
based  practitioners.  Another  example  is  that  88  per- 
cent of  the  rural  family  physicians  compared  to  56% 
of  the  urban  family  physicians  have  major  privileges 
in  medicine. 

Availability  of  specialists  in  the  community  where 
the  graduate  practiced  was  highest  for  radiology  (75 
percent)  and  lowest  for  oncology  (47  percent).  For 
the  urban-based  family  physicians  the  specialists 
usually  were  located  within  their  community  while 
the  rural-based  practitioners  more  often  relied  on 
consultants  who  visited  their  communities  on  a reg- 
ular basis.  More  than  90  percent  of  the  graduates  felt 
their  needs  were  adequately  met  for  urology,  ortho- 
pedics, oncology,  and  pathology.  Consultants  in 
psychiatry,  however,  were  considered  needed  by  37 
percent  of  all  graduates  and  more  so  among  those  in 
rural-based  settings. 

Family  physicians’  satisfaction  with  current  prac- 
tice. In  the  mail  survey  graduates  were  asked  to  eval- 
uate 21  aspects  of  their  present  practice  in  terms  of 
their  current  level  of  satisfaction  with  each  aspect.8'9 
At  least  half  of  the  surveyed  family  physicians  were 
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satisfied  with  every  aspect.  In  fact,  there  were  six 
aspects  with  which  nearly  every  physician  was  very 
satisfied:  acceptance  by  medical  community;  avail- 
ability of  adequate  hospital  facilities;  availability  of 
hospital  privileges;  accessibility  to  recreational  activ- 
ities; size  of  community;  and  the  community’s  need 
for  more  physicians. 

In  some  instances  the  family  physician’s  level  of 
satisfaction  significantly  depended  upon  whether 
their  practice  site  was  urban-based  or  rural-based. 
Concerning  coverage  of  patients  when  off  duty,  only 
60  percent  of  the  rural-based  family  physicians  were 
very  satisfied  compared  to  89  percent  of  the  urban- 
based  family  physicians.  Along  the  same  vein,  only 
45  percent  of  the  rural-based  graduates  were  very 
satisfied  with  the  amount  of  time  off  from  practice 
while  70  percent  of  their  urban-based  counterparts 
were  very  satisfied.  Yet,  both  groups  of  physicians 
are  not  very  satisfied  with  the  time  spent  together 
with  their  spouse  and  children. 

Some  other  significant  differences  that  surfaced 
between  the  urban-based  and  rural-based  family 
physicians  are:  (1)  90  percent  of  the  rural  family 
physicians  compared  to  67  percent  of  the  urban 
family  physicians  were  very  satisfied  with  the  proxi- 
mity of  their  practice  location  to  their  home;  (2)  65 
percent  of  the  rural  physicians  compared  to  only  42 
percent  of  the  urban  physicians  were  very  satisfied 
with  the  proximity  of  their  practice  location  to  their 
home  town  or  family;  (3)  83  percent  of  the  rural- 
based  family  physicians  versus  63  percent  of  the 
urban-based  physicians  were  very  satisfied  with  their 
patient  mix  relative  to  seeing  entire  families  versus 
individuals;  (4)  nearly  three-fourths  of  the  rural 
family  physicians  are  very  satisfied  with  their  net  in- 
come (before  taxes)  compared  to  only  45  percent  of 
their  urban  counterparts.  In  fact,  49  percent  of  the 
urban-based  physicians  were  only  “somewhat”  sat- 
isfied with  their  net  income  before  taxes. 

Unfortunately,  because  of  the  sensitivity  of  the 
data,  information  on  the  family  physicians  income 
was  not  collected  in  the  mail  survey  but  rather  only 
in  the  personal  interviews.  The  39  graduates  in 
family  practice  in  rural  Wisconsin  were  asked  at  the 
end  of  the  interview  about  their  net  (before  federal 
and  state  income  taxes)  annual  income:  (1)  during 
their  first  year  in  practice;  and  (2)  during  their  last 
complete  calendar  year  (1980)  in  practice.  It  is 
interesting  to  note  that  the  average  starting  income 
was  $35,870  compared  to  the  graduates  current  in- 
come of  $59,958.  (The  starting  incomes  were  not  ad- 
justed to  1980  dollars.) 

Because  of  geographic  location  and  relative  iso- 
lation, problems  with  continued  medical  education 
are  often  voiced  by  family  physicians  practicing  in 
rural  areas.  Of  the  39  graduates  practicing  in  rural 
Wisconsin,  however,  only  4 mentioned  some  unmet 
needs  in  the  area  of  continuing  medical  education, 
while  35  were  satisfied  with  their  activities  in  this 
area. 


Preparation  for  practice.  The  graduates  were  asked 
to  assess  the  extent  to  which  they  felt  prepared  for 
the  practice  they  are  engaged  in.  They  were  asked  to 
evaluate  60  items  in  terms  of  being  underprepared, 
adequately  prepared  and  overprepared,  1-4  as  well  as 
whether  or  not  each  item  was  needed  in  their  pre- 
sent practice. 

Very  few  graduates  perceived  themselves  as  over- 
prepared in  any  area.  The  majority  of  respondents 
considered  themselves  adequately  prepared  in  50  of 
the  60  areas  questioned  about,  with  a few  noticeable 
exceptions.  Fifty  percent  or  more  of  the  graduates 
considered  themselves  underprepared  in  the  follow- 
ing clinical  areas  with  nearly  all  feeling  the  skill  was 
needed:  emergency  surgery,  fracture  care,  and  apply- 
ing forceps  for  vaginal  deliveries. 

Fifty  percent  or  more  of  the  graduates  felt  under- 
prepared in  seven  nonclinical  subject  areas  and  again 
nearly  all  the  graduates  felt  the  skill  was  needed  in 
their  practice:  assessing  community  health  needs, 
understanding  the  hospital  organization,  organi- 
zation of  practice,  personnel  issues,  business  records, 
office  management,  and  estate  planning. 

CONCLUSIONS.  This  survey  accomplished  several 
results.  It  allowed  for  the  reestablishment  of  contacts 
between  faculty  and  graduates  of  the  residency  pro- 
grams. Over  the  years  the  faculty  had  lost  contact 
with  many  of  the  graduates,  and  many  of  the  gradu- 
ates in  turn  felt  somewhat  abandoned  by  their  men- 
tors, as  well  as  having  lost  contact  with  their  own 
peers.  The  personal  visit  by  the  faculty  interviewer  to 
the  practice  site  of  the  graduates  who  practice  in 
rural  Wisconsin  was  a most  gratifying  experience  for 
both  parties. 

The  results  reveal  several  areas  of  deficiencies  in 
residency  training,  which  are  correctable  without 
major  revamping  of  the  educational  process. 

The  graduates  are  generally  very  satisfied  with 
their  current  practice  regardless  of  their  practice  set- 
ting (ie,  urban  versus  rural),  including  the  28  percent 
who  changed  practice  sites  since  they  finished  the 
residency.  They  all  made  their  relocation  move  early 
in  practice.  Furthermore,  as  of  January  1982,  none 
of  these  100  graduates,  who  practice  as  family  phy- 
sicians, has  changed  to  another  specialty  field  or 
intends  to  do  so  in  the  foreseeable  future. 
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Physician  influence  on  the  education 

of  special  children. . ■ Paul  A Sommers,  PhD,  La  Crosse,  Wisconsin 


ABSTRACT.  Physicians  can  have  a significant  influence 
on  the  development  of  special  educational  services,  ther- 
apies, and  programs  for  handicapped  children.  More  than 
in  the  past,  the  word  “ handicapped ” refers  to  a wide 
variety  of  children  with  exceptional  health  and/or  educa- 
tional needs.  Traditionally,  the  mentally  retarded  and 
physically  disabled  were  referred  to  as  the  handicapped. 
Public  Law  94-142  enacted  in  1975  expands  the  definition 
to  include  the  hearing  and  visually  impaired,  emotionally 
disturbed,  learning  disabled,  speech  and  language  im- 
paired, multiply  handicapped,  and  other  health  impaired 
(health  conditions  affecting  learning  in  a detrimental 
manner).  Physicians  are  too  often  excluded  when  educa- 
tional planning  teams  and  parents  meet  to  develop  special 
programs  and  services  for  the  child.  Often  the  physician 
can  augment  efforts  by  providing  evaluation,  treatment 
and  counseling  services  but  must  be  able  to  integrate  the 
medical  findings  with  the  education  program.  Considera- 
tions for  physicians  serving  handicapped  children  in  the 
evaluation  and  planning  of  programs  and  related  services 
are  described  in  this  article. 

The  interaction  of  physicians  and  educators  on  be- 
half of  exceptional  children  often  occurs  on  a ran- 
domized basis  rather  than  as  a planned  and  organ- 
ized effort.  What  may  appear  to  be  a rather  simple 
solution  to  a complex  problem  necessitates  further 
clarification.  Most  states  have  laws  making  edu- 
cation services  for  children  with  exceptional  needs 
mandatory.  Physicians  and  related  health  care  staff 
are  not  controlled  by  specific  laws,  yet  their  role  to 
evaluate  and  counsel  the  handicapped  is  clearly  im- 
plied.1 At  the  Federal  level  Public  Law  94-142,*  the 
“Education  For  All  Handicapped  Children  Act,” 
indicates  that  necessary  programs  and  services,  in- 
cluding medical  care,  be  provided  to  every  “handi- 
capped” child;  but,  a clear  interpretation  of  “who  is 
to  do  what  and  in  what  order”  remains  a puzzle.2  3 

Considerations  for  physicians  serving  handi- 
capped children.  Activities  receiving  attention  in- 
clude: Preparing  for  Medical  Evaluation  of  the 
School  Aged  Child;  Anticipating  What  Educators 
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Expect  From  Physicians;  The  Arrangement  and 
Communication  of  Information;  and,  Opportunities 
for  Medical  Influence. 

Preparing  for  medical  evaluation  of  the  school- 
age  child.  It  is  important  that  current  reports  of  the 
child’s  educational  experiences  (up  to  the  time  of  the 
appointment  date)  including  intellectual  and  achieve- 
ment testing,  classroom  performance,  teacher  obser- 
vations and  family  background  data  be  reviewed. 
Talking  to  both  parents  and  teachers  can  identify 
specific  concerns  at  hand.  This  information  will 
show  the  child  from  a learning/educational  point  of 
view.4  Most  of  these  records  can  be  provided  by  the 
child’s  parents,  teachers,  or  other  specialists  who 
have  been  working  on  the  same  case. 

When  requesting  this  information,  two  documents 
are  essential  for  children  who  have  been  or  are  cur- 
rently receiving  special  services.  They  are  the  Indivi- 
dual Education  Program  (IEP)  and  the  Multidisci- 
plinary Team  (M-Team)  reports.  The  IEP  is  a writ- 
ten statement  describing  the  educational  objectives 
for  and  the  services  to  be  provided  to  each  handi- 
capped child.  M-Team  evaluation  refers  to  assess- 
ment conducted  by  a committee  or  group  of  special- 
ists with  training  and  certification  in  the  area  of  the 
child’s  problem  (primarily  composed  of  public 
school  personnel  but  can  be  expanded  to  include  any 
specialist  who  may  be  able  to  help  the  child).  The 
M-Team  is  responsible  for  obtaining  child  evaluation 
information  which  is  appropriate  to  use  as  a basis 
for  decision  making  about  the  child;  determining  a 
child’s  eligibility/need  for  special  education  services; 
developing  an  IEP.5  You  will  need  to  have  the  child’s 
parents  or  legal  guardian  sign  a proper  authorization 
form  to  release  the  records. 

Anticipating  what  educators  expect  from  physi- 
cians. Educators  expect  medical  evaluation  to  reveal 

*PL  94-142,  The  Handicapped  Childrens  Act  of  1975,  is  a 
wide-sweeping,  profound  and  complex  Federal  law  (1975)  which 
mandates  a free  and  appropriate  education  available  to  all 
children  from  age  3 to  age  21  at  no  cost  to  their  parents.  Con- 
ditions covered  include:  physical,  crippling  or  orthopedic  dis- 
ability; developmental  disability  or  mental  retardation;  emo- 
tional disturbance;  hearing  disability;  visual  disability;  learning 
disability;  speech  or  language  disability;  and  other  health  im- 
paired (health  conditions  detrimental  to  child’s  learning  status 
and/or  educational  progress). 
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or  rule  out  the  need  for  medical  intervention.  Physi- 
cians must  judge  to  what  extent  medical  intervention 
applies  to  the  child  being  treated  and  clearly  com- 
municate the  findings.  Each  child  suspected  (or  con- 
firmed) of  having  a handicapping  condition,  by  law, 
must  be  referred  to  the  public  school  district  in  which 
the  child  resides.  Before  the  referral  is  made  the 
child’s  parents  must  be  informed  of  this  event.  The 
school’s  M-Team  will  evaluate  the  child  to  determine 
if  exceptional  educational  needs  (EEN)  exist.  If  yes, 
the  IEP  is  developed  and  implemented.  If  no  EEN 
exists,  then  services  other  than  exceptional  education 
can  be  made  available;  ie,  regular  counseling,  Title 
I (remedial/tutorial),  and  others  deemed  appropriate 
to  the  child’s  needs.  Medical  recommendations  af- 
fecting the  child’s  learning  status  and/or  educational 
progress  are  included  in  the  IEP  or  other  school  pro- 
gram. 

For  documentation  purposes,  the  referral  to  the 
school  district  should  be  made  in  writing  and  have  a 
date  on  it  with  a copy  filed  in  the  child’s  medical 
record  since  complete  evaluation  and  IEP  develop- 
ment must  occur  within  90  days  from  the  date  of  the 
referral.  The  letter  should  be  addressed  to  one  of  the 
following: 

— Clerk  of  School  Board 

— Superintendent  of  Schools 

— Director  of  Special  Education 

In  school  districts  where  a Director  of  Special  Edu- 
cation is  employed,  it  is  proper  to  refer  to  this  indi- 
vidual. Physicians  will  find  it  necessary  to  integrate 
their  information  into  educational  systems  that  vary 
from  extremely  rural  one-room  school  types  to 
highly  urbanized  systems  throughout  the  states.  Al- 
though there  is  a great  deal  of  diversity  of  resources 
among  schools,  standardized  special  education  eval- 
uation services  are  regulated  for  availability  to  each 
child  referred.6-7 

The  arrangement  and  communication  of  infor- 
mation. Asking  the  child’s  parents  and  teacher  to 
write  out  questions  for  which  they  would  like  an- 
swers sets  the  stage  for  a most  meaningful  medical 
interpretation  of  educational  concerns.  Along  with 
general  impressions,  each  specific  question  can  be 
addressed.  A summary  of  the  evaluation  results  with 
follow-up  recommendations  will  provide  educators 
and  parents  with  information  that  can  be  properly 
considered  for  inclusion  into  the  child’s  school  pro- 
gram. If  more  than  one  member  of  the  staff  saw  the 
child  as  part  of  the  evaluation: 

(1)  List  by  name  and  position  those  staff  members 
who  evaluated  the  child  and  on  what  day(s). 

(2)  Present  the  highlights  from  each  evaluation 
and  indicate  that  complete  reports  are  attached 
or  available  upon  request. 

Invite  the  child’s  teacher  and  other  relevant  school 
personnel  to  discuss  findings  with  you  and  the 
parents.  Follow  up  this  meeting  with  a letter  sum- 
marizing the  results  complete  with  recommendations 
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and  send  copies  to  parents  and  school.  Then  period- 
ically check  to  see  how  things  are  going  by  calling  or 
asking  for  a progress  report.8  At  some  point  you 
may  be  asked  to  attend  a staffing  at  school  which 
provides  an  opportunity  to  reinforce  your  recom- 
mendations on  behalf  of  the  child. 

Opportunities  for  medical  influence.  A physi- 
cian’s signature  can  most  directly  influence  desired 
educational  results.  In  fact,  many  agencies  and  or- 
ganizations require  a physician’s  signature  to  ex- 
pedite services  such  as:  the  Muscular  Dystrophy  As- 
sociation of  America;  March  of  Dimes;  National 
Center  for  the  Blind  and  Physically  Handicapped; 
prescriptions  for  Physical  and  Occupational  Ther- 
apy; orders  for  Medications;  and,  many  others.  The 
“weight”  of  a doctor’s  authorization  continues  to 
expedite  essential  services. 

Depending  on  physician  interest,  a variety  of  op- 
portunities exist  to  directly  affect  programs  for  indi- 
vidual and  groups  of  exceptional  children.  PL 
94-142  implies  rather  than  defines  the  physician’s 
role,  leaving  the  extent  of  medical  influence  up  to  the 
physician.9  Role  options  include: 

— screening  and  evaluating  children  and  com- 
municating results  to  the  M-Team,  child’s 
teacher(s)  and  parents; 

— treating  children  and  coordinating  the  treatment 
plan  with  the  school  district; 

— communicating  with  the  child’s  teacher(s)  and 
parents  about  progress  being  made  by  child; 

— providing  a second  opinion  on  cases  in  question 
or  where  an  outside  evaluation  seems  appro- 
priate; 

— conducting  inservice  workshops  for  educators 
about  important  child-oriented,  medical-edu- 
cational issues;  ie,  hyperkinesis,  seizures,  behav- 
ior management,  drug  therapy,  etc; 

— inviting  educators  to  medical  facilities  to  staff 
exceptional  children;  and 

— testifying  at  exceptional  child  hearings  con- 
ducted pursuant  to  state  and  federal  laws. 

SUMMARY.  Physicians  are  frequently  being  called 
upon  to  provide  evaluation,  treatment,  and  counsel- 
ing services  for  children  with  exceptional  health  and/ 
or  learning  needs.  More  than  in  the  past  when  phy- 
sicians were  asked  mainly  to  work  with  the  mentally 
retarded  and  physically  handicapped,  frequent  refer- 
rals include  children  with  behavior  problems,  height- 
ened levels  of  distractibility  and  short  attention 
spans,  visual  and  hearing  impairments,  multiple 
handicaps,  learning  disabilities,  speech  and  language 
impairments,  and,  “other  health  impairments” 
(individualized  health  problems  that  are  detrimental 
to  the  child’s  educational  progress).  Due  to  the  in- 
creasing need  of  educators  to  integrate  medical  care 
for  special  children,  it  is  important  for  physicians  to 
know  about  the  important  aspects  of  the  educational 
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system  and  how  both  special  programs  and  related 
services  can  be  included  to  help  maximize  each 
child’s  development. 
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JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS. . .No.  2 of  a series 


Accreditation  issues . . ■ John  E Affeldt,  MD,  President  JCAH 

QUESTION:  What  guidelines  will  the  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH)  use 
in  1983  to  evaluate  a hospital's  quality  assurance  (QA)  program? 

ANSWER:  When  the  JCAH  approved  its  new  quality  assurance  (QA)  standard  for  hospitals  in  April 
1979,  it  realized  that  it  was  only  fair  to  give  facilities  adequate  time  to  prepare  for  survey  under  the 
new  standard.  Accordingly,  the  new  standard  did  not  become  effective  for  accreditation  decision 
purposes  until  Jan  1,  1981. 


The  JCAH  also  recognized  that  its  guidelines  for 
surveying  the  standard  should  evolve  over  time,  be- 
coming more  comprehensive  as  experience  with  the 
concept  of  an  organized  QA  program  increases.  By 
the  end  of  1982,  all  accredited  hospitals  will  have 
been  surveyed  under  the  initial  QA  guidelines,  which 
emphasize  the  need  for  assigning  authority  and  re- 
sponsibility for  QA  activities,  making  progress  in 
coordinating  and  integrating  QA  mechanisms,  and 
having  a written  plan  that  describes  both  of  these 
activities.  Over  the  past  two  years,  JCAH  staff  have 
monitored  hospitals’  compliance  with  these  guide- 
lines and  have  compiled  data  that  indicates  sig- 
nificant progress  in  implementing  the  fundamental 
characteristics  of  a hospital-wide  QA  program.  For 
example,  by  mid-1982,  only  10%  of  the  hospitals 
surveyed  did  not  meet  these  basic  requirements. 

In  view  of  this  data  and  in  concert  with  its  philoso- 
phy that  survey  guidelines  should  evolve  over  time, 
the  JCAH  believes  it  appropriate  to  strengthen  the 
decision  guidelines  that  surveyors  will  use  during 
the  coming  year  to  evaluate  a hospital’s  QA  pro- 
gram. The  new  survey  guidelines,  which  became 


This  series  is  prepared  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an  informational  aid  to 
physicians.  Questions,  comments,  or  suggestions  for 
future  articles  should  be  directed  to:  Diane  M Gabriel, 
Program  Manager,  Marketing  Communications,  Dept  of 
Public  and  Professional  Relations,  JCAH,  875  N Michigan 
Ave,  Chicago,  III  60611;  phone:  312/642-6061,  ext  214. 
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effective  Jan  1 , 1983,  emphasize  that  the  written  plan 
must  be  compatible  with  a hospital’s  actual  QA 
activities  and  that  efforts  need  to  be  directed  toward 
identifying  and  solving  patient  care  problems.  More 
specifically,  the  JCAH  surveyors  will  seek  evidence 
that: 

• Assignment  of  authority  and  responsibility  for 
QA  is  consistent  with  the  description  in  the 
written  QA  plan; 

• Integration  and/or  coordination  of  information 
from  quality-related  activities  is  accomplished  in 
accordance  with  a facility’s  written  plan;  and, 

• In  conducting  individual  QA  functions  (eg, 
medical  staff  departmental  review  and  support 
service  review  and  evaluation  in  hospitals),  the 
facility  shows  evidence  that  identified  patient 
care  problems  have  been  resolved. 

Although  these  guidelines,  in  conjunction  with 
other  factors,  will  be  used  in  1983  for  determining 
accreditation  decisions,  the  JCAH  surveyors  will 
continue  to  offer  consultation  on  all  aspects  of  the 
quality  assurance  standard.  The  intent  of  the  QA 
standard  continues  to  be  to  assist  hospitals  in  im- 
plementing a comprehensive,  integrated,  and  prob- 
lem-focused program  that  promotes  excellence  in 
patient  care.  The  new  guidelines  reflect  the  slow  and 
steady  evolution  of  the  components  of  JCAH’s 
QA  standard  and  are  the  next  logical  steps  to  be  em- 
phasized during  the  accreditation  survey.  ■ 
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Physicians  look  ahead  at  ’82  Leadership  Conference 


On  November  12  & 13,  the  State  Medical  Society 
of  Wisconsin  held  its  1982  Leadership  Conference. 
Approximately  125  physicians  representing  county 
medical  societies,  specialty  societies,  SMS  commis- 
sions and  committees  and  Society  officers  and  direc- 
tors participated  in  the  two-day  program  intended  to 
look  at  a number  of  current  and  expected  trends  in 
medicine  and  healthcare.  Here  are  some  of  the  high- 
lights: 

• What’s  ahead  in  the  new  biennium — SMS  Gov- 
ernmental Affairs  Commission  (GAC)  Chairman 
J D Kabler,  MD,  Madison,  summarized  the  makeup 
of  the  1983  State  Legislature.  It  appears  there  will  be 
seven  new  members  in  the  Senate  and  33  new  repre- 
sentatives in  the  Assembly.  He  urged  physicians  to 
make  GAC  leadership  aware  of  their  positions  on  is- 
sues and  to  make  their  views  known  personally  to 
their  state  legislators.  One  of  the  primary  pro-active 
issues  for  SMS  in  1983  will  be  a proposal  to  revamp 
the  public  health  system  in  Wisconsin. 

State  Senator  Gerald  Kleczka,  Milwaukee,  exam- 
ined the  anticipated  budget  deficit  in  the  next  bi- 
ennium. To  deal  with  the  cash  shortfall.  Senator 
Kleczka  predicted  that  the  5 percent  sales  tax  will  be 
continued;  property  tax  relief  will  be  “put  on  the 
back  burner;”  and  few,  if  any,  new  state  spending 
programs  will  be  undertaken.  Other  options  include 
a temporary  surcharge  on  the  income  tax  and  lower 
state  employee  raise  adjustments. 

Kenneth  Rentmeester,  administrator  of  the  Divi- 
sion of  Health,  said  the  1983  Department  of  Health 
and  Social  Services  budget  will  average  6 percent  in- 
crease per  year  during  the  next  biennium.  The  De- 
partment projects  a Medicaid  budget  increase  of  4.1 


percent  in  Fiscal  Year  1984  and  4.9  percent  in  1985. 
The  current  moratorium  on  nursing  home  beds  will 
be  continued  and  therefore  a 3-4  percent  increase  in 
costs  is  expected  here.  Reimbursement  to  Title- 19 
providers  will  average  5 percent  over  the  next  three 
years,  Rentmeester  announced. 

• Pressure  points  for  cost-effective  care — 

Russell  F Lewis,  MD,  Marshfield,  pointed  out  that 
as  cost  shifting  occurs  as  a result  of  government  cut- 
backs in  services,  insurance  premiums  will  skyrocket 
and  force  the  insurance  industry  to  do  something 
about  the  cost  problem.  Their  reaction  has  been  to 
eliminate  payment  for  certain  services  and  to  limit 
provider  fees.  Doctor  Lewis  said  the  SMS  Liaison 
Committee  on  Health  Care  Costs  will  be  meeting 
with  businesses  in  Wisconsin  on  the  cost  issue.  “We 
must  start  working  with  business  more  than  we 
have,”  he  said.  “And  in  our  dealings  with  business 
and  government,  we  as  a medical  society  must  stand 
together  to  avoid  the  road  to  national  health  insur- 
ance.” 

Robert  Purtell,  MD,  Milwaukee,  chairman  of  the 
SMS  Committee  on  Federal  Legislation  highlighted 
the  national  healthcare  cost  picture.  The  Medicare 
trust  fund  is  expected  to  “go  broke”  anywhere  from 
1988  to  1995.  A new  tax  law  passed  by  Congress 
this  year  cut  $12.8  billion  in  Medicare  expenditures 
and  $1.4  billion  in  Medicaid.  In  1983  even  bigger 
healthcare  cuts  are  expected  and  might  include  in- 
come limits  on  benefits  and  prospective  payments  to 
hospitals  and  physicians. 

Edward  F Killeen,  Madison,  vice  president  of  Em- 
ployee Relations,  Wisconsin  Power  and  Light  Com- 
pany, said  industry  has  healthcare  cost  problems 
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now  because  employee  cost-sharing  did  not  keep 
pace  with  overall  increases  in  healthcare  costs  in  the 
1970s.  WPL  has  initiated  a plan  for  dealing  with  the 
problem  which  includes:  (1)  self  insuring  their  health 
benefits  and  contracting  for  administrative  services 
only;  (2)  freezing  benefits;  (3)  entering  into  negoti- 
ations with  its  union  to  establish  employee  contribu- 
tions to  offset  future  costs;  (4)  starting  an  alternative 
healthcare  plan  containing  front-end  deductible  and 
co-insurance  features;  (5)  employee  education  pro- 
grams on  efficient  use  of  healthcare  services;  (6) 
medical  audits,  and  (7)  establishing  a dialogue  with 
medical  providers  to  develop  cost-effective  mechan- 
isms in  and  outside  the  hospital  and  MD  office. 

• Preview  of  post  moratorium  plans — Bureau  of 
Planning  and  Development  Director  Robert  Durkin 
said  the  Department  will  continue  the  moratorium 
on  nursing  home  beds  but  will  relax  controls  on  hos- 
pitals in  the  postmoratorium.  The  certificate-of-need 
threshold  should  be  raised  substantially  and  efforts 
will  be  directed  at  “big  ticket  items”  such  as  develop- 
ing a new  rate  review  system.  A renegotiated  Rate 
Review  Agreement,  which  has  been  accepted  by  the 
Wisconsin  Hospital  Association  and  is  awaiting  a 
decision  by  Blue  Cross-Blue  Shield  and  the  State, 
will  screen  and  compare  hospitals  with  their  peers. 
The  25  percent  most  efficient  hospitals  will  be  eli- 
gible for  incentive  payments  and  the  least  efficient 
will  be  subject  to  sanctions.  “Over  the  long  haul, 
these  less  efficient  hospitals  will  be  forced  out  of 
business,”  Durkin  said. 

• Perceptions  of  medical  care  today — William 
Kraus,  Madison,  secretary  of  the  Wisconsin  Depart- 
ment of  Development,  commented  on  the  current 
healthcare  cost  problem  facing  government  today. 
He  said  the  solutions  are  often  worse  than  the  prob- 
lem and  added  that  this  country  is  in  no  way  ready 
to  discuss  rationing  of  care.  Nonetheless,  politicians 


today  are  in  a “healthcare  cost  box,”  and  they  will 
find  a way  to  get  out  of  that  box  one  way  or 
another.  He  advised  physicians  not  to  fight  the  poli- 
ticians, but  to  work  with  them  to  find  a solution. 

• Ethically  society  expects  more  from  phy- 
sicians— The  medical  profession  has  an  obligation 
to  provide  quality  care  at  a just  price  and  in  an 
equitable  fashion,  according  to  Thomas  Donaldson, 
professor  of  philosophy  at  Loyola  University.  With 
the  current  outcry  against  escalating  healthcare 
costs,  competitive  market  approaches  are  being 
examined  to  provide  solutions.  Professor  Donaldson 
says  that  traditional  economic  theory  does  not  apply 
to  medical  care.  Patients  don’t  make  medical  care 
decisions  based  only  on  price;  quality  is  also  con- 
sidered. Moreover,  Americans  believe  good  health- 
care is  a “right”  and  they  will  not  relinquish  this 
“right.”  He  doubts  that  any  of  the  variables,  such  as 
hospitals,  MDs,  consumer  attitudes,  is  vulnerable  to 
market  incentives;  and  therefore,  market  forces  will 
not  solve  the  cost  problem.  The  choice  will  be  be- 
tween the  types  and  degree  of  publicly  imposed 
healthcare  plans,  he  said. 

• Perspectives  on  health  care  antitrust  issues — 

Kevin  J O'Connor,  assistant  attorney  general  in  the 
Wisconsin  Department  of  Justice,  outlined  the  risks 
involved  in  any  type  of  agreement,  formal  or  in- 
formal, dealing  with  the  costs  of  delivery  of  health- 
care since  the  Arizona  v Maricopa  Co  case.  O’Con- 
nor said  medical  societies  or  groups  of  independent 
doctors  who  directly  or  indirectly  attempt  to  negoti- 
ate payment  terms  on  behalf  of  all  or  most  doctors, 
run  a strong  risk  of  antitrust  violation. 

• Is  there  peer  review  after  PSRO?— WisPRO 
President  Sidney  Johnson,  MD,  Marshfield,  ex- 
plained how  WisPRO  operates  and  how  to  utilize 
peer  review  data.  He  stated  that  peer  review  exists  to 
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maintain  and  improve  quality  medical  care.  To  ac- 
complish this  goal,  local  staff  must  be  involved,  the 
MD  must  be  responsible  ultimately  for  peer  review, 
decisions  must  be  based  on  necessity  and  appro- 
priateness of  care,  and  the  confidentiality  of  care 
must  be  protected.  Doctor  Johnson  pointed  out  that 
peer  review  data  can  serve  physicians  in  their  liaisons 
with  business  and  industry  as  well  as  in  their  relation- 
ships with  hospitals,  health  planners,  third-party 
payors,  the  state  and  the  Federal  Health  Care  Finan- 
cing Administration. 

Thomas  Dehn,  MD,  Milwaukee,  immediate  past 
president  of  FMCE,  summarized  the  Peer  Review 
Improvement  Act  of  1982  (the  Durenburger  Bill). 
He  said  some  type  of  review  will  exist  after  PSRO,  as 
the  government  is  unlikely  to  spend  $100  billion  on 
healthcare  without  some  review.  One  substantial 
change  in  the  law  is  the  requirement  that  only  5 per- 
cent of  the  practicing  physician  population  need  be 
members  in  the  peer  review  organization,  as  opposed 
to  60  percent  in  the  previous  law.  While  the  new 
rules  allow  for  more  than  one  peer  review  agency 
per  state,  this  won’t  occur.  “The  government  is  com- 
mitted to  one  peer  review  contract  per  state,”  he 
said.  Doctor  Dehn  said  physicians  should  be  ready  to 
submit  one  statewide  contract  to  the  federal  govern- 
ment. “If  PSROs  fight  among  themselves  in  Wis- 
consin, the  contract  for  peer  review  could  very  likely 
be  awarded  to  a fiscal  intermediary,”  he  warned. 

• The  changing  winds  of  political  action:  WIS- 

PAC — Chairman  William  Treacy,  MD,  Milwaukee, 
gave  an  overview  of  WISPAC — what  it  is  and  how 
it  functions.  Currently,  20  percent  of  SMS  members 
are  WISPAC  members  and  16  percent  of  SMS  mem- 
bers also  belong  to  the  national  physician  action 
committee — AMPAC.  WISPAC  is  the  only  political 
action  committee  (PAC)  in  the  state  which  conducts 
interviews  in  all  legislative  races.  It  is  the  local  mem- 
bers who  recommend  endorsements  to  the  WISPAC 
Board  of  Directors.  In  the  1982  legislative  election 
earlier  this  month,  WISPAC  was  very  successful  in 
its  endorsements.  Seventy-three  of  95  WISPAC- 
endorsed  candidates  won  in  the  Assembly  and  16  of 
17  WISPAC-endorsed  candidates  won  in  the  Senate. 

State  Senator  William  Bablitch  (D),  Stevens 
Point,  pointed  out  that  political  action  committees 
are  not  perceived  as  evil  by  legislators.  To  the  con- 
trary, legislators  view  PACs  as  a necessary  com- 
ponent in  campaigns  and  during  the  legislative  ses- 
sion to  acquaint  legislators  with  the  PACs’  views  on 
issues.  In  regard  to  the  medical  society  and  its  future 
in  PACs,  Senator  Bablitch’s  message  was  clear: 
“now  more  than  ever.”  With  the  many  healthcare 
problems  facing  the  Legislature  today,  physicians 


and  their  PACs  must  make  sure  they  work  with  the 
Legislature  and  be  part  of  a solution  to  these  prob- 
lems, he  said. 

State  Senator  Susan  Engeleiter  (R),  Brookfield, 
spoke  on  specific  trends  in  public  Financing  and  the 
impact  on  PACs.  More  candidates  are  now  taking 
public  financing  instead  of  PAC  money  and  this  is 
causing  PACs  to  have  less  impact  in  campaigns. 
Senator  Engeleiter  stressed  the  importance  of  PAC 
endorsements.  She  encouraged  PACs  to  make  their 
endorsement  decisions  early  in  a campaign  to  avoid 
the  situation  of  a candidate  being  forced  to  return  a 
PAC  contribution  because  s/he  has  already  reached 
the  PAC  financing  limit. 

Physicians  Alliance  Chairman  Kenneth  M Viste, 
Jr,  MD,  Oshkosh,  stated  that  while  PAC  activity  is 
good,  it  is  important  for  physicians  to  be  consistently 
involved  in  the  political  process.  He  encouraged 
local  physician  participation  in  monthly  meetings 
with  legislators  at  the  grassroots  level  to  establish 
and  nurture  rapport  with  individual  legislators 
before  a crisis  occurs.  Most  important  is  individual 
involvement  through  such  avenues  as  assisting  in 
door-to-door  campaign  work,  making  campaign 
contributions,  and  participating  in  candidate  fund- 
raisers. 

• Observations  and  prognostications — SMS 

Board  of  Directors  Chairman  Darold  A Treffert, 
MD,  Fond  du  Lac,  offered  his  thoughts  and  recom- 
mendations concerning  the  profession’s  approach  to 
the  increasing  cost  of  healthcare  today.  Doctor 
Treffert  urged  physicians:  (1)  to  maintain  a reason- 
able perspective  and  to  avoid  becoming  paranoid 
about  the  problem;  (2)  remember  no  one  “owns” 
the  problem — the  problem  is  society’s  and  we  all 
must  work  together  for  a solution;  (3)  be  concerned 
about  prevention.  Healthcare  is  a right,  he  said,  but 
health  is  not  a right — it  is  an  individual’s  responsib- 
ility; and  (4)  remember  the  basis  of  medicine  is  the 
quality  of  patient  care. 

• The  new  millenium:  Fact  or  fiction — AMA 

Executive  Vice  President  James  H Sammons,  MD, 
spoke  on  a potpourri  of  issues  currently  facing 
American  medicine  ranging  from  the  Federal  Trade 
Commission  (FTC)  to  peer  review  and  the  financing 
of  healthcare.  Doctor  Sammons  said  now  is  no  time 
to  relax  in  the  FTC  fight.  “It  has  not  been  clarified 
that  the  FTC  has  the  right  to  interfere  with  such 
activities  as  credentialing  and  certification  process,” 
he  said.  With  the  advent  of  the  Durenburger  Bill, 
it  appears  the  only  concern  of  the  government  will 
be  the  cost  of  care — not  quality.  We  have  a moral 
obligation  to  see  the  quality  of  care  is  protected  at 
all  costs,”  he  reminded  physicians.  ■ 
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Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
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ANNUAL  MEETING 

Here  is  a slate  of  those  candidates  chosen  for  top  State 
Medical  Society  offices  by  the  Committee  on  Nomi- 
nations. This  is  the  slate  on  which  the  House  of  Delegates 
will  vote  at  the  Society’s  Annual  Meeting  March  24-26  at 
Milwaukee’s  Exposition  and  Convention  Center  and 
Arena  (MECCA)  and  Hyatt  Regency.  Be  sure  to  let  your 
county  medical  society  delegate  know  your  preferences 
in  the  next  few  weeks. 


Nominees  for  SMS  offices;  election  March  25 


□ Timothy  T Flaherty,  MD 

President-elect  (1983-84] 

Graduated  from  Marquette  University  School  of 
Medicine  in  1959.  Rotating  internship  at  St  Mary’s 
Hospital,  Milwaukee,  1959-60  and  radiology  resi- 
dency served  at  the  University  of  Wisconsin  Hos- 
pitals, Madison,  1963-66.  Was  American  Cancer 
Society  fellow,  Department  of  Radiology,  University 
of  Wisconsin,  Madison,  1964-65.  Certified  by  the 
American  Board  of  Radiology  in  1967.  Served  as 
flight  surgeon  in  the  United  States  Army  Air  Force, 
1960-63,  and  in  Wisconsin  Air  National  Guard,  1963 
to  present  with  State  Air  Surgeon  rank  of  Colonel. 
His  professional  and  teaching  appointments  include 
instructor,  Department  of  Radiology,  University  of 
Wisconsin  Medical  School,  1966-67;  assistant  pro- 
fessor, Department  of  Radiology,  University  of  Wis- 
consin Medical  School,  1967-68;  clinical  assistant 
professor  of  radiology.  University  of  Wisconsin 
Health  Science  Center,  1968  to  present.  He  is  a mem- 
ber of  active  medical  staff  of  Theda  Clark  Regional 
Medical  Center,  Neenah,  1968  to  present;  active 
member  of  medical  staff  of  Mercy  Medical  Center, 
Oshkosh,  1968  to  present;  consultant  in  radiology, 
Winnebago  State  Hospital,  1968  to  present;  and  on 
consulting  staff  of  Riverside  Community  Memorial 
Hospital,  Waupaca,  1980  to  present.  Member  of 
Winnebago  County  Medical  Society;  State  Medical 
Society  of  Wisconsin;  American  Medical  Associa- 
tion; American  College  of  Radiology;  Wisconsin 
Radiological  Society;  Radiology  Society  of  North 
America;  Society  of  Nuclear  Medicine;  American 
Institute  of  Ultrasound  in  Medicine;  The  Associa- 
tion of  Military  Surgeons,  and  a member  of  the 
Fox  Valley  Academy  of  Medicine.  Past  chairman  of 
Commission  on  Public  Information;  Commission 
on  Governmental  Affairs,  and  on  Program  Com- 
mittee Winnebago  County  Medical  Society.  Member 
of  Executive  Committee,  Winnebago  County  Med- 
ical Society,  1973  to  present.  He  was  an  alternate  del- 
egate to  State  Medical  Society  from  Winnebago 
County,  1970-72;  delegate,  1973-77;  director  from 
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the  5th  District  of  the  State  Medical  Society  of  Wis- 
consin, 1977  to  present;  vice-chairman,  Board  of 
Directors  of  State  Medical  Society,  1978  to  present; 
member  of  Executive  Committee  of  State  Medical 
Society,  1978  to  present;  director,  SMS  Services, 
Inc,  1978  to  present;  radiology  section  representa- 
tive, Physicians  Alliance  Commission;  member  of 
the  Commission  on  Health  Planning,  State  Medical 
Society,  1976-81,  and  director,  WISPAC.  Served  as 
president,  Wisconsin  Radiological  Society,  1981-82; 
chairman,  Operating  Committee  of  the  Lake  Win- 
nebago Area  Health  Protective  Plan;  chairman,  De- 
partment of  Radiology,  Theda  Clark  Regional 
Medial  Center,  Neenah;  member  of  Executive  Com- 
mittee, Theda  Clark  Regional  Medical  Center;  direc- 
tor of  Boys  Brigade  of  Neenah-Menasha;  director, 
Neenah  Rotary  Club;  director,  University  of  Wis- 
consin Alumni  Association;  director,  Marquette- 
Medical  College  of  Wisconsin  Alumni  Association; 
president,  Fox  Valley  Academy  of  Medicine,  1970- 
71;  co-chairman  of  the  Physicians  Task  Force  of 
the  Lake  Winnebago  Health  Systems  Area,  1976-81; 
chairman,  Peer  Review  Committee,  Lake  Winne- 
bago Health  Protection  Plan,  1980-81;  chairman, 
Professional  Division,  United  Way  of  Neenah- 
Menasha,  1974-76,  and  fellow,  American  College  of 
Radiology,  1981. 

□ Duane  W Taebel,  MD 

Speaker  of  the  House  of  Delegates  (1983-85) 

Graduate  of  University  of  Chicago  School  of  Medi- 
cine, 1960.  Internship  at  University  of  Chicago  Hos- 
pital, 1960-61.  Internal  medicine  residency  at  Uni- 
versity of  Chicago  Hospital,  1961-64  and  was  chief 
resident  in  medicine,  1963-64.  Fellow  in  gastroenter- 
ology, 1964-66,  and  was  instructor,  Dept  of  Medi- 
cine, University  of  Chicago  Hospital.  Served  in  US 
Army  Hospital,  Fort  Devens,  Mass,  1966-68.  Re- 
ceived Wisconsin  license  in  1966  when  joined  Gun- 
dersen  Clinic-LaCrosse  Lutheran  Hospital.  Board 
certified  in  internal  medicine,  1968,  and  recertified 
in  1974.  Board  certified  in  gastroenterology,  1972. 
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Doctor  Flaherty 


Doctor  Taebel 


Doctor  Foley 


Doctor  T welmeyer 


Doctor  Edwards 


Doctor  Natoli 


Was  member  of  American  Society  of  Cytology  and 
Alpha  Omega  Alpha  Honor  Medical  Fraternity. 
Holds  memberships  in  American  Gastroenterology 
Association  and  American  Society  of  Gastroin- 
testinal Endoscopy.  Is  Fellow,  American  College  of 
Physicians.  Is  chairman  of  the  Department  of  Med- 
icine, Gundersen  Clinic,  Ltd,  and  has  served  as 
chief-of-staff,  LaCrosse  Lutheran  Hospital.  Was 
president  of  LaCrosse  County  Medical  Society, 
1976.  Has  been  delegate  to  State  Medical  Society 
since  1972  and  vice-speaker  of  the  House  of  Dele- 
gates in  1978.  Was  member  of  SMS  ad  hoc  com- 
mittee on  redistricting.  Serves  on  Board  of  Control 
of  Wisconsin  Professional  Standards  Review  Or- 
ganization (WisPRO),  1975-80. 


□ John  J Foley,  MD 

Treasurer  (1983-84) 

Born  in  Chicago,  111,  he  graduated  from  Stritch 
School  of  Medicine,  Chicago,  1956.  Internship  and 
residency  completed  at  Milwaukee  County  General 
Hospital,  1956-57  and  1959-63.  Served  in  the  United 
States  Air  Force,  1957-59.  Licensed  to  practice  med- 
icine in  Wisconsin,  1959.  Certified  by  American 
Board  of  Surgery,  and  fellow,  American  College  of 
Surgeons.  Is  associate  professor  of  Surgery,  Medical 
College  of  Wisconsin,  Milwaukee.  Served  as  SMS 
Councilor  (now  Director)  from  District  I,  1972-1981, 
and  as  treasurer  of  SMS,  1981-83.  Serves  as  ex- 
officio  member  of  SMS  Finance  Committee  of  the 
Board  of  Directors,  and  is  member  of  SMS  Realty 
Corporation  Board  of  Trustees.  Also  member  of  the 
Board  of  Directors  of  SMS  Services,  Inc. 


□ Henry  F Twelmeyer,  MD 

Delegate  to  American  Medical  Association  (1984  & 1985) 

Graduate  of  Marquette  University  School  of  Medi- 
cine, Milwaukee.  Received  internship  at  Milwaukee 
County  General  Hospital,  1942  to  1943.  Served  resi- 
dency at  Milwaukee  County  General  Hospial,  1946- 
1949.  Received  license  to  practice  medicine  in  1943 
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and  began  practice  of  general  and  vascular  surgery 
in  Milwaukee  in  1950.  Has  been  SMS  alternate  dele- 
gate to  American  Medical  Association  since  1971 
and  delegate  since  1976.  Chaired  special  committee 
of  AMA  to  study  meeting  format,  1981-82.  Was 
president  of  The  Medical  Society  of  Milwaukee 
County  in  1971,  served  as  member  of  that  county’s 
board  of  directors  through  1974,  and  served  as  dele- 
gate to  State  Medical  Society.  Is  a member  and  past 
president  of  Milwaukee  Academy  of  Surgery,  past 
member  of  Council  of  Wisconsin  Surgical  Society, 
and  immediate  past  president  of  Wisconsin  Surgical 
Society.  Is  fellow  of  American  College  of  Surgeons, 
member  of  Council  of  Wisconsin  Chapter  of  the 
American  College  of  Surgeons,  diplomat  of  Ameri- 
can Board  of  Surgery,  and  member  of  Milwaukee 
Academy  of  Medicine.  Is  past  chief-of-staff  at  West 
Allis  Memorial  Hospital  and  has  been  chief  of  sur- 
gery at  both  West  Allis  Memorial  and  Elmbrook 
Memorial  hospitals.  Is  associate  clinical  professor  of 
surgery  at  Medical  College  of  Wisconsin.  Is  past 
member  of  Board  of  Directors  of  Surgical  Care- 
Blue  Shield  and  past  chairman  of  its  Operating  Com- 
mittee. Is  also  member  of  Wisconsin  Heart  Associa- 
tion. 


□ Richard  W Edwards,  MD 

Delegate  to  American  Medical  Association  (1984  & 1985) 

Graduated  from  the  University  of  Wisconsin  Medi- 
cal School,  Madison,  in  1960,  and  served  a rotating 
internship  at  Saint  Vincent’s  Hospital,  Toledo,  Ohio 
from  1960-61.  Served  in  the  United  States  Navy 
from  1950-54  and  has  been  in  Family  Practice  in 
Richland  Center  from  1961  to  present.  Served  as 
president  of  Richland  County  Medical  Society  in 
1963  and  1980  and  also  as  delegate  to  the  State  Med- 
ical Society  of  Wisconsin  from  1966-69.  Is  certified 
by  American  Board  of  Family  Practice  and  also  a 
member  of  the  American  Academy  of  Family  Phy- 
sicians. Served  as  chief-of-staff,  Richland  Hospital, 
Richland  Center,  Wisconsin  in  1963  and  1980,  and 
also  was  Richland  County  Coroner  from  1966-1978. 

WISCONSIN  MEDICAL  JOURNAL,  JANUARY  1983:  VOL.  82 


ORGANIZATIONAL  continued 


Doctor  Kabler  Doctor  Viste 


Served  as  Councilor  of  State  Medical  Society  of  Wis- 
consin from  1969-1978  from  District  II  and  also  was 
vice-chairman  of  the  SMS  Council  from  1976-78.  He 
presently  is  serving  as  treasurer  of  SMS  (1980-81). 
He  served  as  chairman  of  the  Finance  Committee  of 
SMS  Council  from  1972-78.  From  1969-71,  he  was  a 
member  of  the  Governor’s  Special  Task  Force  for 
Health  Manpower  for  the  State  of  Wisconsin  and 
from  1976-77,  he  was  a member  of  the  Governor’s 
Committee  to  survey  health  facilities  in  the  Wiscon- 
sin State  Prison  System.  He  has  been  a member  of 
the  State  Medical  Society’s  Commission  on  Peer 
Review  since  1969.  He  served  as  an  instructor  at  the 
University  of  Wisconsin  School  of  Nursing  Post 
Graduate  Program  for  Nurse  Practitioners  in 
1977-80,  and  has  been  a participant  in  the  Summer 
Externship  Program  for  Freshmen  Medical  Stu- 
dents, sponsored  by  Wisconsin  Academy  of  Family 
Physicians  since  1970.  Appointed  assistant  profes- 
sor of  Department  of  Family  Medicine  and  Practice 
University  of  Wisconsin  Medical  School,  1981.  Elec- 
ted Family  Physician  of  the  Year  1982  by  Wisconsin 
Academy  of  Family  Physicians.  He  presently  is  an 
alternate  delegate  to  AM  A from  Wisconsin,  serving 
since  1979.  Treasurer  of  SMS  Services,  Inc,  1979  to 
present.  Serves  as  vice-chairman  of  the  Medicaid 
Medical  Audit  Committee  of  the  State  Medical  So- 
ciety. 


□ Cornelius  A Natoli,  MD 

Delegate  to  American  Medical  Association  (1983,  1984  & 1985) 

Born  in  Utica,  New  York,  1930,  he  received  BS  de- 
gree in  1952  from  Niagara  University,  and  graduated 
in  1956  from  Georgetown  University  School  of  Med- 
icine. Internship  and  residency  in  surgery  at  Barnes 
Hospital,  St  Louis,  Missouri,  followed  by  three  years 
of  urology  residency  at  Barnes  Hospital.  Private 
practice  in  Salt  Lake  City,  Utah,  from  1961-1969; 
held  offices  in  Utah  State  Medical  Association,  Pub- 
lic Health  Committee,  and  Utah  Urological  Society. 
Member  of  Gundersen  Clinic,  Ltd,  from  1969  to 
present.  Clinical  assistant  professor  of  surgery  (urol- 
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ogy),  University  of  Wisconsin  Medical  School.  Is 
past  president  of  LaCrosse  County  Medical  Society; 
member  of  American  Urological  Association,  Wis- 
consin Urological  Society,  and  American  College  of 
Surgeons,  and  North  Central  Section  of  AUA.  Past 
chairman  LaCrosse  County  Insurance  Advisory 
Committee;  past  member  of  SMS  House  of  Dele- 
gates and  served  on  its  Reference  Committee  on  Fi- 
nance and  chaired  Reference  Committee  on  Reports 
of  Officers;  member  of  past  SMS  Commission  on 
Medical  Care  Plans,  and  was  a member  of  WPS 
Board  of  Directors;  past  member  of  SMS  House  of 
Delegates  Nominating  Committee;  and  served  as 
Third  District  Councilor  of  SMS.  Is  a member  of 
WisPAC.  Also  member  of  Board  of  Directors,  Gun- 
dersen Clinic,  Ltd. 


□ J D Kabler,  MD 

Alternate  Delegate  to  American  Medical  Association  (1984  & 1985) 

Graduated  from  University  of  Kansas  Medical 
School,  1950.  Served  internship  and  residency  at 
University  of  Wisconsin  Hospitals,  1950-52;  1954- 
56.  Served  in  United  States  Navy,  1944-45;  1952-54. 
Board  certified  in  internal  medicine,  1958.  Ap- 
pointed chief  surgeon  of  Wisconsin  National  Guard 
in  1967.  Subspecialty,  psychosomatic  medicine. 
Member  and  co-chairman.  Joint  Practice  Committee 
in  existence  for  five  years.  Member  and  chairman, 
Commission  on  Governmental  Affairs  of  State 
Medical  Society,  1976-1982.  Member  of  Board  of 
Directors,  from  the  First  District,  State  Medical  So- 
ciety of  Wisconsin,  1979-1985.  Professor  of  Medi- 
cine, University  of  Wisconsin,  Madison;  director. 
University  Health  Services.  Is  presently  alternate 
delegate  to  American  Medical  Association,  1982  & 
1983. 


□ Kenneth  M Viste  Jr,  MD 

Alternate  Delegate  to  American  Medical  Association  (1984  & 1985) 

Graduate  Northwestern  University  Medical  School, 
Chicago,  IL,  1966.  Rotating  internship,  Chicago 
Wesley  Memorial  Hospital,  1966-1967;  N1H  fellow- 
ship in  neurology,  1967-1970  at  Northwestern  Med- 
ical School.  Licensed  in  Wisconsin  1967.  Board  certi- 
fied by  American  Board  of  Psychiatry  and  Neu- 
rology, 1975.  Medical  practice  in  Fox  Valley  from 
1970  to  present.  Member  of  medical  staff  of  St 
Agnes  Hospital,  Fond  du  Lac,  and  Mercy  Medical 
Center,  Oshkosh.  Member  of  courtesy  medical 
staffs  of  St  Elizabeth  and  Appleton  Memorial  hos- 
pitals, Appleton;  Theda-Clark  Regional  Medical 
Center,  Neenah,  and  St  Vincent  Hospital,  Green 
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Bay.  Teaching  positions  at  Northwestern  University 
Medical  School,  1970;  assistant  clinical  professor  of 
neurology,  University  of  Wisconsin  Medical  School, 
1972  to  present;  and  instructor  in  neurology,  Winne- 
bago Mental  Health  Institute,  1973  to  present.  Has 
served  as  president,  Wisconsin  Neurological  Society, 
1977-1978;  delegate  to  State  Medical  Society  of  Wis- 
consin, Winnebago  County,  1972  to  present;  chair- 
man, Reference  Committee  on  Reports  of  Standing 
Committees,  State  Medical  Society,  1976;  chairman, 
Nominating  Committee,  1982;  chairman  of  the 
Physicians  Alliance  Commission  from  1978  to  pres- 
ent; chairman,  WISPAC,  1978-1982;  member  of 
Medical  Advisory  Board,  Wisconsin  Epilepsy 
Society,  1974  to  present;  chairman,  Medical  Ad- 
visory Committee,  Wisconsin  Multiple  Sclerosis 
Society,  1976  to  present;  director,  Cerebral  Palsy 
Clinic  of  Winnegaboland,  Oshkosh.  Member,  Gov- 
ernor’s appointee  to  State  Health  Policy  and  Plan- 
ning Council,  1974-76;  member  of  State  Department 
of  Transportation,  Medical  Review  Board  on  Epi- 
lepsy, 1974  to  present;  and  member  of  Winnefox 
Regional  Library  Board,  Oshkosh,  1978  to  present. 
Also  member  of  the  American  Medical  Association; 
Winnebago  and  Fond  du  Lac  County  Medical  So- 
cieties; Fellow  American  Academy  of  Neurology; 
Wisconsin  Neurological  Society;  American  EEG  So- 
ciety; American  Medical  EEG  Society;  Chicago 
Neurological  Society;  Central  Neuropsychiatric 
Association;  and  American  Association  for  the 
Study  of  Headaches.  Presently  serving  as  an  alter- 
nate delegate  to  American  Medical  Association, 
1982  & 1983. ■ 


House  of  Delegates  Nominating  Committee 

District  1:  Clifton  E Peterson,  MD,  Kenosha 
John  D Riesch,  MD,  Menomonee  Falls 
Kenneth  M Smigielski,  MD,  Milwaukee 
Jerome  J Veranth,  MD,  Racine 

District  2:  Sandra  L Osborn,  MD,  Madison 
James  J Tydrich,  MD,  Richland  Center 

District  3:  Jack  M Lockhart,  MD,  La  Crosse 

District  4:  John  E Thompson,  MD,  Nekoosa 

District  5:  Kenneth  M VisteJr,  MD,  Oshkosh, 
(chair) 

District  6:  Robert  T Schmidt  Jr,  MD,  Green 
Bay 

District  7:  Merne  W Asplund,  MD,  Bloomer 

District  8:  Clarence  M Scott,  MD,  Superior 

Specialty  Sections:  Joel E Taxman,  MD, 
Milwaukee 


Nominating  Committee 
presents  partial  slate 
of  candidates 

Meeting  in  Brookfield  on  Saturday,  November 
13,  the  Nominating  Committee  chose  the  follow- 
ing slate  of  candidates  for  positions  to  be  filled  by 
House  of  Delegates  elections  on  Friday,  March 
25,  1983: 

President-elect:  Timothy  T Flaherty,  MD,  Neenah 

Treasurer:  John  J Foley,  MD,  Menomonee  Falls, 
to  succeed  himself 

Speaker  of  the  House  of  Delegates:  Duane  W 
Taebel,  MD,  La  Crosse,  to  succeed  himself 

AM  A Delegates  for  calendar  years  1984  and  1985: 
Henry  F Twelmeyer,  MD,  Wauwatosa,  and 
Richard  W Edwards,  MD,  Richland  Center,  to 
succeed  themselves 

AM  A Alternate  Delegates  for  calendar  years  1984 
and  1985:  J D Kabler,  MD,  Madison,  and 
Kenneth  M Viste  Jr,  MD,  Oshkosh,  to  succeed 
themselves 

(Pictures  and  biosketches  of  the  above  candi- 
dates appear  on  pages  33-36  of  this  issue.) 

Effective  January  1,  1983,  the  Society  will  be  en- 
titled to  one  additional  AMA  delegate  and  alternate 
delegate  because  of  membership  growth,  and 
specifically  the  total  number  who  are  members  of 
the  American  Medical  Association. 

The  Committee  nominates  Cornelius  A Natoli, 
MD,  La  Crosse,  currently  an  alternate  delegate,  to 
succeed  to  the  new  delegate  position  for  calendar 
year  1983  and  for  a normal  two-calendar-year  term 
of  1984  and  1985. 

Because  the  Society  learned  of  the  additional 
delegate  and  alternate  positions  just  days  before  the 
Nominating  Committee  meeting,  it  did  not  reach  a 
decision  on  two  AMA  alternate  delegate  positions: 
the  unexpired  term  of  Doctor  Natoli  through  1984, 
and  the  new  position.  This  was  left  open  until  the 
Committee  next  meets  upon  adjournment  of  the  first 
session  of  the  House  on  Thursday,  March  24,  in 
Milwaukee  to  allow  more  time  for  consideration  by 
the  membership  at  large.  Three  individuals  were 
proposed  at  the  November  13  meeting  (listed  in 
alphabetical  order):  Carl  Eisenberg,  MD,  Mil- 
waukee; Cyril  M Hetsko,  MD,  Madison;  Richard 
H Ulmer,  MD,  Marshfield. 

Make  your  wishes  known  to  members  of  the 
Nominating  Committee  who  are  listed  at  the  left.  ■ 
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Women  physicians  district  meeting  held 


Women  physicians  from  the  greater  La  Crosse 
area  gathered  in  La  Crosse  December  1 . 

The  meeting,  which  is  the  first  of  its  kind  in  west- 
ern Wisconsin,  was  sponsored  by  the  State  Medical 
Society  of  Wisconsin’s  Committee  on  Women  Phy- 
sicians. 

According  to  La  Crosse  psychiatrist  Pauline  Jack- 
son,  MD,  the  meeting  was  held  to  give  women  phy- 
sicians an  opportunity  to  get  acquainted  with  others, 
establish  referral  lines,  and  learn  more  about  how  to 
get  involved  in  organized  medicine  at  county,  state, 
and  national  levels. 

“Women  physicians  are  oftentimes  juggling  ca- 
reer and  family  obligations  to  the  point  where  they 
don’t  have  much  time  left  to  even  find  out  who  their 
female  colleagues  in  medicine  are  in  nearby  com- 
munities,” Doctor  Jackson  said.  “This  meeting 


Dr  Pauline  Jackson  and  Pat  Heim 


gives  them  a chance  to  get  to  know  others  and  realize 
that  there  are  other  women  in  the  area  facing  the 
same  challenges  and  problems  they  are,”  she  said. 

Pat  Heim,  a La  Crosse  attorney,  was  the  featured 
speaker  for  the  evening  and  talked  on  estate  plan- 
ning. (Staff  photo  by  Maxine  Gilbert)* 


F Blue  Bode- 


In  the  listing  on  page  112  of  the  July  1982  Blue 
Book,  under  the  Committee  on  Mental  Health,  the 
following  additions  should  be  made: 

Peter  L Eichman,  MD,  Madison,  1985 

Jack  D Edson,  MD,  Eau  Claire,  1985. 

Elected  as  Auxiliary  representative  on  the  Com- 
mittee on  Aging  and  Extended  Care  Facilities,  page 
111, is: 

Mrs.  Robert  (Roberta)  Ortwein,  Racine. 

Appointed  to  the  SMS  Liaison  Committee  on 
Health  Care  Costs,  formerly  Cost  Containment 
Committee,  under  the  Physicians  Alliance  Com- 
mission, page  1 10,  is: 

Stephen  D Hath  way,  MD,  Green  Bay.  ■ 


1983  SMS 
ANNUAL 
MEETING 

MARCH 

24-26 

MILWAUKEE 


THE 

SENSIBLE  SOLUTION 

a 

PROVEN  COMPUTER  HARDWARE  AND 
SOFTWARE  PACKAGES  DESIGNED  FOR 
ACTIVE  MEDICAL  AND  DENTAL  PRAC- 
TICES. PRICES  START  AT  $3,500.00. 

(OVER  1500  USERS  NATIONWIDE.) 

PRIVATE  SHOWINGS  BY  APPOINTMENT. 

CALL  608-273  3282  OR  WRITE  OATAMEDIC  MIDWEST. 

5609  MEDICAL  CIRCLE.  MADISON,  Wl  53719 
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Good  thi 


Maintain  records  for  up  to  8000  patients 

Good  things  do  come  in  small  packages.  Like  the  new, 
compact  Medical  Computer  System  from  Advanced 
Technology  Associates.  Occupying  no  more  space  than 
a typewriter,  this  powerful  desktop  microcomputer  can 
handle  up  to  8000  patients  and  support  two  terminals 
and  a printer.  Good  things  that  make  your  clinic  more 
efficient. 

Cost-effective  business  management 

In  fact,  ATA’s  full  line  of  Medical  Computer  Systems  can 
help  streamline  your  business  operations,  regardless  of 
your  clinic’s  size . . . whether  you’re  one  or  twenty 
physicians.  They  can  handle  all  the  details  of  your  daily 
business  management  with  touch-button  convenience 
. . . from  billing  to  filling  out  insurance  claim  forms. 
Simplify  all  aspects  of  patient  account  information.  Print 
forms,  lists,  labels  and  reports  quickly  and  easily. 

Search  out  patients  on  whom  certain  procedures  were 
performed.  Even  give  you  reports  on  all  services 
rendered  by  every  doctor  and  department  in  your  office. 
And  much  more.  All  for  significantly  less  cost  than  any 
other  computer  system  or  billing  service. 

So  call  us,  and  find  out  just  how  many  good  things  our 
advanced  technology  can  do  for  you. 


flTfl 

advanced  technology  associates 


Medical  Computer  Systems 
4710  West  North  Avenue 


Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


ORGANIZATIONAL  continued 


Report  from  AMA  Wisconsin  Delegation 


The  following  highlights  of  the  December  5-8 
AMA  House  of  Delegates  meeting  are  reported  by 
the  Wisconsin  Delegation: 

(1)  The  AMA  will  continue  and  reinforce  its  vigor- 
ous opposition  to  “inappropriate  regulations”  stem- 
ming from  the  new  Tax  Equity  and  Fiscal  Respon- 
sibility Act  of  1982  (TEFRA).  Since  mid-September, 
AMA  has  engaged  in  sharp  opposition  to  nearly  30 
changes  in  the  Medicare  law  which  affect  all  phy- 
sicians. These  include  changes  in  physician  reim- 
bursement (especially  pathology,  radiology,  and 
other  hospital-based  physicians)  which  do  not  give 
recognition  to  knowledge,  skill,  time  and  effort;  re- 
definitions of  the  practice  of  medicine,  substitution 
of  hourly  wages  and  annual  salaries  for  current  reim- 
bursement methods  for  physicians’  services  to  pa- 
tients; limitations  on  assistants  at  surgery,  and  over- 
all extremely  strict  controls  on  physicians’  services 
in  hospitals  including  special  emphasis  on  out- 
patient departments  and  emergency  room  service. 
AMA  was  directed  to  “keep  the  fire  to  the  feet  of  the 
US  Department  of  Health  and  Human  Services.” 

(2)  Urged  state  medical  societies  to  assume  im- 
mediate leadership  to  assure  that  the  successor  or- 
ganization to  PSROs  retains  professional  direction 
with  appropriate  emphasis  on  quality  as  well  as  cost. 
In  Wisconsin  a single  statewide  professional  review 
organization  is  expected  to  be  required  to  replace  the 
existing  organizations,  WisPRO  and  FMCE. 

(3)  Established  a new  Section  on  Hospital  Medical 
Staffs  to  increase  communication  between  the  AMA 
and  medical  staffs  of  the  nation’s  7,000  acute-care 
hospitals.  Each  of  the  hospitals  will  be  permitted  to 
send  a delegate  to  the  section  meetings  at  both  the 
annual  and  interim  meetings  of  the  AMA,  and  those 
delegates  in  turn  would  select  a delegate  and  alter- 
nate to  represent  medical  staffs  on  the  floor  of  the 
AMA  House  of  Delegates.  The  Wisconsin  Delega- 
tion suggested  so  large  a section  would  be  unwieldy, 
but  its  proposal  to  develop  a representative  arrange- 
ment for  hospital  medical  staffs  was  defeated.  The 
medical  staff  section  meetings  will  begin  in  1983.  The 
physician  representative  from  each  hospital  medical 
staff  must  be  a member  of  the  AMA  and  can  be  se- 
lected by  the  executive  committee  of  the  staff. 

(4)  Urged  caution  in  adopting  diagnostic  related 
groups  (DRG)  for  prospective  hospital  reimburse- 
ment programs  operated  either  at  the  federal  or 
state  level.  AMA  will  petition  Congress  to  “go 
slowly”  and  to  experiment  with  the  idea  before  im- 
posing this  new  hospital  reimbursement  method- 


ology nationwide.  Its  use  in  New  Jersey  is  still  highly 
controversial. 

(5)  Delegates  expressed  concern  that  Joint  Com- 
mission on  Accreditation  of  Hospitals  (JCAH)  pro- 
posals to  open  hospital  staff  privileges  to  all  licensed 


Improving  Wisconsin  Lifestyles 

That’s  the  theme  for  the  1983 

State  Medical  Society 
Annual  Meeting  Program 

Thursday-Friday-Saturday 

March  24-25-26— Milwaukee 

MECCA  and  Hyatt  Regency 

Thus  far  the  following  panels  will  be  presented  by  the 
SMS: 

• What  works  and  doesn’t  work  in  headache  diagnosis 
and  treatment 

• Premenstrual  syndrome — fact  or  myth 

• Disability  in  the  work  place — prevention,  evaluation, 
and  treatment 

• The  routine  physical  examination — who,  what,  when, 
where,  and  why? 

• Cost-effective  health  care 

Specialties  planning  scientific  programs  include: 

• Allergy  and  Clinical  Immunology 

• Anesthesiology 

• Dermatology 

• Emergency  Medicine 

• Family  Physicians 

• Internal  Medicine 

• Neurology 

• Neurosurgery 

• Ophthalmology 

• Otolaryngology 

• Orthopedics 

• Pathology 

• Physical  Medicine  and  Rehabilitation 

• Plastic  Surgery 

• Preventive  Medicine 

• Surgery 

House  of  Delegates  schedule: 

• Session  1 — Thursday,  March  24,  9:00  am 

• Sessions  II  & III — Friday,  March  25,  1:45  pm 

Presidents’  Dinner — Thursday,  March  24 

Socio-economic  WISPAC  Luncheon — Friday,  March  25 

Watch  the  February  issue  and  Medigram  for  further 
details. 
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healthcare  practitioners  would  endanger  acceptable 
standards  of  patient  care.  Under  threat  of  Federal 
Trade  Commission  triple  damages  actions  against 
AMA  or  local  medical  societies,  the  House  of  Dele- 
gates gave  broad  general  authority  to  the  AMA  rep- 
resentatives to  the  JCAH  to  oppose  “rigid,  uniform, 
mandatory  administrative  procedures  or  forms  of 
organization”  upon  hospitals  and  their  attending 
staffs,  and  reaffirmed  the  concept  that  “individual 
character,  training,  competence,  experience  and 


CES  FOUNDATION 

CONTRIBUTIONS— NOVEMBER  1982 

The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
and  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributions for  November  1982. 


Unrestricted 

Elsie  S Egan;  SMS  Members;  AA  Holbrook,  MD;  B 
Greenwood,  MD;  David  D Ruehlman,  MD;  Chesley 
P Erwin,  MD;  CA  Olson,  MD;  Everett  W Reinardy, 
MD;  David  E Warner,  MD;  Wm  W Chandler,  MD; 
WG  Kendall,  MD;  Ruth  E Church,  MD;  Frank  F 
Gollin,  MD;  Fredrik  Midelfort,  MD;  WH  Williamson, 
MD;  Wm  R Kreul  Sr,  MD;  Albert  P Graham,  MD; 
James  L Murphy,  MD — Voluntary  Contributions 

Restricted 

Racine  County  Medical  Auxiliary— General  Student 
Loan  Fund 

Marathon  County  Medical  Auxiliary — Marathon  County 
Medical  Auxiliary  Student  Loan  Fund 

Mrs  Wm  G Weber;  Elsie  S Egan — Museum  of  Medical 
Progress  (Endowment  Fund) 

Robert  B Murphy;  Mary  Groom  Poser;  Mrs  Roman 
Galasinski;  Mrs  Erwin  C VanValin— Aesculapian 
Society  Dues 

State  Medical  Society;  Milwaukee  Psychiatric  Hospital- 
Grant  for  Impaired  Physicians  Program 

Earl  R Thayer — Beaumont  “500”  Club 

Memorials 

State  Medical  Society — Ray  G Piaskoski,  MD;  Silas  M 
Evans,  MD 

Mrs  RW  Burns — Leone  Engles  (Brown  County  Student 
Loan  Fund) 

Mr-Mrs  Earl  R Thayer — Mrs  John  Satory  (Museum  of 
Medical  Progress  Endowment  Fund) 

Mr-Mrs  Earl  R Thayer— Robert  McLean  B 


judgment”  should  be  the  criteria  for  granting  hos- 
pital privileges. 

(6)  Encouraged  AMA  to  speed  up  its  studies  of  the 
impact  of  competition  on  medical  practice  and  pro- 
vide informational  assistance  to  physicians  in  finding 
alternative  ways  to  deliver  healthcare  under  more 
competitive  circumstances. 

(7)  Expanded  state  medical  society  representation 
in  the  multi-million  dollar  AMA-sponsored  develop- 
ment of  a “Health  Policy  Agenda  for  the  American 
People.”  Each  state  will  have  a permanent  seat  on 
the  project’s  steering  committee  (the  SMS  Board  of 
Directors  will  name  this  representative  at  its  January 
15  meeting).  In  addition,  two  physicians  in  clinical 
practice  will  be  named  to  each  of  the  six  work  groups 
for  the  project.  Wisconsin  has  nominated  four  from 
its  AMA  delegation  in  hopes  that  one  will  be  selected 
for  a work  group  position.  They  are:  Drs  Henry 
F Twelmeyer,  Wauwatosa;  DeLore  Williams,  West 
Allis;  John  K Scott,  Madison,  and  Cornelius  A 
Natoli,  La  Crosse. 

(8)  Rejected  proposals  to  streamline  meetings  of 
the  AMA  House  of  Delegates  primarily  by  reducing 
the  length  of  the  meetings  and  compacting  pro- 
cedural aspects.  The  House  had  directed  a year- 
long study  of  the  possibilities  of  a change  in  format, 
but  found  all  the  options  unacceptable.  The  study 
committee  was  chaired  by  Henry  F Twelmeyer,  MD, 
chairman  of  the  Wisconsin  Delegation. 

(9)  The  SMS  delegation  recommends  that  inter- 
ested members  contact  Society  headquarters  to  ob- 
tain copies  of  newly  released  reports  by  the  AMA 
Council  on  Scientific  Affairs  relating  to:  Calcium 
channel  blocking  agents;  Physician  mortality  and 
suicide;  Percutaneous  transluminal  angioplasty; 
Automobile-related  injuries;  Pneumococcal,  influ- 
enza and  hepatitis-B  vaccine;  Dietary  and  pharm- 
acologic therapy  of  the  lipid  risk  factors;  Cochlear 
implants. 

In  addition  to  those  named  above,  Wisconsin  was 
represented  at  this  AMA  meeting  by  Drs  Patricia 
J Stuff,  Bonduel;  J D Kabler,  Madison;  John  D 
Riesch,  Menomonee  Falls;  Kenneth  M Viste  Jr,  Osh- 
kosh; Walter  J Woloschek,  Wauwatosa,  all  SMS 
delegates  or  alternates;  President  Gerald  C Kemp- 
thorne  and  President-elect  Chesley  P Erwin;  Joseph 
E Geenen,  Racine,  delegate  for  the  American  Society 
for  Gastrointestinal  Endoscopy;  Charles  L Junker- 
man,  Milwaukee,  alternate  delegate  for  the  Ameri- 
can College  of  Physicians;  Milwaukee  County  Soci- 
ety President  Glenn  H Franke;  and  George  E Collen- 
tine,  Milwaukee,  member  of  the  AMA  Council  on 
Medical  Service.  ■ 
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Indy  racer  has  safe  driving  tips  for  students 


Young  people  tend  to  take  out  their  emotions  and 
frustrations  when  they’re  behind  the  wheel  of  an 
automobile,  and  this  is  the  biggest  reason  for  the 
high  teenage  accident  rate,  championship  race  car 
driver  Tom  Sneva  told  a packed  room  of  1,200  stu- 
dents and  educators  from  80  different  schools  De- 
cember 1.  Sneva  was  the  keynote  speaker  for  the 
20th  Annual  Wisconsin  Workshop  on  Health  (for- 
merly Work  Week  of  Health) — “Teens  on  Wheels” 
held  at  the  University  of  Wisconsin-Oshkosh. 

He  told  the  students  the  same  safety  principles 
that  apply  to  professional  racing  apply  to  everyday 
driving.  “Your  attitude,  your  ability  to  anticipate 
problems,  and  the  mechanical  condition  of  your  ve- 
hicle all  affect  safe  driving,”  Sneva  said. 

“In  addition,  on  the  racetrack  we  have  several  ad- 
vantages that  the  passenger  driver  doesn’t  have,”  he 
pointed  out.  “On  the  racetrack  we  don’t  have  to 
worry  about  the  drunk  driver,  pedestrians,  or  two- 
way  traffic.  But  most  important  of  all,  we  know  all 
the  other  drivers  and  their  habits.  On  the  highway 
you  don’t  have  this  luxury,”  he  said. 

“In  racing,  our  major  concern  is  safety.  Afterall, 
you  don’t  have  a chance  of  winning  the  race  if  you 
don’t  finish  it,”  Sneva  reminded  the  audience. 

Officer  Gerald  Forseth,  Crime  Prevention  Unit, 
Oshkosh  Police  Department,  discussed  the  current 
drinking-driving  law  as  it  affects  minors.  He  pointed 
out  the  realities  of  being  picked  up  for  drunk  driving 
today. 

“You  get  arrested,  handcuffed,  and  booked,” 
Officer  Forseth  said.  “It  will  cost  you  a lot  of  money 
in  attorney’s  fees,  court  costs,  and  just  watch  your 
insurance  premiums  jump.” 

His  advice  to  young  people:  “Make  drinking  your 
decision.  Don’t  succumb  to  peer  pressures.  As  an  18- 
year-old  you  have  the  right  to  vote  and  privilege  to 
drink.” 

The  Honorable  Robert  A Hawley,  Winnebago 
County  Circuit  Court  Judge,  focused  on  the  costs  of 
drunk  driving,  both  in  terms  of  dollars  and  in  repu- 
tation and  dignity  as  a human  being. 

After  adding  up  the  costs  for  such  things  as  tow- 
ing your  car,  bond,  court  fees,  attorney  fees,  fines, 
alcohol  education  courses,  and  insurance  premium 
increases,  Judge  Hawley  concluded  that  the  first 
drunk  driving  charge  would  cost  an  individual  about 
$1,295.00,  the  second  $2,430.00,  and  the  third 
$4,900. 

The  conference  concluded  with  a lively  debate  on 
whether  the  drinking  age  in  Wisconsin  should  be 
raised.  SMS  Safe  Transportation  Committee  Chair- 
man James  Weygandt,  MD,  Sheboygan,  moderated 
a panel  consisting  of  State  Senator  Walter  Chilsen 
(R-Wausau)  and  Representative  Marlin  Schneider 
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(D-Wisconsin  Rapids)  and  two  Oshkosh  West  High 
School  students. 

“Teens  on  Wheels”  was  presented  to  help  stu- 
dents make  lifestyle  decisions  for  safe  driving,  be- 
cause Wisconsin  physicians  and  auxilians  are  con- 
cerned about  threats  to  the  health  and  safety  of  teen- 
agers. 

In  1981,  187  motor  vehicle  operators  in  the  16-  to 
19-year  age  group  lost  their  lives  on  Wisconsin  high- 
ways; out  of  the  69  operators  in  this  group  tested 
for  blood  alcohol  content,  47  were  impaired  by  al- 
cohol. 

SMS  Board  Chairman  Darold  Treffert,  MD, 
Fond  du  Lac,  served  as  the  conference  moderator 
and  welcoming  addresses  were  given  by  SMS  Presi- 
dent Gerald  Kempthorne,  MD,  Spring  Green;  UW- 
Oshkosh  Vice  Chancellor  Walter  P James;  and  SMS 
Auxiliary  President  Mrs  Leonard  Torkelson,  Bald- 
win.* 


OBITUARIES 

Harold  C Huston,  MD,  85,  died  Jan  5,  1981  in  Eau  Claire.  Born 
Feb  1,  1895  in  Bellefontaine,  Ohio,  Doctor  Huston  graduated 
from  the  University  of  Chicago  in  1932  and  served  his  residency 
at  Billings  Hospital,  Chicago.  Doctor  Huston  began  his  radi- 
ology practice  in  Eau  Claire  in  1938  and  retired  in  1965.  He  was  a 
member  of  the  American  College  of  Radiology  and  was  a senior 
adviser  on  the  Luther  Hospital  Board.  He  also  was  a member  of 
the  Eau  Claire-Dunn-Pepin  County  Medical  Society,  the  State 
Medical  Society  of  Wisconsin,  and  the  American  Medical 
Association. 

Ray  G Piaskoski,  MD,  73,  Wauwatosa,  died  Oct  4,  1982  in 
Wauwatosa.  Born  May  9,  1909  in  Milwaukee,  Doctor  Piaskoski 
graduated  from  Marquette  University  School  of  Medicine  in 
1933  and  served  his  internship  at  St  Mary’s  Hospital  in  Mil- 
waukee. His  residency  was  completed  at  Milwaukee  County 
General  Hospital.  A pioneer  in  the  field  of  physical  medicine, 
Doctor  Piaskoski  established  the  physical  medicine  departments 
at  the  Veterans  Administration,  St  Joseph’s,  and  St  Francis 
hospitals.  He  was  former  chairman  of  the  physical  medicine  and 
rehabilitation  department  at  Marquette  University.  He  had 
served  as  president  of  the  American  Academy  of  Physical  Medi- 
cine and  Rehabilitation  and  in  1961  he  was  appointed  to  the 
President’s  Commission  for  the  Handicapped.  He  was  a member 
of  The  Medical  Society  of  Milwaukee  County,  State  Medical 
Society  of  Wisconsin,  and  the  American  Medical  Association. 
Surviving  are  his  widow,  Evelyn;  six  daughters,  Ann  Nieri,  Mil- 
waukee; Jean  Reames,  Grand  Rapids,  Mich;  June  Landre,  Mil- 
waukee; Lynn  Hajdu,  Glendale;  Karen,  Madison,  and  Peggy, 
Wauwatosa;  six  sons,  Paul,  Wauwatosa;  Stan,  Colorado;  John, 
Boyceville,  Wis;  Tom,  Astoria,  Ore,  Peter,  Shorewood,  and 
Roman  of  Milwaukee. 

Silas  M Evans,  MD,  72,  Mequon,  died  Oct  22,  1982  in  Mil- 
waukee. Born  Aug  4,  1910  in  Madison,  Doctor  Evans  graduated 
from  the  University  of  Wisconsin  Medical  School,  Madison,  in 
1936  and  served  his  internship  and  residency  at  Milwaukee 
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County  General  Hospital.  He  served  in  the  United  States  Army 
Medical  Corps  during  World  War  II.  At  one  time  he  was  chief 
of  the  Department  of  Medicine  at  Lutheran  Hospital,  now  part 
of  Good  Samaritan  Medical  Center,  and  was  an  associate  clini- 
cal professor  of  medicine  at  the  Medical  College  of  Wisconsin. 
In  addition  to  his  medical  practice.  Doctor  Evans  was  active  in 
medical  research,  particularly  in  the  area  of  biophysics,  first  at 
the  Marquette  University  School  of  Medicine  and  later  at  the 
Medical  College  of  Wisconsin.  His  most  recent  work  involved 
the  use  of  nuclear  magnetic  resonance  techniques  for  the  non- 
invasive  measurement  of  blood  flow  in  the  extremities.  He  was 
a member  of  the  Milwaukee  Academy  of  Medicine,  Milwaukee 
Society  of  Internal  Medicine,  and  a member  of  the  Central 
Society  for  Clinical  Research.  He  also  was  a member  of  The 
Medical  Society  of  Milwaukee  County,  the  State  Medical  Soci- 
ety of  Wisconsin,  and  the  American  Medical  Association.  Sur- 
viving are  his  widow,  Florence;  two  sons,  David,  Boulder, 
Colo;  William,  Green  Bay;  two  daughters,  Mary  Pharis,  Austin, 
Tex;  Patricia  Frey,  Cambridge,  Mass;  a stepson,  Warren  Icke, 
Racine,  and  a stepdaughter,  Lynn  Ruschhaupt  of  Chicago,  111. 

Alois  M Bachhuber,  MD,  75,  Kaukauna,  died  Oct  24,  1982  in 
Kaukauna.  Born  Dec  29,  1906  in  Mayvilie,  Doctor  Bachhuber 
graduated  from  Northwestern  University  Medical  School  in  1931 
and  served  his  internship  at  Milwaukee  County  General  Hos- 


pital. He  served  in  the  United  States  Army  from  1943-1946 
during  World  War  II.  Doctor  Bachhuber  practiced  medicine  in 
Kaukauna  from  1936  until  his  retirement  in  1973.  He  was  a 
member  of  Outagamie  County  Medical  Society,  the  State  Med- 
ical Society  of  Wisconsin,  and  the  American  Medical  Associa- 
tion. Surviving  are  his  widow,  Catherine;  three  daughters,  Mrs 
Henry  (Mary)  Drechsler,  Kaukauna;  Mrs  James  (Ann  Marie) 
Bill,  Austin,  Tex;  Mrs  Dale  (Susan)  Sachs,  Appleton;  and  three 
sons.  Dr  Nicholas,  Spokane,  Wash;  Peter,  Elm  Grove,  and  Paul 
of  Green  Bay. 


Paul  Natvig,  MD,  62,  Whitefish  Bay,  professor  emeritus  of 
plastic  surgery  at  the  Medical  College  of  Wisconsin,  died  Nov  13, 
1982  in  Milwaukee.  Born  Jan  15,  1920  in  Prairie  Farm,  Doctor 
Natvig  graduated  from  Marquette  School  of  Medicine,  Mil- 
waukee, and  served  his  internship  with  the  National  Naval 
Medical  Center,  Bethesda,  Md.  His  residency  was  completed  at 
Milwaukee  County  General  Hospital  and  at  the  University  of 
Michigan  in  Ann  Arbor.  Doctor  Natvig  was  a member  of  the 
American  Association  of  Plastic  Surgeons,  the  American  Society 
of  Plastic  and  Reconstructive  Surgeons,  American  College  of 
Surgeons,  and  former  president  of  the  Wisconsin  Society  of 
Plastic  Surgeons.  Surviving  are  his  widow,  Anne;  and  three 
daughters,  Mary,  Caroline,  and  Elizabeth.  ■ 


STATE  DIVISION  OF  HEALTH 

Wisconsin’s  EPSDT  Program  encourages 
physician  involvement 


The  State  Division  of  Health  has  revamped  and 
streamlined  the  Early  and  Periodic  Screening,  Diag- 
nosis and  Treatment  Program  (EPSDT).  The  pro- 
gram is  a comprehensive  health  promotion  and  pre- 
vention package  for  children  and  young  adults  under 
age  21  who  are  eligible  for  Medical  Assistance  (MA). 
The  program  is  administered  by  the  Division  of 
Health  and  financed  through  Medical  Assistance. 
It  offers  periodic  health  examinations  and  covers  the 
cost  for  most  of  the  followup  diagnosis  and  treat- 
ment services  for  medical,  dental,  or  other  health 
problems  that  are  found  during  the  screening  pro- 
cess. 

The  Division  is  encouraging  physicians  to  become 
more  involved  in  the  program.  At  the  same  time  the 
Wisconsin  Medical  Assistance  Program  is  encour- 
aging MA-eligible  families  to  select  a primary  phy- 
sician who  will  take  care  of  their  primary  healthcare 
needs  and  coordinate  any  additional  healthcare 
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services  to  maintain  a continuity  of  care  that  will 
be  most  beneficial  to  their  health.  MA-eligible 
families  are  advised  to  have  their  family  doctor 
perform  the  EPSDT  health  examination  for  their 
children. 

EPSDT  program  supervisor,  Charles  T Trevallee, 
has  furnished  the  State  Medical  Society  with  the  fol- 
lowing information  about  the  EPSDT  program: 

Screening  and  reimbursement.  The  EPSDT 
health  examination  portion  of  the  program  consists 
of  simple,  standard  screening  procedures  conducted 
periodically.  The  procedures  and  the  periodicity 
schedule  were  designed  specifically  for  physician 
participation  and  approved  by  the  EPSDT  physician 
committee.  The  basic  screening  procedures  are  as 
follows:  health  history,  vision  exam,  hearing  exam, 
height  and  weight,  head  circumference,  development 
milestones,  unclothed  physical  exam,  sexual  de- 
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velopment,  blood  pressure  (children  over  age  12), 
oral  inspection  (referral  to  dentist  for  children  over  3 
years  of  age),  and  nutritional  assessment. 

The  Medical  Assistance  reimbursement  rate  for 
the  screening  package  is  $25.00.  In  addition,  im- 
munizations and  laboratory  tests  are  reimbursed 
separately,  according  to  MA  rates.  Diagnosis  and 
treatment  services  in  connection  with  the  EPSDT 
program  are  reimbursed  separately  on  the  physician 
standard  claim  form.  Because  of  the  philosophy 
that  a preventive  healthcare  program  will  make  a sig- 
nificant contribution  to  reducing  disabling  diseases 
and  illnesses,  the  MA  program  reimburses  more  for 
the  EPSDT  screening  than  for  a regular  office  visit. 

The  periodicity  schedule  used  to  determine  the  re- 
screening intervals  and  the  age-appropriate  screening 
procedures  is  as  follows: 

• 3 1 days  through 
4 months 

• 5 through  31  months 

• 13  through  21  months 

• 22  through  35  months 

• 3 through  4 years 


5 through  7 years 
8 through  10  years 
1 1 through  12  years 
13  through  15  years 
16  through  18  years 
19  to  21  years 


The  only  required  screening  documentation  is  the 
EPSDT  screening  claim  form.  It  serves  three  pur- 
poses: documents  the  tests  given,  serves  as  a claim 
form  for  EPSDT  screening  payments,  and  serves  as 
a referral  form  for  followup  needs  such  as  vision  and 
dental  care. 


Diagnosis  and  treatment.  If  any  of  the  screening 
procedures  identify  an  actual  or  potential  health 
problem,  or  lead  to  suspicion  that  the  child  may  be 
at  increased  risk  to  develop  a health  problem,  a re- 
ferral may  be  made  for  diagnosis  and  treatment. 
Physicians  have  the  option  to  refer  either  to  them- 
selves or  to  a colleague. 

The  screening  claim  form  does  not  serve  as  a 
claim  for  diagnosis  and  treatment.  These  procedures 
must  be  billed  on  the  MA  claim  form  for  physician’s 
services. 


house  of  BIDWELL  me. 

535  N.  27th  Street 
Milwaukee.  Wis.  53208 


ORTHOTIC  & PROSTHETIC 
SERVICES 
1-414-344-1950 


MA-eligible  families  are  informed  about  EPSDT 
services  and  benefits  at  the  time  they  are  certified  at 
county  departments  of  social  services  and  annually 
by  the  EPSDT  program’s  Central  Notification 
system  (CNS).  The  families  are  advised  to  have  their 
family  physician  perform  the  EPSDT  health  exami- 
nation if  possible.  If  this  is  not  possible,  they  may 
contact  the  EPSDT  staff  by  return  postcard  or  tele- 
phone the  EPSDT  Hot  Line  for  more  information 
and  assistance.  They  are  then  sent  a list  of  EPSDT 
providers  (including  physicians)  to  contact  in  their 
community  for  an  EPSDT  health  examination  ap- 
pointment. 

Primary  care  physicians  who  are  MA-certified 
providers  may  participate  in  the  EPSDT  program 
by  submitting  their  name,  address,  and  MA  provider 
number  to  the  following  address:  Wisconsin  Divi- 
sion of  Health,  EPSDT  Program,  PO  Box  309, 
Madison,  Wis  53701. 

The  Bureau  of  Health  Care  Financing  will  notify 
the  fiscal  intermediary,  EDS-Federal,  who  will  mail 
out  an  information  packet  with  billing  instructions 
and  EPSDT  claim  forms.  Physicians  who  may  wish 
more  information  may  contact  the  EPSDT  program 
supervisor,  Charles  T Trevallee,  at  the  above  address 
or  telephone  608/266-5332.  ■ 


Gfe°oC^ 


EDUCATIONAL 
CENTER 
TEST  PREPARATION 
SPECIALISTS  SINCE  1938 

Classes  forming  now 
for  Spring  Exams. 

Call  Days,  Eves  & Weekends 

(608)255-0575 
550  State  St.»  Madison 
(414)  277-9990 

152  W.  Wisconsin«Milwaukee 

For  Information  About  Other  Centers 

CALL  TOLL  FREE 
800-223-1782 
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Physician  Brie% 


* Physician  members  of  State  Medical  Society  of  Wisconsin 


Gregory  L Darrow,  MD,*  Janesville,  recently  was  ap- 
pointed to  the  Mead-Johnson  Awards  Committee 
for  the  American  Academy  of  Family  Physicians. 
Doctor  Darrow  is  currently  serving  as  chairman  of 
the  Scientific  Assembly  Committee  for  the  Wiscon- 
sin Academy  of  Family  Physicians. 

Muhammad  Yusof  Ahmad,  MD,*  Merrill,  recently 
was  certified  by  the  American  Board  of  Quality  As- 
surance and  Utilization  Review  Physicians. 

Charles  D Schoenwetter,  MD,*  Madison,  University 
of  Wisconsin  associate  professor  of  pediatrics  and 
director  of  UW  Hospital’s  Learning  and  Behavior 
Clinic,  recently  was  elected  chairperson  of  the  State 
Exceptional  Educational  Council.  The  Council, 
composed  of  parents  and  educators,  advises  the  state 


Superintendent  of  Public  Instruction  on  the  educa- 
tion of  children  with  special  learning  needs.  Doctor 
Schoenwetter  has  been  a member  of  the  Council  for 
two  years  and  previously  served  on  its  steering  com- 
mittee and  as  chairperson  of  its  Instructional  De- 
liveries Committee. 

Jane  C Smith,  MD,*  Monroe,  who  is  affiliated  with 
the  Monroe  Clinic,  has  joined  the  Beloit  Mental 
Health  Associates  as  a psychiatric  consultant. 
Doctor  Smith  graduated  from  Baylor  University 
Medical  School  and  served  her  residency  at  St 
Mary’s  Hospital  in  San  Francisco.  Her  training  in 
Child  and  Geriatric  Psychiatry  was  completed  at  the 
University  of  Wisconsin  Department  of  Psychiatry 
and  the  William  S Middleton  Veterans  Adminis- 
tration Hospital  in  Madison. 


Otto  V Pawlisch,  MD,*  Reeds- 
burg,  (left)  enjoyed  watching 
long-time  colleague,  Ernest 
V Stadel,  MD,*  Reedsburg, 
(above,  left)  receive  a plaque  in 
recognition  of  his  many  years  of 
service  at  the  Sauk  County 
Health  Care  Center.  Handing 
the  plaque  to  Doctor  Stadel  is 
Burr  Green,  (right)  president  of 
the  SCHCC’s  governing  board. 
Both  physicians  received  the 
plaques  and  have  practiced 
medicine  for  over  50  years. 
(Photos  by  Reedsburg  Times- 
Press) 


Kenneth  W Wallmeyer,  MD,  Thorp,  recently  opened 
his  medical  practice  in  Thorp.  Doctor  Wallmeyer 
graduated  from  the  Medical  College  of  Wisconsin, 
Milwaukee,  and  served  his  residency  at  East  Meyer 
Hospital,  Buffalo,  New  York.  He  also  is  on  the 
medical  staff  of  Victory  Memorial  Hospital,  Stanley, 
and  of  St  Joseph’s  Hosptial  in  Marshfield. 

Orlando  M Francisco,  MD,*  Tomahawk,  recently 
was  recertified  as  a diplomate  of  the  American 
Board  of  Family  Practice. 

Arnold  L Brown,  MD,*  Madison,  Dean  of  the  Uni- 
versity of  Wisconsin  Medical  School,  Madison,  re- 
cently was  featured  in  “Know  Your  Madisonian” 
in  the  Wisconsin  State  Journal  newspaper.  Doctor 
Brown  graduated  from  the  Medical  College  of 
Virginia  in  1949  and  served  his  residency  at  Presby- 
terian Hospital,  Chicago,  and  at  the  National  Heart 
Institute  of  the  US  Public  Health  Service.  He  served 
in  the  United  States  Navy  for  two  years,  and  from 
1951-1953,  he  was  a research  medical  officer  for  the 
Naval  Air  Experimental  Station  in  Philadelphia.  He 
joined  the  faculty  of  the  Mayo  Clinic  Graduate 
School  of  Medicine  in  1959,  and  was  named  a pro- 
fessor of  pathology  in  1971.  He  served  as  chairman 
of  the  Department  of  Pathology  and  Anatomy  at  the 
Clinic  and  its  Medical  School  from  1968  until  he 
came  to  Wisconsin  in  1978  to  become  Dean  of  the 
University  of  Wisconsin  Medical  School. 

Michael  Cummens,  MD,  Genesee  Depot,  recently 
opened  his  medical  practice  in  Genesee  Depot.  He 
graduated  from  the  University  of  Wisconsin  Medical 
School,  Madison,  and  served  his  internship  at  the 
University  of  Louisville  Hospital  in  Kentucky. 
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Walter  E Niebauer,  MD,*  Phillips,  recently  closed  his 
medical  practice.  Doctor  Niebauer  had  practiced 
medicine  in  the  Price  County  area  for  36  years.  Al- 
though he  has  closed  his  office,  Doctor  Niebauer  will 
continue  servicing  the  residents  of  the  Pleasant  View 
Nursing  Home  where  he  has  been  a staff  physician 
for  many  years. 

Stanley  L Inhorn,  MD,*  Madison,  recently  was 
elected  to  the  American  Cancer  Society  Board  of 
Directors.  Doctor  Inhorn  is  a professor  of  pathol- 
ogy, laboratory  medicine,  and  preventive  medicine 
at  the  University  of  Wisconsin  Medical  School  and 
also  is  the  director  of  the  Laboratory  of  Hygiene. 
He  served  as  president  of  the  Wisconsin  Chapter  of 
the  American  Cancer  Society  in  1970,  chaired  the 
service  and  rehabilitation  committee  in  1968  and 
1978,  and  coordinated  volunteers  for  a current 
nationwide  study  of  cancer  prevention. 

William  W Winternitz  Jr,  MD,  La  Crosse,  and 
Kenneth  K Hoelscher,  MD,*  La  Crosse,  recently  be- 
came associated  with  the  medical  staff  of  St  Francis 
Medical  Center.  Doctor  Winternitz  graduated  from 
the  University  of  Kentucky  Medical  School  and 
completed  his  residency  in  general  and  orthopedic 
surgery  at  the  University  of  Minnesota.  He  also 
completed  a fellowship  in  orthopedic  sportsmedicine 
at  the  University  of  Oregon,  Eugene.  Doctor  Hoel- 
scher graduated  from  the  Medical  College  of  Wis- 
consin, Milwaukee,  and  served  a residency  in  phy- 
sical medicine  at  the  Wood  VA  Medical  Center, 
Milwaukee.  He  is  clinical  director  of  rehabilitation 
medicine  services  at  St  Francis  and  also  is  medical 
director  of  Chileda  Institute.  Prior  to  moving  to  La 
Crosse,  Doctor  Hoelscher  was  chief  of  rehabilitation 
medicine  service  for  the  VA  Medical  Center  in  Syra- 
cuse, New  York. 

Robert  H Dorr,  MD,*  Belgium  physician  for  36  years, 
recently  discontinued  his  medical  practice  due  to  ill 
health.  He  began  his  medical  practice  in  Belgium  in 
1946. 

Ben  R Lawton,  MD,*  Marshfield,  recently  delivered 
the  dedication  address  for  the  Allied  Health  and 
Clinic  Services  Center,  the  newest  building  on  the 
University  of  Wisconsin-Eau  Claire  campus.  Doctor 
Lawton,  a member  of  the  Board  of  Regents  of  the 
University  of  Wisconsin  System  since  1976,  gradu- 
ated from  the  University  of  Wisconsin  Medical 
School,  Madison,  and  served  his  internship  and  resi- 
dency at  the  University  of  Colorado,  Denver,  and 
the  Gundersen  Clinic,  and  at  University  Hospital  in 
Madison.  Doctor  Lawton  was  presented  the  Max 
Fox  Preceptorship  Award  for  his  28  years  of  service 
as  a preceptor  of  fourth-year  UW  Medical  School 


students  who  receive  part  of  their  training  at  Marsh- 
field Clinic.  He  has  been  a member  of  the  medical 
staff  since  1954  and  has  also  served  as  president  of 
the  medical  staff  for  several  terms. 

Gerald  C Kempthorne,  MD,*  Spring  Green,  recently 
received  the  Governor’s  Award  in  Support  of  the 
Arts  from  the  Wisconsin  Foundation  for  the  Arts. 
Doctor  Kempthorne  was  nominated  for  the  award 
by  the  Dodgeville  Cultural  Arts  Committee.  Presi- 
dent of  the  State  Medical  Society  of  Wisconsin  for 
the  year  1982-83,  Doctor  Kempthorne  received  a 
copy  of  Dean  Meeker’s  intaglio  print,  “Hamlet,” 
which  was  especially  executed  for  the  occasion.  The 
Uplands  Arts  Council  was  established  because  of 
Doctor  Kempthorne,  and  he  served  on  its  board  of 
directors.  He  was  the  last  acting  president  of  Valley 
Studio  and  in  1980  he  became  a member  of  the 
Board  of  Directors  of  the  American  Players  Theatre, 
a national  (Shakespeare)  theatre  center  for  the  clas- 
sics in  Spring  Green. 

Michael  R Johnston,  MD,*  Milwaukee,  recently  be- 
came associated  with  Richard  T Shore,  MD,*  in  the 
practice  of  thoracic  and  cardiovascular  surgery. 
Doctor  Johnston  graduated  from  the  University  of 
Illinois  Medical  School  and  served  his  internship  and 
residency  at  the  University  of  Washington  in  Seattle. 
He  completed  a fellowship  at  the  University  of  Penn- 
sylvania. Prior  to  becoming  associated  with  Doctor 
Shore,  Doctor  Johnston  was  Senior  Investigator  at 
the  Surgery  Branch,  National  Cancer  Institute,  Na- 
tional Institutes  of  Health,  Bethesda,  Md.  He  is  a 
member  of  the  medical  staffs  at  St  Luke’s  and  St 
Mary’s  hospitals,  Milwaukee,  and  also  is  on  the  fac- 
ulty of  The  Medical  College  of  Wisconsin. 


24 

HOUR 


Radio  dispatched  truck  fleet  for 

INDUSTRY,  INSTITUTIONS, 
SCHOOLS,  ETC. 


AUTHORIZED  PARTS  & SERVICE  FOR 
CLEAVER— BROOKS 

Throughout  Wisconsin  and  Upper  Michigan 

SALES 

Boiler  room  accessories 
Oj  trims 

Cleveland  controls 

and-Car  automatic  bottom  blowdown  systems 

SERVICE-CLEANING  ON  ALL  MAKES 

Complete  Mobile  Boiler  Room  Rentals 

Stevens  Point— 715/344-7310 
Green  Bay— 414/494-3675 
Madison— 608/249-6604 

Package  Boiler  Burner  Service  Corp. 
5401  N Park  Dr-PO  Box  365-Butler.  WI  53007 
Phone:  414/781-9620 
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AMA  Physician’s  Recognition  Award  Recipients 

Listed  below  are  those  physicians  in  Wisconsin  who  have  earned  the  AMA  Physician’s  Recognition  Award  in  recent 
months.  The  award  was  established  in  1969  “to  recognize,  encourage  and  support  physicians  who  participate  regularly 
in  continuing  medical  education  and  to  emphasize  the  importance  of  developing  more  meaningful  continuing  medical 
education  opportunities  for  physicians.’’  A minimum  of  150  credit  hours  of  CME  must  be  earned  over  a three-year 
period  to  qualify  for  the  award.  The  hours  may  include  such  activities  as  conferences,  residencies,  teaching,  writing, 
private  reading,  listening  to  cassettes,  home  study  courses,  consultation,  and  peer  review;  at  least  60  of  the  hours, 
however,  must  be  from  formal  CME  programs  sponsored  or  cosponsored  by  organizations  accredited  for  these  ac- 
tivities. The  State  Medical  Society  of  Wisconsin  congratulates  the  following  physicians  who  have  distinguished  them- 
selves and  their  profession  by  their  commitment  to  continuing  education: 


NOVEMBER  1982 

* Bacon,  Glenn  A,  Racine 
‘Banker,  Vincent  P,  Waukesha 
‘Bennett,  Ralph  P,  Ladysmith 
‘Bernhardt,  Louis  C,  Madison 
‘Biedlingmaier,  Gerard  J,  Wauwatosa 
‘Bodemer,  Steven  E,  Wausau 
‘Bollinger,  John  T,  Eau  Claire 
‘Boxer,  Richard  J,  Milwaukee 
‘Cadwell,  Frank  J,  Ashland 
‘Connors,  Dean  M,  Madison 
Crane,  Louis  B,  Eagle  River 
‘Das,  Dili  P,  Milwaukee 
‘Davila,  Julio  C,  Wausau 
‘Deckard,  Jack  H,  Milwaukee 
‘Dudenhoefer,  Paul  A,  Elm  Grove 
Engber,  William  D,  Madison 


* Members  of  the  Stale  Medical  Society 
of  Wisconsin 


‘Erchul,  James  W,  Appleton 
‘Evans,  Elizabeth  A,  Milwaukee 
‘Funcke,  William  E,  Beaver  Dam 
‘Gohdes,  Paul  N,  Neenah 
‘Graves,  Maury  D,  Appleton 
‘Grossman,  Ronald  E,  Milwaukee 
‘Hammer,  Roland  M,  River  Falls 
‘Han,  Paul  Z,  Wausau 
‘Koch,  John  C,  Berlin 
‘Laufenburg,  Herbert  F,  Cedarburg 
Lee,  Peter  U,  Beloit 
‘Lewinnek,  Walter,  Merrill 
‘Manke,  David  A,  Green  Bay 
‘Meeter,  Urquhart  L,  Medford 
‘Melms,  Frederick  A,  Menomonie 
Mills,  William  R,  Milwaukee 
Mitz,  Morris,  Milwaukee 
‘Moberg,  Thomas  D,  Eau  Claire 
‘Olson,  Carroll  R,  West  Allis 
‘Oxman,  Emanuel  M,  Mequon 
Oxman,  Herbert  A,  New  Berlin 


‘Quackenbush,  Steven  R,  Woodruff 
‘Ravn,  Erling  O,  Merrill 
Reinighaus,  Carl  H,  Florence 
‘Richards,  Marcia  JS,  Milwaukee 
‘Romani,  Frank  V,  Kenosha 
‘Schulgit,  Ronald  E,  Cudahy 
‘Smith,  Burton  K,  Wausau 
‘Sorensen,  Charles  C,  Wisconsin 
Rapids 

‘Stiegler,  Paul  M,  Madison 
Taclob-Tiu,  Lou  D,  West  Allis 
♦Tompkins,  Douglas  G,  La  Crosse 
‘Vander  Woude,  Sherwood  W,  Green 
Bay 

Wahlberg,  Neil  E,  Milwaukee 
‘Weeth,  John  B,  La  Crosse 
‘Wisniewski,  Peter  P,  Milwaukee 
‘Woeste,  David  M,  River  Falls 
‘Wolberg,  Faith  L,  Monroe 
‘Wright,  Warren  K,  Chippewa  Falls 
‘Zinsmeister,  Stephen  C,  Marshfield  ■ 


BE  INFORMED 

Brigadier  General  Kenneth  J.  Printen,  M.D.,  Commander  of  the  30th  Hospital  Center,  invites  you  to  explore 
the  opportunities  in  the  United  States  Army  Reserve  Medical  Corps.  Two  informal  sessions  have  been 
scheduled  to  provide  you  information  regarding  levels  of  participation,  flexible  training,  funded  continuing 
medical  education,  non-contributory  retirement  annuity,  and  training  sites  available  throughout  the  state  of 
Wisconsin. 

Take  the  time  to  meet  with  other  civic  minded  physicians  who  have  combined  their  medical  practice 
with  a career  as  an  Army  Reserve  Officer. 

February  27,  1983  44th  General  Hospital  (1000  Bed) 

Sunday,  10:30  a.m.  1402  South  Park  Street 

Madison,  Wisconsin  53715 
COL  STEVEN  W.  BABCOCK,  M.D.,  COMMANDER 

452nd  General  Hospital  (1000  Bed) 

4828  W.  Silver  Spring  Drive,  Building  302 
Milwaukee,  Wisconsin  53218 
COL  JOSEPH  A.  BERES,  M.D.,  COMMANDER 

FOR  MORE  INFORMATION  CALL: 

CPT  LARRY  J.  MATTHEWS 
COLLECT:  (312)  926-3273 

ARMY  RESERVE*  BE  ALL  YOU  CAN  BE* 


March  6,  1983 
Sunday,  2:00  p.m. 
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County  Societies 


' Physician  members  of  Slate  Medical  Society  of  Wisconsin 


WINNEBAGO:  Fifty-three  members  were  present  at 
the  November  meeting  of  the  Winnebago  county 
Medical  Society  to  hear  Dr  Alex  Ustremski  present 
a paper  entitled  “Practice  of  Medicine  in  USSR.” 

OUTAGAMIE:  At  the  November  meeting  of  the 
Outagamie  County  Medical  Society  twenty-three 
members  and  guests  were  present  to  hear  Angela 
Apostoloff,  Executive  Director  of  the  Wisconsin 
Nurses  Association,  speak.  The  next  meeting  will  be 
held  in  January  and  the  main  topic  will  be  “The 
Health  Manpower  Crisis.” 

POLK:  Thirty  members  were  present  at  the  No- 
vember meeting  of  the  Polk  County  Medical  Society 
to  hear  Dr  Victor  Tschida  of  United  Hospitals  in 
St  Paul,  Minn,  present  a paper  on  “Calcium  Chan- 
nel Blockers  and  Their  Effects.”  Election  of  officers 
was  held  and  William  W Young,  MD,*  St  Croix 
Falls,  was  elected  president,  and  Timothy  J Peter- 
son, MD,*  Frederic,  secretary-treasurer. 


ROCK:  Dr  Maurice  J Martin,  of  the  Mayo  Clinic 
Adult  Psychiatry  Department,  spoke  on  “The  Im- 
paired Physician  and  His  Family”  at  the  November 
meeting  of  the  Rock  County  Medical  Society. 
Gerald  C Kempthorne,  MD,*  Spring  Green,  presi- 
dent of  the  State  Medical  Society  of  Wisconsin, 
also  spoke  at  the  meeting. 

SHEBOYGAN:  Forty  members  were  present  at  the 
November  meeting  of  the  Sheboygan  County 
Medical  Society  to  hear  a presentation  on  “Tax 
Advantage  Investments”  by  James  Laffey  and  Brian 
Smiley  of  the  E F Hutton  & Company,  Madison. 

MONROE:  At  the  December  meeting  of  the  Monroe 
County  Medical  Society,  the  following  officers  were 
elected  for  1983:  MDs  Jameel  S Mubarak,*  Tomah, 
president;  Jack  D Brown,*  Sparta,  secretary-treas- 
urer; and  Edward  O Lukasek,*  Sparta,  delegate, 
and  Lou  R Schmidt,*  Sparta,  delegate.* 
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Specialty  Societies 

* Physician  members  of  State  Medical  Society  of  Wisconsin 


American  Academy  of  Allergy  and  Immunology 
(AAAI)  prepared  a special  issue  of  the  Journal  of  the 
American  Medical  Association  (JAMA)  devoted  to  a 
Primer  on  Allergic  and  Immunologic  Diseases.  The 
194-page  document,  issued  November  26,  1982,  pro- 
vides an  authoritative  and  concise  learning  tool  for 
medical  students,  residents,  and  clinical  practition- 
ers, according  to  I Leonard  Bernstein,  MD,  presi- 
dent of  AAAI.  The  Primer  is  the  result  of  two  years’ 
work  by  John  E Salvaggio,  MD,  an  AAAI  officer 
and  member  of  its  Executive  Committee.  Doctor 
Salvaggio,  Henderson  Professor  and  Chairman,  De- 
partment of  Medicine,  Tulane  University  School  of 


ENT  doctor  changing  identity 

The  second  oldest  surgical  specialty — ear, 
nose,  and  throat  (ENT) — in  America  is  in  the 
process  of  an  identity  change,  according  to  Dr 
Loring  Pratt,  president  of  the  American  Acad- 
emy of  Otolaryngology — Head  and  Neck 
Surgery,  who  made  the  announcement  at  the 
group’s  recent  annual  meeting  in  New  Orleans. 

The  familiar  ENT  doctor  will  now  be  known 
as  a head  and  neck  specialist.  The  6,500  spe- 
cialists in  the  field  recently  voted  for  this  name 
change  designation  to  reflect  more  realistically 
the  present  day  scope  of  their  practice.  (The 
Wisconsin  Otolaryngological  Society  has  93 
members.) 

Doctor  Pratt  acknowledged  that  the  term 
“ENT”  will  not  evaporate  overnight.  As  ex- 
pected public  recognition  of  the  name  change 
will  be  slow  but  steady,  he  stated.  “Actually 
the  ‘ENT’  label  started  becoming  inadequate 
about  20  years  ago,”  Doctor  Pratt  explained. 
“Over  the  past  two  decades  the  specialty  has 
undergone  enormous  expansion.” 

Like  the  neurosurgeon,  whose  expertise  is 
the  central  nervous  system,  today’s  head  and 
neck  surgeon  is  a regional  specialist,  dealing 
with  all  disorders  above  the  collarbone,  except 
eye  and  brain  problems.  Rapidly  improving 
skills  and  technology  of  other  specialists 
(hand,  eye,  blood  vessels,  heart)  explain  why 
the  practice  of  regionalized  surgery  has  become 
commonplace. 

Technological  advances,  microsurgery,  laser 
surgery,  and  the  development  of  new  anti- 
biotics are  major  factors  cited  by  head  and 
neck  surgeons  for  their  changing  role. 

For  simplicity,  the  Academy  suggests  refer- 
ring to  its  physicians  as  head  and  neck  special- 
ists. m 


Medicine,  New  Orleans,  Louisiana,  headed  a team 
of  10  associate  editors  and  101  contributing  authors 
in  compiling  the  21  chapters  of  the  Primer. 

As  a public  service,  the  AAAI  and  the  National 
Institute  of  Allergy  and  Infectious  Diseases  will  pro- 
vide complimentary  copies  of  the  Primer  to  third 
and  fourth  year  medical  students  in  all  United  States 
and  Canadian  medical  schools.  Single  copies  are 
available  through  the  AAAI,  61 1 East  Wells  Street, 
Milwaukee,  Wisconsin  53202.  Revised  editions  of 
the  Primer  will  be  prepared  at  four-year  intervals, 
Doctor  Bernstein  noted. 

Wisconsin  Region  of  the  American  College  of  Phy- 
sicians has  been  expanded  in  terms  of  its  “mission” 
to  include  socioeconomic  and  legislative  affairs  as 
well  as  the  scientific  and  educational  for  which  it  is 
historically  well  known,  according  to  its  president, 
Edwin  L Overholt,  MD*  of  La  Crosse.  He  also  is  a 
governor  representing  Wisconsin  at  the  ACP  level. 
Doctor  Overholt  has  advised  the  State  Medical  So- 
ciety that  this  organization,  which  has  about  850 
members  in  Wisconsin,  will  be  working  closely  with 
the  SMS  in  carrying  out  its  expanded  efforts.  It 
should  be  noted,  however,  that  this  organization 
does  not  replace  the  Wisconsin  Society  of  Internal 
Medicine  but  rather  is  a new  “specialty  society.” 

American  College  of  Physicians  recently  an- 
nounced that  Frank  M Graziano,  MD,  Madison, 
was  elected  to  fellowship  in  the  54,000  member  na- 
tional medical  specialty  society.  Doctor  Graziano,  a 
specialist  in  Rheumatology,  Allergy/Immunology, 
is  on  the  medical  staff  of  the  University  of  Wiscon- 
sin Hospital. 

American  Academy  of  Pediatrics  recently  an- 
nounced that  Paul  S Shultz,  MD,*  LaCrosse,  was 
elected  to  fellowship  in  the  Academy.  Doctor  Shultz 
is  chief  of  pediatrics  at  St  Francis  Hospital  in  Eau 
Claire. 

The  American  College  of  Chest  Physicians,  at  the 

convocation  ceremonies  held  during  the  XIV  World 
Congress  on  Diseases  of  the  Chest  and  the  ACCP’s 
48th  Annual  Scientific  Assembly,  inducted  the  fol- 
lowing Wisconsin  physicians  to  fellowship  status: 
MDs  Sheldon  R Braun,  Madison;  Gerald  Dorros, 
Milwaukee;  Paul  Y Holoye,  Milwaukee;  Eliot  J 
Huxley,  Milwaukee;  Dharam  P Jain,*  Milwaukee; 
Daniel  T Kincaid,*  Eau  Claire;  P David  Myerowitz, 
Madison;  Abid  A Shah,  Milwaukee;  and  Michael 
Swank,*  Milwaukee.  Alfred  Soffer,  MD,  FCCP,  ex- 
ecutive director  of  the  American  College  of  Chest 
Physicians  and  editor-in-chief  of  the  ACCP  Journal, 
CHEST , administered  the  “Fellowship  Pledge”  to 
the  initiates.  ■ 
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Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens.45  One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.5 

Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated.6 
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Bactrim  reduces  coughing 
and  sputum  production 

In  three  double-blind  comparisons 
with  ampicillin  q.i.d . , Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters. M Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.10  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 
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Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mlrabllls,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that  Initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note:  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections. 
For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influen- 
zae or  Streptococcus  pneumoniae  when  in  physician's  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  Is  not  indicated  for  prophy- 
lactic or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judgment 
It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnil  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides. 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur.  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions-  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia, apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/mm  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 
(20  ml)  b i d for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100,  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500,  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40  Pediatric  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml),  cherry 
flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of 
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The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.  S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a guaranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 
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RATES:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  ad.  BOXED  AD  RATES:  $32.00  per  column  inch. 
DEADLINE:  Copy  must  be  received  by  the  20th  of  the  month  preceding  month  of  issue;  e.g.,  copy  for  the  August 
issue  is  due  July  20.  Send  copy  to:  Wisconsin  Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
(area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  lltfn/82 

Board  eligible/Certified  family  practitioners  needed  at  mul- 
tiple locations  in  northeastern  rural  Wisconsin.  Financial  assist- 
ance available  and  negotiable.  Excellent  locations,  communities, 
recreation  areas.  Contact  J Schmacher,  Administrator,  Calumet 
Memorial  Hospital,  Chilton,  Wis  53014;  ph  414/849-2386. 

12/82;  1-2/83 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  4 1 4/468-562 1 . 11  tfn/82 

Orthopedic  Surgeon  wanted  to  join  multispecialty  group  con- 
sisting of  58  physicians  located  in  west  central  Wisconsin,  a city 
of  50,000  with  a state  University  of  12,000 — 90  miles  east  of  the 
Twin  Cities.  Excellent  opportunity  for  a stimulating  practice  in 
a pleasant  environment.  If  interested  contact  Donald  R Griffith, 
MD,  Medical  Director,  Midelfort  Clinic,  Ltd,  733  West  Claire- 
mont  Ave,  Eau  Claire,  Wis  54702;  or  call  715/839-5222. 

1 1-12/82;  1 /83 

Obstetrics-Gynecology.  Associate  for  practice  in  major  south- 
eastern Wisconsin  community.  Two  hospital  affiliations  avail- 
able. Modern  office  facility  near  hospital  provides  maximum 
practice  conveniences.  Corporate  practitioner  anticipating  full  or 
part-time  retirement  within  24-36  months.  Coverage  available. 
Guaranteed  salary  and  financial  assistance  available.  Write 
GAB,  PO  Box  26607,  Wauwatosa,  W1  53226.  1-3/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


Neurologist  wanted — to  join  a very  busy,  well  established 
neurosurgeon  in  North  Central  Wisconsin.  Active  practice  as- 
sured, extremely  good  income  potential.  New  modern  office 
located  in  a new  hospital.  Excellent  community  approximately 
65,000  population  with  unlimited  outdoor  recreation  and  very 
good  school  systems.  For  more  information  contact  Lloyd  Eng- 
strom.  Call  collect  715/842-3202  or  write  PO  Box  1646,  Wausau, 
Wis  54401.  12/82;  1-2/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Family  Physician  to  join  our  group  of  six  Board  certified 
family  practitioners  and  Board  certified  general  surgeon.  Liberal 
vacation  and  educational  allowances.  Competitive  salary  first 
year  with  incentive  bonus,  and  full  membership  after  one  year. 
Blue  Earth  is  a farming  town  of  4000  in  Southern  Minnesota 
with  a drawing  area  of  25,000.  35-bed  hospital  with  adjoining 
clinic  facilities.  Complete  opportunity  for  an  aggressive  young 
family  physician.  Please  contact  Marjeane  Werner  or  Thomas 
E Watts,  MD,  Blue  Earth  Medical  Center,  Ltd,  520  South 
Galbraith,  Blue  Earth,  Minn  56013;  ph  507/526-7371 . 

8-12/82;  1/83 

Adult  Psychiatrist  to  join  well  established  group  in  a com- 
munity of  50,000  with  large  referral  area.  Two  excellent  hos- 
pitals, University,  and  industrial  area.  Salary— open.  Excellent 
benefits.  For  further  information  contact:  J M Tobin,  MD, 
Northwest  Psychiatric  Clinic,  Eau  Claire,  Wis  54702;  ph  715/ 
834-2751.  8-12/82;  1/83 

The  Racine  Medical  Clinic,  a progressive  cluster  corporation 
of  25  physicians,  is  currently  seeking  an  orthopedic  surgeon 
and  an  invasive  cardiologist.  Full  benefits,  unlimited  earnings 
and  a full  and  exciting  practice  are  offered.  Please  contact: 
Roger  D Lacock,  Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  W1  53406;  ph  414/886-5000.  1 tfn/82 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty  bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153  or  call  collect 
414/834-2201.  pl2/82;  1-3/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  5371 5 
Phone:  608/263-4095 

10/82;  1-6/83 
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continued 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
OB/GYN,  Otolaryngology,  Neuroracliology,  and  General 
Surgery.  Competitive  first-year  salary,  incentive  plan  there- 
after. Comprehensive  fringe  benefits.  New  facility  near  new 
hospital.  Located  in  beautiful,  quiet,  central  Wisconsin, 
metropolitan  area  of  65,000.  Recreational  opportunities 
abundant.  For  more  information  contact:  K L Day,  MD,  Wau- 
sau Medical  Center,  SC,  2727  Plaza  Drive,  Wausau,  Wis  54401, 
or  call  collect  715/847-3351 . 6tfn/82 

Family  Physician  to  join  three  Board  certified  family  physi- 
cians in  a young  and  growing  medical  practice  in  Central  Minne- 
sota. The  practice  is  orientated  toward  Family  Practice  Medicine 
and  located  centrally  in  the  state  with  quick  access  to  the  Minne- 
apolis-St  Paul  area.  Both  practices  are  a short  distance  from  the 
St  Cloud  area,  and  our  physicians  use  the  St  Cloud  Hospital  for 
hospitalization  of  their  patients.  Cultural  and  recreational  activi- 
ties are  abundant  in  this  area  of  Minnesota.  The  salary  and 
fringe  benefits  are  open  and  negotiable.  If  interested,  please  con- 
tact Thomas  J Newton,  MD,  Medical  Director,  or  contact  Daryl 
G Mathews,  Administrator,  at  either  the  St  Joseph  or  Cold 
Spring  Medical  Clinics,  26  North  Red  River  Ave,  Cold  Spring, 
Minnesota  56320;  or  call  collect  (612)  685-8641  or  (612)  363- 
7765  in  St  Joseph,  Minnesota.  11-12/82;  1-2/83 

Family  Physician  wanted  to  teach  and  practice.  University  of 
Missouri-Kansas  City  Department  of  Family  Practice.  Residency 
Program  has  18  residents,  has  four  other  full-time  and  four 
part-time  faculty.  Suburban  location.  New  clinic.  Certification 
by  American  or  Canadian  Board  required.  Salary  competitive 
depending  upon  experience.  Contact  Family  Practice  Depart- 
ment, University  of  Missouri-Kansas  City  School  of  Medicine, 
Truman  Medical  Center/East,  Route  17,  Kansas  City,  MO 
64139;  ph  816/373-8210.  Attention;  Thomas  A Nicholas,  MD. 

12/82; 1/83 

Ideal  practice  opportunities  for  Family  Practice  and  Internal 
Medicine  in  scenic  Kettle  Moraine  area,  Plymouth,  Wisconsin. 
Less  than  one  hour  drive  from  Milwaukee,  60  miles  from  Green 
Bay.  Service  community  of  20,000.  Modern  JCAH  hospital 
and  60-bed  nursing  home.  Family-oriented  community  with 
good  industrial  base.  Please  contact:  Peter  R Strub,  Co- 
ordinator, Physician  Recruitment  Committee,  Plymouth  Hos- 
pital, Inc,  901  Reed  St,  Plymouth,  Wis  53703;  ph  414/893- 
1771.  8tfn/82 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and 
Endoscopy.  We  are  located  in  a fast  growing,  scenic, 
lake  country  area  between  Milwaukee  and  Madison  and 
can  offer  excellent  hospital,  schools,  and  recreational 
facilities.  Full  fringe  benefit  package.  Contact:  James 
F Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/567-4433. 

10tfn/82 


Family  Practitioner  needed  to  join  multispecialty  group  of 
33  physicians  dedicated  to  primary  care  in  East  Central  Wiscon- 
sin community.  City  population  38,000,  drawing  area  100,000. 
Attractive  income  arrangements,  association  membership 
possible  after  one  year,  pension  and  profit  sharing,  extensive 
fringe  benefits.  Contact  R B Windsor,  MD,  1011  North  8th 
St,  Sheboygan  Wis  53081 ; ph  414/457-4461 . 10tfn/82 

Family  Physician  or  Internist  to  join  three-man  family  and 
general  practice  group  in  the  heart  of  North  Central  Wiscon- 
sin vacationland.  First  year  guaranteed  salary.  Numerous  fringe 
benefits.  Clinic  across  from  hospital.  Send  CV  to:  O M Fran- 
cisco, MD,  221  E Washington  Ave,  Tomahawk,  Wis  54487; 
ph  715/453-2147.  5tfn/82 

Locum  tenens  services.  Wisconsin-licensed  family  physician 
available  and  also  needed.  Our  physicians  do  office,  hos- 
pital, emergency  room  and  OB  work.  Call  or  write:  INTER- 
HEALTH, 5695  Merry  Lane,  Excelsior,  MN  55331;  ph  612/ 
474-4372.  10- 12/82;1  -4/83 

Invasive  Cardiologist.  Practice  in  central  Wisconsin  with 
active  cardiovascular  surgery  program.  Beautiful  city  with  excel- 
lent recreational  resources.  Send  inquiry  with  CV  to  Dept  513  in 
care  of  the  Journal . 1 -3/83 

Grow  with  us  in  the  Sunbelt.  The  INA  Healthplan  needs 
physicians  in  family  practice  and  most  specialties  in  Miami, 
Tampa,  Dallas,  Houston,  Phoenix,  Tucson,  and  Los  Angeles. 
Attractive  salaries  and  comprehensive  benefits  including  pro- 
fessional development,  retirement  and  profit  sharing  pro- 
grams are  provided.  If  team  interaction  and  casual  living  interest 
you,  send  a brief  CV  to  medical  Administration,  INA  Health- 
plan,  Inc,  7616  LBJ  Freeway,  Suite  303,  Dallas,  Tex  75251. 

pi  2/82;  1-2/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Office  furniture  for  sale.  Metal  desk  and  credenza.  One 
swivel  and  two  contemporary  chairs  with  floor  lamp.  Call 
414/332-4241  after  4:00  pm.  gl0tfn/82 

Office  space,  professional  building  entire  level.  West  Allis. 
Near  hospital.  Call  414/543-8864.  12tfn/82 

Doctors,  be  near  all  Madison  hospitals.  1400  square  feet  suite 
available  immediately  in  heart  of  Madison  medical  community. 
Park  Regent  Medical  Building.  Assume  remainder  of  existing 
lease.  Call  608/257-4389  days;  414/623-3476  evenings.  1-3/83 

Medical  equipment  and  office  furniture,  only  three  years  old 
and  in  excellent  condition,  consisting  of  600  MA  x-ray  unit  and 
processor;  lab  equipment  including  fibrometer,  blood-drawing 
chair,  spectrophotometer,  automatic  pippette  plus  slides  and 
washer,  incubator,  9-place  lab  counter,  10-place  Westergren 
Rack,  and  drying  oven;  two  exam  room  suites;  oak  desks;  chairs 
and  5-drawer  lateral  file.  Call  Administrator,  414/271-6800  for 
details.  1/83 


56 


WISCONSIN  MEDICAL  JOURNAL,  JANUARY  1983:VOL.82 


MISCELLANEOUS 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905.  1 ltfn/82 

Reception  Area  Aquariums.  Beautify  your  reception  area  or 
office  with  a relaxing  decorator  aquarium — many  styles  to 
choose  from — designed  even  for  small  areas.  Complete  mainte- 
nance service  available.  Lease  or  purchase  option.  Contact: 
Creative  Pet  Designs,  PO  Box  26172,  Milwaukee,  Wis  53226; 
ph  414/778-1999.  p 12/82;  ltfn/83 


ANNOUNCEMENTS 


Scholarships  in  clinical  nutrition.  The  American  Medical 
Association-Education  and  Research  Foundation  (AMA-ERF) 
is  offering  scholarships  in  clinical  nutrition  to  third-  and  fourth- 
year  medical  students  who  have  completed  the  required  clerk- 
ships in  medicine,  surgery,  pediatrics,  etc.  The  scholarship  pro- 
gram consists  of  four-  to  six-week  clerkships  in  general,  pedi- 
atric, and  surgical  nutrition  offered  by  21  medical  schools 
across  the  country,  throughout  the  year.  A copy  of  the  AMA- 
ERF  Description  of  Clerkship  Programs,  1982  for  Scholar- 
ships in  Clinical  Nutrition  is  available  for  student  perusal  in 
the  Dean’s  office  of  all  US  medical  schools.  Scholarships  are 
only  for  students  in  schools  that  do  not  have  clinical  nutrition 
clerkships  available,  or  do  .iOt  have  them  available  in  their 
special  area  of  interest.  Students  accepted  to  the  program  will 
receive  a $700  award  to  defray  living  and  traveling  costs.  Dead- 
lines for  applications  are:  Feb  1,  1983  for  clerkships  from  June  to 
December  1983;  Aug  1,  1983  for  clerkships  from  December  1983 
to  June  1984.  For  application  forms  contact:  Department  of 
Foods  and  Nutrition,  AMA,  535  North  Dearborn  St,  Chicago, 
111  606 1 0 or  call  (3 1 2)  75 1 -65 1 4.  gl/83 

Patient  Medication  Instruction  Program.  The  AMA  has 

launched  its  Patient  Medication  Instruction  Program  (PMI) 
which  is  designed  to  improve  the  effectiveness  of  drug  therapy, 
strengthen  the  physician-patient  relationship,  reduce  the  risk  of 
improper  drug  use,  decrease  adverse  drug  reactions  and  increase 
patient  compliance.  Each  PMI  consists  of  a S'A'’  by  8 Vi ” sheet, 
printed  front  and  back,  with  information  on  a particular  drug 
or  drug  class.  It  describes  in  clear,  simple  language  the  purpose 
of  the  drug,  how  it  is  taken,  and  possible  side  effects.  Space  is 
provided  to  write  in  dosage  and  any  special  instructions  for 
individual  patients.  PMI  sheets  are  bound  in  pads  of  100.  They 
are  now  available  for  20  of  the  most  widely  prescribed  drugs  or 
drug  classes  at  a nominal  charge  to  defray  the  cost  of  postage 
and  handling.  Eventually  PMIs  for  the  vast  majority  of  all  pre- 
scriptions written  will  be  available.  For  additional  information 
on  ordering  PMIs,  contact  Tim  Cornell  of  the  AMA  Division  of 
Printing  Services  at  (312)  751-7927.  gl/83 

A nationwide  toll-free  hot  line  has  been  established  by  the 
Department  of  Health  and  Human  Services  (HHS)  to  receive 
information  about  fraud,  waste,  and  abuse  in  any  of  the  de- 
partment’s 350  programs,  including  Medicare  and  Medicaid. 
The  telephone  number  is  (800)  368-5779.  Operators  in  the  in- 
spector general’s  office  will  answer.  gl/83 

Interamerican  College  of  Physicians  and  Surgeons,  a non- 
profit, tax-exempt,  medical  organization,  interested  in  the  devel- 
opment of  closer  relations  among  the  physicians  of  the 
Americas,  is  seeking  active  Fellows.  Those  interested  may  con- 
tact the  College  at  299  Madison  Ave,  New  York,  NY  10017;  or 
contact  Rene  F Rodriguez,  MD,  President:  (212)  599-2737. 

gl/83 


January  1983  is  designated  National  Volunteer  Blood 
Donor  Month.  President  Reagan  has  declared  January  1983  as 
National  Volunteer  Blood  Donor  Month.  The  President’s  mes- 
sage continues  an  annual  first-of-the-year  tradition  of  honoring 
those  who  donate  blood  and  encouraging  others  to  join  and  con- 
tinue in  this  life-giving  cause. 

The  American  Blood  Commission,  a national  group  of  the 
country’s  leading  medical  and  consumer  organizations,  dedi- 
cated to  insuring  adequate  donors  for  those  patients  requiring 
blood  transfusions;  encourage  all  those  medically  eligible  (in 
many  states  17  year  olds  can  donate)  to  become  regular  com- 
mitted blood  donors.  According  to  the  Commission,  over  95% 
of  all  Americans  reaching  age  72  will  need  blood  or  one  of  the 
byproducts  derived  from  blood.  This  requires  a steady  com- 
mitted group  of  volunteer  blood  donors. 

Twenty-five  percent  of  the  United  States  blood  supply  now 
collected  in  fully  recognized  regions.  With  the  addition  of  three 
regional  associations  to  the  ranks  of  those  which  have  received 
Full  Recognition  by  the  American  Blood  Commission,  a sig- 
nificant milestone  was  attained  in  October  1982,  according  to  the 
Commission.  The  newly  recognized  regions,  Southeastern  Wis- 
consin (Milwaukee),  Badger  (Madison),  and  Midwest  (Omaha, 
Nebraska),  bring  the  total  of  those  in  that  category  to  40,  which 
together  collected  one  quarter  of  the  blood  used  in  the  United 
States  last  year.  Total  Regionalization  Program  participants 
number  64,  responsible  for  nearly  45%  of  the  US  blood  supply. 

Richard  Aster,  MD,  President  of  the  Blood  Center  for  South- 
eastern Wisconsin,  was  the  original  chairman  of  the  Regionali- 
zation Task  Force.  Regionalization  Program  chairman,  Frans 
Peetoom,  MD,  PhD,  noted  that  it  was  under  Doctor  Aster’s 
guidance  that  the  criteria  by  which  all  regions  are  evaluated  were 
developed. 
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Datamedic  Midwest  37 

Dista  Products  Co  (Div  of  Eli  Lilly  & Co)  FC 

Naif  on® 200/ Naif on®  / Keflex® 

House  of  Bidwell 43 

Kaplan  Educational  Center,  Stanley  H 43 

McNeil  Pharmaceutical  50,51 

Tylenol ® 

Medical  Protective  Company 8 

MML  Health  Services,  Inc 9 

Package  Boiler  Burner  Service 45 

Roche  Laboratories 31 , 32,  52,  53,  63,  BC 

The  What  If  and  How  To  Books 
Bactrim ® 

Dalmane ® 

SMS  Services,  Inc  4 

Squibb  and  Sons,  Inc,  E R 11,12,13,14 

Velosef® 

Swiss-Tech  of  Wisconsin,  Inc 47 

Tri-County  Mobile  X-Ray  Service 7 

Upjohn  Company,  The 49 

Motrin ® 

U S Army  Reserve 46  ■ 
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Meetirvrs/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


FEBRUARY  8-10,  1983:  20th  Annual  Telemark  Symposium 
and  Ski  Outing , Telemark  Lodge,  Cable.  Info:  Wisconsin  Acad- 
emy of  Family  Physicians  (WAFP),  850  Elm  Grove  Rd,  Elm 
Grove,  W1  53122;  ph  414/784-3656.  1/83 

FEBRUARY  16-18,  1983:  Medical /Surgical  Update  ’ 83 . The 
Telemark  Lodge,  Cable.  Sponsored  by  Marshfield  Clinic.  Info: 
Office  of  Medical  Education,  1000  North  Oak  Ave,  Marsh- 
field, Wis  54449;  ph  715/387-5207. 

FEBRUARY  19,  1983:  Wisconsin  Dermatological  Society, 
University  Hospitals,  Madison. 

FEBRUARY  23,  1983:  Gastroenterology:  A Nursing  Per- 
spective, Pfister  Hotel,  Milwaukee.  Sponsored  by  the  Medical 
College  of  Wisconsin. 

FEBRUARY  23-26,  1983:  Gastrointestinal  Endoscopy:  Update 
1983  Pfister  Hotel,  Milwaukee. 

MARCH  16,  1983:  Recent  Developments  in  the  Diagnosis 
and  Treatment  of  Blood  Vessel  Disease,  at  The  Pioneer  Inn, 
Oshkosh.  Presented  by  Don  Detmer,  MD.  Approved  for  2 credit 
hours  of  Category  1.  Info:  Linda  E Nevers,  Berlin  Memorial 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983 

Wisconsin  Chapter:  American  Academy  of  Pediatrics, 
May  19-20,  1983,  Pioneer  Inn,  Oshkosh 

Wisconsin  Academy  of  Family  Physicians, 

June  16-18,  1983,  Lake  Geneva 

* * * 

SPECIALTY  SOCIETY  MEETINGS  TO  BE 
HELD  IN  CONJUNCTION  WITH  SMS 
ANNUAL  MEETING,  March  24-26,  1983, 
Milwaukee 

Wisconsin  Allergy  Society 
Wisconsin  Orthopaedic  Society 
Wisconsin  Psychiatric  Association 
Wisconsin  Society  of  Internal  Medicine 
Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Physical  Medicine 
and  Rehabilitation 

Wisconsin  Society  of  Plastic  Surgeons 
Wisconsin  Society  for  Preventive  Medicine 
Wisconsin  Society  of  Radiation  Oncologists 
Wisconsin  Surgical  Society 


Hospital,  225  Memorial  Dr,  Berlin,  WI  54923;  ph  414/361-1313 
ext  583.  1/83 

JUNE  15-18,  1983:  1983  Annual  Meeting  of  Wisconsin  Acad- 
emy of  Family  Physicians,  Americana  Resort  Hotel,  Lake 
Geneva.  Info:  Wisconsin  Academy  of  Family  Physicians,  850 
Elm  Grove  Rd,  Elm  Grove,  WI  53122;  ph  414/784-3656.gltfn/83 


OTHERS 


FEBRUARY  18-19,  1983  (Florida):  Fifth  Annual  Oncology 
Update,  Cedars  Medical  Center,  Inc,  1400  Northwest  12th  Ave, 
Miami,  FL  33136.  Programs  will  include  such  topics  as  “Hepatic 
Perfusion  Results  with  Implanted  Infusaid  Pump,”  and  “New 
Developments  in  Chronic  Lymphocytic  Leukemia  and  Its 

FEBRUARY  27-MARCH  3,  1983  (New  Mexico):  Eighth  An- 
nual New  Mexico  Metabolism  Symposium,  at  Tennis  Ranch 
of  Taos,  Taos,  New  Mexico.  Program  designed  to  provide  both 
practical  and  theraretic  insight  regarding  diet,  exercise,  and 
insulin  in  diabetic  management  for  interested  physicians.  Fee: 
$145.  Approved  15  credit  hours  of  Category  1 of  AMA-PRA. 
Info:  Office  of  Medical  Education,  Lovelace  Medical  Center, 
5400  Gibson  Blvd,  SE,  Albuquerque,  NM  87108;  ph  505/ 
842-7353.  pl2/82;  1/83 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1982-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1983—  Mar  24-26 

1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1 109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 
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MARCH  12-17,  1983  (Virgin  Islands):  Marquette-Medical 
College  of  Wisconsin  Clinical  Conference,  St.  Thomas.  Info: 
Marquette-MCW  Medical  Alumni  Office;  ph  414/257-8367.1/83 

MARCH  25-26,  1983  (New  York):  Endourological  Percutane- 
ous Stone  Extraction,  New  Hyde  Park,  New  York.  Sponsored 
by  Division  of  Urology,  Dept  of  Surgery,  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hyde  Park,  New  York.  Tuition: 
$500/900.00.  A reduced  tuition  has  been  arranged  for  team  par- 
ticipation by  a urologist  and  radiologist  from  the  same  hos- 
pital. Approved  16  credit  hours  of  Category  1 from  the 
ACCME.  Info:  Ann  J Boehme,  Continuing  Education  Coor- 
dinator, Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 
Park , New  York  1 1 042;  ph  2 1 2/470-2 114.  1/83 

APRIL  21-23,  1983  (Kentucky):  Diagnosis  & Treatment  of 
Common  Human  Tumors,  Hyatt  Regency,  Lexington.  Pre- 
sented by  American  Cancer  Society,  Kentucky  Division.  Info: 
John  R van  Nagell  Jr,  MD,  University  of  Kentucky  Medical 
Center,  Lexington,  KY  40536.  gl-3/83 

MAY  19-21,  1983  (Massachusetts):  National  Conference- 
Breast  Cancer-1983,  American  Cancer  Society,  at  Boston  Shera- 
ton Hotel.  Approved  16 Vi  credit  hours  in  Category  1 of  AMA- 
PRA  and  AAFP.  Info:  Nicholas  G Bottiglieri,  MD,  Breast 
Cancer  Conference,  American  Cancer  Society,  777  Third  Ave, 
New  York,  NY  10017.  gl-4/83 

OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy,  at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St,  Minneapolis,  MN  55416;  telephone  612/927-3091 . gl-9/83 


AMA 


JUNE  19-23,  1983:  Annual  AMA  House  of  Delegates,  Chi- 
cago, IL. 

DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.® 


NEW  POLICY 

The  Editorial  Board  has  established  a new  policy 
for  the  listing  of  meetings  and  continuing  education 
programs.  Listings  of  continuing  medical  education 
programs,  having  a registration  fee,  will  be  accepted 
for  publication  at  the  following  rates:  50c  per  word, 
with  a minimum  charge  of  $20.00  per  listing;  boxed 
listing  $32.00  per  column  inch,  with  free  listing  in  the 
unboxed  columns.  Other  listings  of  meetings,  without 
a registration  fee,  will  be  accepted  without  charge 
at  the  discretion  of  the  editors.  The  above  policy 
applies  to  listings  in  Wisconsin  as  well  as  in  other 
states  and  countries. 


MANUSCRIPTS.  Manuscripts  will  be  accepted  for  consider- 
ation with  the  understanding  that  they  are  original,  have  never 
before  been  published,  and  are  contributed  solely  to  the 
WISCONSIN  MEDICAL  JOURNAL.  The  Editorial  Board 
reserves  the  right  to  limit  manuscripts  to  two  printed  pages, 
with  additional  pages  to  be  subsidized  by  the  author(s)  on  the 
basis  of  S100  per  page.  A maximum  of  four  illustrations  and/or 
tables  may  be  included;  additional  ones  will  be  charged  to 
author(s)  at  cost.  Address  manuscripts  to  Medical  Editor, 
Wisconsin  Medical  Journal,  Box  1 109,  Madison,  Wis  53701. 

Rejected  manuscripts  are  returned  by  regular  mail.  Accepted 
manuscripts  become  the  property  of  the  JOURNAL  and  are 
not  returned.  Submit  one  original  and  two  carbon  copies. 
Author  should  retain  one  carbon  copy.  Format  and  style  should 
follow  that  of  the  AMA  Style  Book  and  Editorial  Manual. 
Manuscripts  are  subject  to  editorial  modification  and  such 
revisions  as  bring  them  into  conformity  with  JOURNAL  style. 

Contributors  will  be  sent  a copy  of  their  article  after  it  has 
been  edited  and  set  in  type  for  final  approval  before  publi- 
cation. A form  for  ordering  reprints  will  accompany  the  article. 

Under  ordinary  circumstances  manuscripts  are  published 
about  six  months  following  acceptance,  and  in  the  order  in 
which  they  are  received. 


COPYRIGHT.  Material  that  is  published  in  the  WISCONSIN 
MEDICAL  JOURNAL  is  protected  by  copyright  and  may  not 
be  reproduced  without  written  permission  of  both  the  author 
and  the  JOURNAL.  However,  most  state  and  regional  medical 
journals  owned  by  state  medical  societies  have  granted  each 
other  continuing  copyright  permission  to  copy  or  quote  with 
proper  credit.  Copyright  permission  is  not  granted  to  com- 
mercial or  privately  owned  publications. 

RESPONSIBILITY.  Publication  of  the  WISCONSIN  MED- 
ICAL JOURNAL  is  under  the  direction  of  the  Editorial  Board 
whose  policies  are  approved  by  the  Council  of  the  State  Medical 
Society  of  Wisconsin.  The  Medical  Editor  is  chairman  of  the 
Editorial  Board.  The  Editorial  Director  is  responsible  for 
Editorials.  The  Managing  Editor  is  responsible  for  the  pro- 
duction and  business  operation  of  the  JOURNAL,  as  well  as 
final  responsibility  of  the  entire  publication. 

Neither  the  editors  nor  the  State  Medical  Society  will  accept 
responsibility  for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published  in  the  pages  of 
the  JOURNAL.  In  Editorials,  the  views  expressed,  if  initialed 
or  signed,  are  those  of  the  writer  and  not  necessarily  official 
positions  of  the  Society. 


ADVERTISEMENTS.  The  acceptance  of  advertising  in  the 
WISCONSIN  MEDICAL  JOURNAL  is  predicated  on  the  basis 
that  the  advertised  product  or  service  meets  the  ethical  principles 
established  by  the  Council  of  the  State  Medical  Society  of 
Wisconsin.  The  JOURNAL  reserves  the  right  to  accept  or 
reject  advertising  copy  for  any  reason.  Advertising  rates  will 
be  furnished  on  request. 


CIRCULATION.  Members  of  the  State  Medical  Society  of  Wis- 
consin receive  the  WISCONSIN  MEDICAL  JOURNAL  each 
month.  The  cost  of  the  Journal  for  members  ($12.50  per  year) 
is  included  in  dues.  Non-members  may  subscribe  at  the  fol- 
lowing rates:  $25.00,  one  year;  $2.00,  single  copy;  $3.00,  pre- 
vious years;  $8.00,  Annual  Blue  Book.  The  JOURNAL  re- 
serves the  right  to  control  its  circulation. 


INDEXING.  The  WISCONSIN  MEDICAL  JOURNAL  is  in- 
dexed in  “Index  Medicus”  and  “Hospital  Literature  Index,” 
and  its  contents  page  appears  regularly  in  “Current  Contents/ 
Clinical  Practice.”® 
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THE  STATE  MEDICAL  SOCIETY  OF  WISCONSIN 

Created  by  the  Territorial  Legislature  in  1841.  . .representing  over  5,000  member  physicians  in  Wisconsin,  com- 
prising 55  county  medical  societies  and  23  medical  specialty  sections.  The  purpose  of  the  Society  is  to  “bring  together 
the  physicians  of  the  Stale  of  Wisconsin  to  advance  the  science  and  art  of  medicine  and  the  better  health  of  the  people 
of  Wisconsin,  and  to  secure  the  enactment  and  enforcement  of  just  medical  laws.”  The  major  activities  of  the  Society 
include  continuing  medical  education,  peer  review,  legislation,  community  health  education,  scientific  affairs,  socio- 
economics, health  planning,  services  for  physicians,  operation  of  a Charitable,  Educational  and  Scientific  Foundation, 
and  publication  of  the  Wisconsin  Medical  Journal. 


OFFICERS  OF  THE  SOCIETY 
president:  Gerald  C Kempthorne,  MD,  Spring  Green 
president-elect:  Chesley  P Erwin,  MD,  Milwaukee 
secretary-general  manager:  Earl  R Thayer,  Madison 
TREASURER:  John  J Foley,  MD,  Menomonee  Falls 

BOARD  OF  DIRECTORS 

chairman:  Darold  A Treffert,  MD,  Fonddu  Lac 

vice  chairman:  Timothy  T Flaherty,  MD,  Neenah 

FIRST  DISTRICT:  Kenosha,  Milwaukee,  Ozaukee,  Racine, 

Walworth,  Washington,  Waukesha  counties 

John  P MuUooly,  MD,  Milwaukee 

Jerome  W Fons  Jr,  MD,  Cudahy 

Car!  S Eisenberg,  MD,  Milwaukee 

Wayne  J Boulanger,  MD,  Milwaukee 

Thomas  A Hofbauer,  MD,  Menomonee  Falls 

Wayne  H Konetzki,  MD,  Waukesha 

William  A Nielsen,  MD,  West  Bend 

Irwin  J Bruhn,  MD,  Walworth 

Fredrick  Wood  Jr,  MD,  Kenosha 

William  L Treacy,  MD,  Milwaukee 

SECOND  DISTRICT:  Adams,  Columbia,  Dane,  Dodge, 

Grant,  Green,  Iowa,  Jefferson,  Lafayette,  Marquette, 

Richland,  Rock,  Sauk  counties 

J D Kabler,  MD,  Madison 

Cyril  M Hetsko,  MD,  Madison 

James  J Tydrich,  MD,  Richland  Center 

Aden  O Tuftee,  MD,  Beloit 

William  P Crowley  Jr,  MD,  Madison 

THIRD  DISTRICT:  Buffalo,  Crawford,  Jackson,  Juneau, 
LaCrosse,  Monroe,  Trempealeau,  Vernon  counties 
Pauline  M Jackson,  MD  LaCrosse 

FOURTH  DISTRICT:  Clark,  Florence,  Forest,  Langlade, 
Lincoln,  Marathon,  Oneida,  Portage,  Price,  Taylor, 

Vilas,  Wood  counties 

John  J Kief,  MD,  Rhinelander 

Jung  K Park,  MD,  Wisconsin  Rapids 


FIFTH  DISTRICT:  Calumet,  Fond  du  Lac,  Green  Lake, 
Outagamie,  Waupaca,  Waushara,  Winnebago  counties 
Darold  A Treffert,  MD,  Fond  du  Lac 
Timothy  T Flaherty,  MD,  Neenah 

SIXTH  DISTRICT:  Brown,  Door,  Kewaunee,  Manitowoc, 
Marinette,  Menominee,  Oconto,  Shawano,  Sheboygan 
counties 

Roger  L von  Heimburg,  MD,  Green  Bay 
Irvin  L Schroeder,  MD,  Plymouth 

SEVENTH  DISTRICT:  Barron,  Chippewa,  Dunn,  Eau  Claire, 
Pepin,  Pierce,  Polk,  Rusk,  St  Croix,  Burnett,  Washburn 
counties 

Paul  S Haskins,  MD,  River  Falls 

EIGHTH  DISTRICT:  Ashland,  Bayfield,  Douglas,  Iron, 
Sawyer  counties 

Joseph  M Jauquet,  MD,  Ashland 

President  Kempthorne;  President  elect  Erwin; 
PAST  president  Albert  J Motzel  Jr,  MD,  Waukesha; 
Speaker  Duane  W Taebel,  MD,  La  Crosse;  and 
Vice  Speaker  Vernon  M Griffin,  MD,  Mauston 

DELEGATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 

Henry  F Twelmeyer,  MD,  Wauwatosa 
John  K Scott,  MD.  Madison 
Patricia  J Stuff,  MD,  Bonduel 
DeLore  Williams,  MD.  West  Allis 
Richard  W Edwards,  MD,  Richland  Center 

ALTERNATES  TO  THE  AMA 

Cornelius  A Natoli,  MD,  LaCrosse 
John  D Riesch,  MD,  Menomonee  Fails 
J D Kabler,  MD,  Madison 
Kenneth  M Viste  Jr,  MD,  Oshkosh 
Waller  J Woloschek,  MD,  Milwaukee 


330  East  Lakeside  Street  (PO  Box  1109),  Madison,  Wisconsin  53701  / Telephone:  (608)  257-6781 


MEMBERSHIP  FACTS 

Are  you  a member  of  the  State  Medical  Society  of 
Wisconsin,  or  do  you  know  someone  who  isn’t? 
Whether  you’re  just  starting  medical  school,  main- 
tain a full-time  practice,  or  are  retired,  SMS  has  a 
membership  classification  to  fit  your  individual 
needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of 
practice  is  located  carries  with  it  membership  in  the 
State  Medical  Society  of  Wisconsin  and,  if  you  wish, 
the  American  Medical  Association.  If  you  qualify 
for  resident  membership  at  the  time  of  your  election, 
your  membership  dues  are  greatly  reduced.  This  may 
also  qualify  you  for  reduced  dues  the  first  two  years 
of  your  practice.  Dues  for  regular  membership  in 
1983  are  $430  for  SMS,  $315  for  AM  A,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS 
membership  classifications  and  their  corresponding 
dues  follows: 

State  Medical  Society  of  Wisconsin 

DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 

Regular:  Member  in  active  practice.  Some  are  regu- 
lar members  that  have  reduced  SMS  and/or  AMA 
dues  because  they  are  new  practitioners  (first  year 
or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year 
is  in  an  approved  training  program  as  a hospital  resi- 
dent or  research  fellow  who  is  licensed  to  practice 
medicine  and  surgery  in  Wisconsin. 

Military  Service:  Members  who  are  serving  in  the 
U.S.  armed  forces  (generally  not  to  exceed  five 
years). 

Associate:  Member  whose  dues  are  waived  because 
of  illness  or  financial  hardship.  This  classification  is 
temporary  and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years  or  is  a Past  President  of 
the  State  Medical  Society  of  Wisconsin. 

Honorary:  Member  who  was  named  by  the  Board  of 
Directors  in  recognition  of  long  and  distinguished 
service  to  the  cause  of  medicine. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  per  year).  All 


dues  are  waived  unless  county  society  indicates  they 
wish  to  charge  county  dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who 
practices  1 ,000  hours  or  less  during  the  calendar  year 
but  does  not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over 
70  years  of  age  as  of  January  1 . 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 

Scientific  Fellow:  Member  who  is  engaged  in  teach- 
ing one  or  more  of  the  basic  sciences  at  an  accredited 
college  or  university,  and  not  holding  the  degree  of 
Doctor  of  Medicine  or  Osteopathy. 

Emeritus:  Retired  members  who  have  chosen  not  to 
renew  their  license. 


1983  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

Regular 

$430 

Resident 

43 

Military  Service 

4)- 

Associate 

4)- 

Life 

4)- 

Honorary 

-0- 

Retired 

-0- 

Part-time  Practice 

215 

Over  Age  70 

215 

Scientific  Fellow 

-0- 

Emeritus 

-0- 

Candidate — 

Freshman  Year 

Medical  Student 

-0- 

Sophomore  and 
Succeeding  Medical 
Student  Years  10 

Postgraduate — One  10 


AMA  COUNTY 

$3 1 5 Normal  County  Dues 
45  Varies 

315  or  45  -0- 

4)-  -0- 

-0-*  -0- 

4).*  -0- 

4)-*  -0- 

315*  Normal  County  Dues 
4)-*  Normal  County  Dues 
-0- 
-0- * 


15  Varies 


15 

Varies 

45 

Varies 

♦Due  to  recent  policy  changes  by  the  AMA,  future  exemptions  from  AMA 
dues  will  be  given  to  those  physicians  who  are  over  70  years  of  age  and  are 
retired  from  practice  or  practice  1000  hours  or  less  a year. 

State  Society  dues  are  prorated  on  a monthly  basis  for  those 
elected  to  membership  July  1 through  September  30.  Those 
elected  after  September  30  have  no  dues  payable  for  the  balance 
of  the  year  in  which  they  are  elected.  AMA  dues  follow  the  same 
pattern  except  prorating  is  on  a semiannual  basis  rather  than 
monthly  basis. 


1983  MEMBERSHIP  DIRECTORY.  For  the  past  two  years  the  Membership  Directory  has  been 
published  in  the  January  issue.  In  1983  it  will  be  published  in  the  July  issue,  thus  making 
it  as  current  as  possible  since  delinquent  members  are  removed  from  the  roster  on  May  15  in 
accordance  with  the  Constitution  and  Bylaws  of  the  State  Medical  Society.  Therefore,  the  May 
31  monthly  computerized  membership  roster  will  be  used  in  development  of  the  Directory. 
Further  information  on  the  Directory  issue  will  be  provided  in  subsequent  issues  of  the  WMJ. 
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N0A£  Yxj  Can  Uge 

By  EARL  THAYER,  Secretary /BERNIE  MARONEY,  Assistant  Secretary 


PLANNING  TO  BUY  A NEW  TYPEWRITER?  READ  THIS.  Now  you  can  get  14  percent  off  on  any  currently 
produced  model  of  IBM’s  typewriter  line.  Shortly  after  January  1 every  physician’s  office  will  receive  a letter 
from  SMS  Services,  Inc  outlining  the  details  of  this  opportunity.  There  are  no  “hookers;”  you  can  choose 
any  model,  but  you  must  do  so  before  June  30,  1983.  IBM  rarely  makes  discount  offers,  but  this  has  been 
made  possible  by  a cooperative  agreement  for  the  mass  purchase  of  typewriters  from  IBM  through  the 
North  Central  Medical  Conference,  a six-state  medical  organization  in  which  Wisconsin  is  a participating 
member.  Watch  for  the  mailing. 


MORE  ON  TYLENOL®  TAMPERINGS.  As  a result  of  the  recent  deaths  in  the  Chicago  area  due  to  drug  tam- 
pering, patients  may  be  seeking  assurance  from  their  physicians  regarding  the  medications  they  are  taking 
and  their  safety.  McNeil  Laboratories,  the  manufacturer  of  Tylenol® , remind  physicians  of  the  following 
significant  facts:  ‘Only  Extra-Strength  Tylenol®  capsule  products  were  adulterated.  No  other  Tylenol®  prod- 
ucts have  been  implicated.  *The  deaths  were  limited  to  the  Chicago  area.  • Isolated  incidents  reported  out- 
side of  the  Chicago  area  were  found  to  be  unrelated  to  the  cyanide  tampering  with  Extra-Strength  Tylenol® 
capsules.  *The  tamperings  did  not  take  place  at  a McNeil  facility.  An  investigation  by  the  Food  and  Drug 
Administration  indicated  that  the  adulterations  took  place  at  the  retail  level. 


SMS  FILES  RENEWED  PSYCHOTHERAPY  MOTION.  SMS  has  filed  an  amended  complaint  and  motion  in 
federal  court  to  preliminarily  enjoin  further  implementation  of  Wisconsin’s  prior  authorization  plan  for 
Medicaid-financed  psychiatric  services.  Federal  District  Court  Judge  Barbara  Crabb  denied  the  original 
motion  for  injunction  last  June,  but  in  doing  so  left  open  the  possibility  of  the  Society  filing  a renewed 
motion.  The  Society  is  seeking  to  block  further  implementation  of  a DHSS  policy  placing  community  mental 
health  boards  in  the  role  of  “gatekeeper”  to  Medicaid  patients  in  need  of  psychiatric  services.  SMS  legal 
counsel  will  be  meeting  with  the  Federal  Magistrate  Monday,  December  20,  to  establish  dates  for  further  pro- 
ceedings on  the  issue.  Meanwhile,  SMS  is  continuing  to  work  with  the  membership  to  determine  the  effects 
of  the  Medicaid  Mental  Health  Board  Gatekeeper  System  on  Medicaid  patients,  their  families,  and  the  psy- 
chiatrists treating  them. 


PUBLIC  HAS  MIXED  VIEWS  ON  MD  ADVERTISING.  The  public  had  a mixed  reaction  to  advertising  by  phy- 
sicians, when  surveyed  as  part  of  a special  American  Medical  Association  public  opinion  poll  last  August. 
While  only  one  in  four  Americans  indicated  that  they  had  seen  any  physician  advertising  (other  than  phone 
book  listings),  public  respondents  gave  opinions  toward  future  increases  in  this  activity.  The  public  tends  to 
believe  that  advertising  by  physicians: 

— is  ethical  and  proper  (64%) 

— will  increase  competition  for  patients  (66%) 

— will  not  reduce  physicians’  professionalism  (68%) 

— will  help  people  to  choose  a physician  (62%) 

— will  not  affect  existing  patient’s  opinions  (66%) 

— is  not  a sign  of  unsuccessful  practice  (70%) 

In  a more  negative  vein,  the  public  believes  that  advertising: 

— will  not  be  done  by  “good  doctors”  (49%) 

— will  not  reduce  fees  (58%) 

— will  not  promote  better  physician-patient  relations  (70%) 

— will  not  be  truthful  and  honest  (58%) 

Attitudes  among  the  elderly  (those  aged  65  + ) are  sharply  more  negative  than  those  of  younger  respondents. 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane « m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.112 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol, 


driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971.  4.  Kales  A el  al:  JAMA  241: 1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
201: 1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet 
ing  of  the  American  Psychiatric  Association,  Washing 
ton,  DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 

Dalmane^  <E 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac 
terized  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SCOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights  .2 

^Seldom  produces  morning  hangover.3 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 4 s 


15-mg/30-mg  capsules 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Copyright  © 1983  by  Roche  Products  Inc.  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 


Dalmane*® 

flurazepam  HCI/Roche 
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‘Present  as  230  6 mg,  345  9 mg.  and  691  8 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to"200-  -~. 
mg.  300  mg,  and  600  mg  fenoprofen  respectively 


Additional  information  available  to  the  profession  on  request. 


^□ista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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Famous 

Pedis 

The  Columbia  space  shuttle  was  a 
triumph  of  teamwork.  And  along 
with  Young  and  Crippen  went 
Anusol-HC  Cream  to  treat  prior 
anorectal  conditions  aggravated  by 
"G-Force”  stresses  of  exiting  and 
reentering  the  earth's  atmosphere. 


Anusol-HC 

& Tucks 


. . . another  well-known  pair  that  work  so  well 
together!  Ninety-five  percent  of  colon/ 
rectal  surgeons  surveyed  * added 
Tucks  pads  concomitantly  to 
hemorrhoidal  treatment  programs 

Anusol-HC* 

Suppositories/Cream 
with  Hydrocortisone  Acetate 

The  # 1 physician- 
prescribed  product  for 
hemorrhoids  and  other 
common  anorectal 
disorders ** 

□ Antiinflammatory  to  relieve 
itch,  pain,  and  edema. 

□ Astringent,  to  protect  against  further  tissue 
damage. 

□ Emollient,  for  easier  bowel  movements. 


And,  when  pain  is  a special  problem,  AnusoF 

Ointment  offers  the  benefits  of  the  topical  anesthetic  pramoxine  HC1. 
TUCKS R Pre-Moistened  Hemorrhoidal/Vaginal  Pads 


Please  see  opposite  page  for 
brief  summary  of  prescribing 
information. 
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"Data  on  file,  Marketing  Research  Dept.  Parke-Davis 
© 1983  Warner-Lambert  Company 
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The  # 1 hemorrhoidal*' pad  for  added  external  relief  and  gentle 
cleansing. 

□ Soothes,  cools,  comforts,  and  cleanses  irritated  anorectal  areas.  PARKE-DAVIS 

Div  of  Warner-Lambert  Co 

Once  pain  and  inflammation  subside,  for  dual  action  recommend  Morris  Plains,  nj  07950 

regular  ANUSOLF  and  TUCKS !® 


TUCKS® 

Pre- Moistened  Hemorrhoidal/ Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses  — TUCKS  extra- 
soft  cloth  pads  allow  for  the  gentlest  possible  application  to 
tender,  inflamed,  hemorrhoidal  tissue  TUCKS  are  effective 
cleansing  pads  for  everyday  personal  hygiene  Used  on 
outer  rectal  areas,  they  remove  residue  that  can  bring  on 
more  irritation  Pads  are  premoistened  with  50%  witch 
hazel.  10%  glycerin  USP  and  de- ionized  purified  water 
USP  which  acts  as  a cooling,  soothing  lotion  to  help  com- 
fort sensitive  anorectal  tissue 

Vaginal  Uses  — Comforting  as  an  adjunct  in  postoperative 
care  after  episiotomies  and  other  vaginal  surgery  or  when 
relief  from  vaginal  itching,  burning  or  irritation  is  required 


ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 
Caution:  Federal  law  prohibits  dispensing  without 
prescription 

Description:  Each  Anusol-HC  Suppository  contains  hydro- 
cortisone acetate.  10  0 mg.  bismuth  subgallate.  2 25%  bis- 
muth resorcin  compound.  175%.  benzyl  benzoate.  1 2%. 
Peruvian  balsam.  18%.  zinc  oxide.  110  mg,  also  contains 
the  following  inactive  ingredients  dibasic  calcium  phos- 
phate. and  certified  coloring  in  a hydrogenated  vegetable 
oil  base 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5 0 mg.  bismuth  subgallate.  22  5 mg.  bismuth 
resorcin  compound.  17  5 mg:  benzyl  benzoate,  12  0 mg; 
Peruvian  balsam.  18  0 mg,  zinc  oxide.  110  0 mg,  also  con- 
tains the  following  inactive  ingredients  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbi- 
tan  monostearate  in  a water-miscible  base  of  mineral  oil. 
glyceryl  stearate  and  water 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help 
to  relieve  pain,  itching  and  discomfort  arising  from  irritated 
anorectal  tissues  These  preparations  have  a soothing, 
lubricant  action  on  mucous  membranes,  and  the  antiinflam- 
matory action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily 
effective  because  of  its  antiinflammatory,  antipruritic  and 
vasoconstrictive  actions 

Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the  sympto- 
matic relief  of  pain,  itching  and  discomfort  in  external  and 
internal  hemorrhoids,  proctitis,  papillitis,  cryptitis,  and  fis- 
sures. incomplete  fistulas,  pruritus  am  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol®  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  are  contraindicated  in  those  patients  with  a his- 
tory of  hypersensitivity  to  any  of  the  components  of  the 
preparations 

Warnings:  The  safe  use  of  topical  steroids  during  preg- 
nancy has  not  been  fully  established  Therefore,  during 
pregnancy,  they  should  not  be  used  unnecessarily  on 
extensive  areas,  in  large  amounts  or  for  prolonged  periods 
of  time 

Precautions:  General:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects 

If  irritation  develops.  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  until  the  infec- 
tion has  been  adequately  controlled 

Anusol-HC  is  not  for  ophthalmic  use 
Pregnancy:  See  "WARNINGS" 

Pediatric  U»e:  Care  should  be  taken  when  using  the  corti- 
costeroid hydrocortisone  acetate  in  children  and  infants 
Dotage  and  Administration:  Anusol-HC  Suppositories  — 
Adults  Remove  foil  wrapper  and  insert  suppository  into 
the  anus  Insert  one  suppository  in  the  morning  and  one 
at  bedtime  for  3 to  6 days  or  until  inflammation  subsides 
Then  maintain  comfort  with  regular  Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  the  tube  cap  and  apply  to 
the  exterior  surface  and  gently  rub  in.  For  internal  use.  at- 
tach the  plastic  applicator  and  insert  into  the  anus  by 
applying  gentle  continuous  pressure  Then  squeeze  the 
tube  to  deliver  medication  Cream  should  be  applied  3 or 
4 times  a day  for  3 to  6 days  until  inflammation  subsides 
Then  maintain  comfort  with  regular  Anusol  Ointment 

NOTE  If  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories  — boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in 
silver  foil  strips  with  Anusol-HC  printed  in  black 

Anusol-HC  Cream  — one-ounce  tube  (N  0071-3090-13) 
with  plastic  applicator 
Store  between  15°  - 30°  C (59°  - 86°  F). 
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President's  Ic^e 


Gerald  C Kempthorne,  MD 


Resolved,  That  I will  hold  fees 
to  the  current  level 


At  the  risk  of  alienating  my  colleagues  around  the 
state,  one  final  discussion  about  fees  seems  to  be  in 
order.  During  my  presidency,  it  has  been  my  inten- 
tion to  encourage  the  profession  to  reflect  seriously 
on  the  costs  involved  in  healthcare  as  well  as  their 
fees.  Some  will  recall  my  urging  of  the  profession  to 
voluntarily  restrain  their  fee  increases  in  these 
troubled  times.  Recently  I recommended  to  the 
Board  of  Directors  that  we  address  that  concern 
once  again.  It  is  my  conviction  that  the  member- 
ship-at-large  would  welcome  a stroke  of  positive 
action  by  the  State  Medical  Society.  Traditionally, 
organized  medicine  has  not  been  known  for  its 
strong  stand  at  “holding  the  line”  on  fees.  Further- 
more, in  1983  we  have  not  encouraged  the  attitude 
that  we  would  accept  less  than  the  expected  increases 
in  the  Medicaid  program,  even  though  we  are  the 
highest  paid  physicians  in  any  Medicaid  program  in 
the  United  States.  Yet,  in  these  very  difficult  times 
with  unemployment  and  recession,  it  seems  appro- 
priate to  discuss  these  concerns  one  more  time, 
especially  in  view  of  the  state  deficit. 

There  seems  to  be  an  impression  that  most  of  us 
charge  fair  fees.  Conversely,  there  is  an  innuendo 
circulating  around  the  profession  that  some  of  our 
colleagues  charge  too  much.  Is  the  idea  that  only 
a minority  potentially  charges  too  much  responsible 
for  our  reluctance  to  address  that  issue?  Are  we  suf- 
fering from  the  “syndrome”  of  trying  to  keep  our 
fees  “high”  in  order  to  also  keep  our  Medicare  pro- 
file high?  Is  it  possible  some  of  us  believe  that  we 
must  keep  our  fees  “high”  in  case  somebody  in 
government  declares  a freeze,  as  happened  before? 
To  this  President,  such  an  approach  is  not  a reason- 
able way  to  analyze  our  fees. 

There  are  ways  and  means  to  address  the  concern 
of  excessive  fees  within  our  own  house,  if  we  should 
choose  to  act.  Certainly,  we  are  entitled  to  setting 
our  own  fair  fees  for  our  own  services.  However, 
those  fees  should  be  based  on  not  what  the  traffic 
will  bear  but  what  the  service  is  worth.  Even  the 
maximum  allowable  fee  schedule  of  the  Medicaid  pro- 
gram encourages  physicians  to  charge  the  maximum 


allowable.  Certainly,  the  relative  value  guide  of  some 
insurance  companies  encourages  many  of  us  to 
charge  the  maximum  allowable — knowing  full 
well  the  fee  will  be  paid,  even  if  it  is  more  than  we 
might  charge  an  uninsured  patient.  Wouldn’t  it  be 
interesting  if  we  set  our  fees  based  only  on  what  we 
thought  our  service  was  worth  at  any  one  time  under 
any  one  set  of  circumstances  without  a “bible  of  fee 
guidelines?” 

If  the  medical  profession  has  a small  minority  of 
colleagues  who  possibly  “overcharge”  our  referred 
patients,  there  is  no  reason  why  we,  as  individual 
physicians,  cannot  confront  our  colleagues  about 
our  concern.  Isn’t  that  approach  better  than  regu- 
lation? Surely,  it  should  not  be  necessary  to  discuss 
this  problem  in  the  public  arena,  if  it  exists.  We 
ought  to  be  able  to  resolve  it  in-house  and  without 
the  Federal  Trade  Commission’s  retribution! 

The  real  problem  today  is  the  sorry  state  of  the 
economy  and  the  suffering  of  many  of  our  people. 
The  recession  continues  and  unemployment  seems  to 
show  little  improvement.  The  medical  profession 
always  has  demonstrated  its  humanitarian  role  in 
any  crisis  this  great  country  has  ever  sustained.  His- 
tory has  recorded  the  valiant  efforts  of  doctors 
throughout  our  entire  200-year  history  of  a free  and 
wonderful  democracy.  The  enemy  today  is  more 
subtle — manifested  by  the  sadness  surrounding  loss 
of  employment,  unreasonable  interest  rates  pre- 
venting the  average  citizen  from  building  his  dream 
home,  costly  healthcare,  government  deficits,  in- 
creased taxes,  and  other  social  ills. 

I appeal  to  the  membership  to  demonstrate  a 
stroke  of  real  humanitarianism  by  resolving  to  vol- 
untarily hold  fees  to  the  current  level  for  this  year. 
Furthermore,  I urge  all  physicians  in  Wisconsin  to 
voluntarily  accept  a no-increase  posture  for  the 
Medicaid  program  in  1983.  Clearly,  these  acts  of 
genuine  concern  for  our  patients  will  truly  be  appre- 
ciated by  the  citizens  of  Wisconsin.  Our  profession 
is  the  one  profession  which  is  capable  of  demon- 
strating this  act  of  good  faith  without  expecting  a 
“thank  you”  note  from  government  or  anyone 
else.  ■ 
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Your  future 
has  just  arrived. 


Meet  Data  Acquisition,  a new  cure 
from  Blue  Cross  & Blue  Shield  for 
that  nagging  ailment  — excessive 
claims  paperwork. 

It’s  the  new  and  important  medi- 
cal system  for  tomorrow’s  electronic 
high-accuracy  world.  And  it’s  ready 
for  you  today. 


Data  Acquisition’s  service  takes 
the  paperwork  out  of  billing  by  linking 
your  office  direct  to  ours  (and  to  our 
computers)  with  an  easy-to-use, 
inexpensive  CRT  unit. 

You  get  50%  faster  claims 
turnaround,  greater  accuracy  and  re- 
duced patient  inquiries.  Plus  much 
more.  And  you  don’t  have  to  be  part  of 
a large  clinic  to  benefit.  It  fits  all  sizes. 

We’ve  got  a special  hot  line 
number:  414/226-5780.  Call  and 
we’ll  rush  you  full  details. 


Blue  Cross  & 
Blue  Shield 

United  of  Wisconsin 


Editorials 


WAYNE  J BOULANGER,  MD,  Editorial  Director 


Official  positions  of  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society. 


The  contingency  fee 

When  doctors  get  to  crying  in  their  beer  about 
eye-popping  malpractice  settlements,  the  discussion 
inevitably  settles  on  the  victorious  lawyers  and  their 
contingency  fees.  Ultimately  the  unanimous  con- 
clusion is  that  judges  are  lawyers  after  all,  and 
they’re  not  going  to  stand  in  the  way  of  one  of  their 
brethren  striking  paydirt,  so  they’ll  always  approve 
of  the  lawyer’s  fee,  even  though  it  may  be  one-third 
of  a million  dollars  or  so. 

Then  the  discussion  gets  to  the  point  where  all 
agree  that  legislation  is  the  only  way  to  solve  the 
malpractice  problem,  and  that  the  law  must  strike 
down  the  contingency  fee  and  provide  for  some  sort 
of  no-fault  insurance  which  would  compensate  the 
victim  according  to  a preset  schedule  without  re- 
ward for  pain  and  suffering  and  would  guarantee 
payment  of  legal  fees  within  preset  limits. 

Then  everybody  goes  home,  satisfied  that  they 
have  solved  the  problem. 

But  maybe  we  ought  to  look  at  the  other  side  of 
the  contingency  fee.  It  hasn’t  lasted  as  long  as  it  has 
just  because  most  legislators  and  judges  are  lawyers. 

A no-fault  insurance  law  would  probably  guar- 
antee any  lawyer  who  took  any  case  payment  of  his 
fee.  That  would  mean  a lawyer  would  be  paid 
whether  or  not  the  case  had  merit. 

It  would  mean  many  more  suits  being  brought  by 
many  more  and  probably  less  competent  lawyers.  It 
could  cost  us  all  a lot  more  in  time  and  money. 

With  the  contingency  fee,  the  lawyer  who  takes 
the  case  is  risking  his  investment  of  time  and  ex- 
penses. If  he  loses,  he  gets  nothing.  A good  lawyer 
won’t  take  a case  where  there  isn’t  a reasonable 
chance  at  winning,  and  the  litigant  can  avoid  the  un- 
skilled lawyer  because  the  contingency  fee  system 
makes  the  good  lawyer  affordable. 

Perhaps  we’re  all  better  off  the  way  we  are. 

— WJB 


Chapter  142  revived 

The  recent  economic  recession  has  revived  the 
interest  in  Chapter  142  of  some  county  welfare  direc- 
tors. The  chapter  pertains  to  the  admission  of  pa- 
tients to  the  University  of  Wisconsin  Hospital  and 
Clinics. 

The  first  paragraph  states  that  if  a person  is  finan- 
cially unable  to  provide  proper  treatment,  he  or  she 
may  be  treated  at  the  University  of  Wisconsin  Hos- 


pital and  Clinics  or  in  such  other  hospital  or  rehab- 
ilitation camp  as  the  county  director  of  public  wel- 
fare directs.  The  right  of  such  selection  does  not  exist 
in  counties  having  a population  of  500,000  or  more. 

The  chapter  continues  relative  to  payment  of 
charges.  It  states  that  the  net  cost  of  caring  for  pa- 
tients certified  to  the  University  of  Wisconsin  Hos- 
pital and  Clinics  shall  be  paid  one-half  by  the  state 
and  one-half  by  the  county  of  the  legal  settlement  of 
the  patient. 

There  is  no  question  that  the  University  Hospital 
and  Clinics  need  a bountiful  supply  of  patients  for 
teaching  in  the  Medical  School  and  for  training  the 
house  staff.  Questions  have  been  raised  about  the  al- 
leged economy  for  the  county  welfare  departments, 
even  when  the  county  contributes  only  50%  for  the 
cost  of  care.  It  is  likely  that  a number  of  smaller 
hospitals  in  outlying  counties  have  much  lower  daily 
hospital  rates.  There  also  is  a matter  of  logistics. 
Patients  living  several  hundred  miles  from  Madison 
are  obliged  to  be  transported  not  only  for  initial 
treatment  but  also  for  follow-up  care.  This  may  in- 
volve the  cost  of  transportation  as  well  as  an  expen- 
sive overnight  stay  in  Madison. 

It  is  very  likely  that  the  House  of  Delegates  of  the 
State  Medical  Society  will  be  hearing  more  about  this 
situation  at  the  Annual  Meeting  and  it  may  also 
come  to  the  attention  of  the  State  Legislature. — VSF 


No  more  hangnails 

“Three  little  words— that’s  all  I live  for  the 
rest  of  my  days,”  so  the  old  song  went.  It  will  be 
making  a comeback,  but  the  three  little  words  are 
no  longer  “I  love  you.”  Instead,  they  are  Diagnostic 
Related  Groups  (DRGs),  a product  of  TEFRA,  the 
Tax  Equity  and  Fiscal  Responsibility  Act  of  1982; 
and  they  have  nothing  whatever  to  do  with  the  bio- 
logical urge. 

Most  of  us  were  so  preoccupied  with  the  FTC 
battle  and  other  medical-political  concerns  that 
TEFRA  and  its  DRGs  slipped  by  relatively  un- 
noticed in  September  1982.  At  first  glance  it  seemed 
to  be  primarily  a hospital  problem  anyway,  and 
that  is  true;  but  as  hospitals  react  to  it,  we  who  prac- 
tice in  them  will  be  profoundly  affected. 

(This  does  not  refer  to  the  TEFRA  regulations  re- 
garding hospital-based  physicians  such  as  radio- 
logists and  pathologists,  which  are  a separate  con- 
cern.) 
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EDITORIALS  continued 


Basically,  the  Act  changes  the  method  of  hospital 
reimbursement  for  Medicare  patients.  Hospitals  will 
be  paid  on  the  basis  of  a preset  fee  for  the  discharge 
diagnosis  multiplied  by  the  case  mix  index  number 
for  that  particular  hospital.  For  example,  a hernia  is 
worth  a certain  number  of  dollars  to  a hospital  re- 
gardless of  length  of  stay  or  utilization  of  laboratory, 
x-ray,  etc,  multiplied  by  the  case  mix  index.  (The 
case  mix  index  is  based  on  a 20%  sample  of  all  Med- 
icare patients  for  each  hospital.  Hospitals  which  take 
care  of  sicker  patients  will  generally  have  a higher  in- 
dex number.)  If  the  base  figure  for  a hernia  is  $2000, 
and  your  hospital’s  case  mix  index  number  is  1.1, 
the  hospital  would  receive  $2200  whether  the  patient 
stayed  one  day  or  ten  days. 

You  say  OK,  what’s  wrong  with  that?  Maybe 
nothing.  But  what  if  your  patients  are  mostly  old 
people  with  a lot  of  complicated  problems  which 
tend  to  lengthen  their  hospital  stay?  Under  the  old 
system  you  were  a knight  in  shining  armor  in  the  eyes 
of  the  administrator,  a staff  member  worth  cozying 
up  to.  You  kept  the  beds  full  at  $500  a day.  Under 
the  new  system  you’re  suddenly  going  to  find  your- 
self a pariah,  and  no  longer  the  apple  of  the  adminis- 
trator’s eye,  because  you  are  putting  the  hospital  in 
the  red. 

Will  there  be  ways  to  beat  the  system?  Undoubt- 
edly. One  can  predict  all  sorts  of  bizarre  new  diag- 
noses for  which  no  prior  track  record  has  been  estab- 
lished that  can  lead  to  more  complicated  and  hence 
more  lucrative  DRGs.  Rest  assured,  there  will  be  no 
more  hangnails.  Instead  there  may  be  many  cases 
of  the  dreaded  acute  disruption  of  the  eponychium. 

There  will  be  a lot  of  bugs  in  the  system,  and  un- 
doubtedly revision  will  be  necessary  after  imple- 
mentation. One  thing  is  certain,  however:  we  will  all 
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be  doing  more  paper  work  which  will,  of  course, 
require  more  people  to  process  the  paper — and  that’s 
what  makes  the  world  go  ’round. — WJB 


The  formula  fight 

The  Washington  Post  is  perhaps  better  known 
for  its  investigative  reporting,  especially  on  the 
political  scene.  Recently,  however,  the  Post  carried 
an  editorial  relating  that  perhaps  the  infant  formula 
threat  had  been  blown  out  of  proportion.  The  edit- 
orial indicated  that  there  was  concern  among  health 
professionals  and  researchers,  including  the  Ameri- 
can Academy  of  Pediatrics,  that  the  role  of  infant 
formula  as  a threat  to  infants  in  developing  nations 
has  distracted  attention  from  other  important  fac- 
tors. Unsanitary  water  supplies,  undernourished 
mothers,  and  insufficient  spacing  of  children  are 
known  to  be  far  more  important  determinants  of 
infant  mortality. 

The  editorial  acknowledges  the  harmful  effects 
of  aggressive  marketing  tactics  and  the  health  hazard 
posed  to  babies  by  overdiluting  or  mixing  formula 
with  polluted  water.  The  editorial  also  pointed  out 
the  sketchy  nature  of  the  data  linking  formula  mar- 
keting and  infant  mortality. 

The  links  between  duration  of  breast-feeding  and 
subsequent  infant  survival  probably  have  more  to  do 
with  the  initial  health  status  of  the  mother  and  child 
than  with  any  presumed  switch  to  formula,  the 
editorial  continued.  Further,  there  is  no  hard  evi- 
dence of  a major  decline  in  breast-feeding  among 
poor  women  in  most  underdeveloped  countries. 
Conversely,  a very  substantial  decline  in  breast- 
feeding has  been  documented  in  Taiwan  and  Malay- 
sia where  there  has  actually  been  a remarkable  drop 
in  infant  mortality.  The  editorial  pointed  out  that 
both  factors  are  related  to  rising  incomes,  improved 
standards,  and  more  women  working  outside  the 
home. 

The  editorial  recognized  the  important  attention 
given  to  the  problem  of  high  infant  mortality  in 
many  countries  by  the  anti-formula  crusade,  but 
concluded  that  the  international  health  policy  needs 
a broader  perspective  and  that  fear  of  abuse  should 
not  block  the  availability  of  high-quality  formula 
where  it  is  needed.  It  emphasized  that  it  should  not 
distract  attention  from  the  fact  that  improving  sani- 
tation, education,  and  general  living  conditions  are 
the  surest  ways  to  make  substantial  reductions  in  in- 
fant mortality.  It  will  be  interesting  to  see  how  the 
militants  react  to  this  new  aspect  relative  to  infant 
formula  and  to  see  if  they  direct  their  energy  into 
broader  and  more  productive  channels. — VSFh 
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Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1109,  Madison,  Wis  53701. 


Formaldehyde  rule 

To  the  Editor:  Recently  a Dane  County  Judge  up- 
held a rule  by  the  Department  of  Industry,  Labor 
and  Human  Relations  (DIHLR)  to  limit  formalde- 
hyde exposure  in  mobile  homes  to  0.4  ppm.  Al- 
though this  is  somewhat  higher  than  the  level  orig- 
inally recommended  by  the  State  Medical  Society 
(0.1  ppm),  it  is  certainly  preferable  to  no  standard  at 
all.  Although  the  plaintiffs  (Manufactured  Housing 
Institute  of  Arlington,  Virginia)  are  expected  to 
appeal,  it  seems  unlikely  they  will  be  granted  further 
stay  of  enforcement.  This  ruling,  and  a similar  ju- 
dicial decision  from  the  State  of  Minnesota,  should 
be  reassuring  to  mobile  home  residents  and  to  those 
entrusted  with  protection  of  the  public  health.  Ef- 
forts by  Dr  Henry  Anderson  Jr,  of  the  Society’s 
Committee  on  Occupational  and  Environmental 
Health  in  formulating  and  defending  this  regulation, 
deserve  special  commendation. 


There  is  also  a valuable  lesson  here  for  other  in- 
dustry groups  who  may  be  inclined  to  challenge 
public  health  standards.  The  formaldehyde  rule  was 
borne  of  cooperative  effort  on  the  part  of  the  State 
government,  the  medical  profession,  consumer 
groups  and  responsible  mobile  home  manufacturers. 
It  was  a consensus  standard  convincingly  supported 
by  available  medical,  economic,  and  technical  feas- 
ibility data.  Precedent  has  shown  that  standards  so 
derived  are  likely  to  withstand  even  the  most  con- 
certed legal  challenges.  Industry  would  be  well  ad- 
vised to  present  its  case  early  in  the  course  of  the 
standard-setting  process  and  not  to  squander  pre- 
cious economic  resources  on  futile,  “eleventh  hour” 
court  challenges. 

Edward  P Horvath  Jr,  MD,  MPH 

Department  of  Occupational 
Medicine 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  Wisconsin  54449H 
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Wisconsin  physicians’  response  to  child  abuse 
and  neglect  (CAN) . . . Part  I:  Is  it  adequate? 


Gerald  E Porter,  MD,  Marshfield,  Wisconsin 

ABSTRACT.  In  1963,  one  year  after  the  term  "battered- 
child"  was  coined,  Wisconsin  passed  the  first  of  a series 
of  child  abuse  laws.  Since  then  Wisconsin  physicians  each 
year  have  reported  increasing  numbers  of  suspected  child 
abuse  (and  more  recently  neglect)  cases,  from  23  in  1966 
to  281  in  1980.  However,  social  workers  frequently  allege 
we  Wisconsin  physicians  do  not  know  the  provisions  of 
our  child  abuse  law,  do  not  adequately  recognize  cases  of 
child  abuse/neglect,  or  do  not  adequately  report  these 
cases  as  required  by  law.  This  article  presents  evidence 
that  these  allegations  could  be  true,  reviews  the  history  of 
the  problem  and  the  provisions  of  Wisconsin  law  as  they 
relate  to  physicians,  and  presents  suggestions  as  to  how 
we  Wisconsin  physicians  could  improve  our  performance 
in  detecting  and  handling  these  cases. 

THE  Wisconsin  Child  Abuse  and  Neglect  Act 
became  law  May  24,  1978. ,(p3)  Service  as  chairman  of 
the  committee  which  originally  drafted  that  Act  and 
on  other  national  and  state  committees  dealing  with 
child  abuse  and  neglect  (CAN)  gives  me  opportuni- 
ties to  interact  with  nonphysician  professionals 
charged  with  implementing  that  and  similar  laws. 
Those  professionals  allege  that  we  physicians  inade- 
quately respond  to  both  legal  and  ethical  mandates 
regarding  abused  and  neglected  children. 2(p50)3(p27) 
These  individuals  believe  we  physicians  (among 
other  professionals)  are  in  need  of  training  in:  (1) 
recogniton  of  CAN,  (2)  the  obligation  to  report  sus- 
pected cases  of  CAN,  and  (3)  the  requirements  of  the 
Wisconsin  Child  Abuse  and  Neglect  Act.2(p50) 

This  paper  reviews  the  history  of  child  abuse  legis- 
lation in  Wisconsin,  the  provisions  of  our  present 
law,  data  concerning  Wisconsin  physicians’  response 
to  that  law,  and  my  concept  of  the  Wisconsin  phy- 
sician’s optimal  role  in  the  detection  and  manage- 
ment of  these  disorders. 


I.  History 

CAN  are  as  old  as  civilization  and  yet  formal 
recognition  as  a medical  entity  is  very  recent.  Private 
and  public  social  agencies  trace  their  involvement 


From  the  Department  of  Pediatrics,  Marshfield  Clinic  and  Marshfield 
Medical  Foundation,  Marshfield.  Reprint  requests  to:  Gerald  E Porter, 
MD,  Marshfield  Clinic,  1000  North  Oak  Ave,  Marshfield,  Wis  54449 
(phone:  715/387-5251).  Copyright  1983  by  the  State  Medical  Society  of 
Wisconsin. 


with  dependent /neglected  children  to  the  1874  case 
of  Mary  Ellen,  a maltreated  girl  in  New  York  City. 
Her  protection  was  eventually  provided  by  the  So- 
ciety for  the  Prevention  of  Cruelty  to  Animals  as 
there  was  then  no  such  organization  for  maltreated 
humans. 1,pl)  Kempe  and  associates  in  Denver 
brought  this  problem  to  physicians’  attention  with 
their  classic  article  in  1962  coining  the  phrase  “the 
battered  child.”4  It  is  not  within  the  scope  of  this 
article  to  review  the  clinical  description  of  CAN  or 
the  psychodynamics  leading  to  it.  Such  reviews  are 
found  in  standard  pediatric  textbooks5  and  in  mono- 
graphs on  this  subject.6’7 

Subsequent  to  Kempe’s  article  all  50  states 
adopted  mandatory  reporting  laws.  Wisconsin’s 
first  law  relating  to  child  abuse  in  1963  was  not  man- 
datory but  allowed  abrogation  of  the  confidential 
patient-physician  relationship  (and  thus  reporting  to 
appropriate  officials)  in  cases  of  suspected  child 
abuse  and  directed  the  physician  to  report  such  cases 
to  the  county  district  attorney  or  sheriff.8 

The  Legislature  in  1965  created  Section  48.981, 
“Reports  on  Abused  or  Injured  Children,”  (Chapter 
48  of  Wisconsin  Statutes  is  the  “Children’s  Code”). 
This  required  physicians,  surgeons,  nurses,  social 
workers,  and  school  administrators  to  report  injuries 
to  children  “caused  by  other  than  accidental  means” 
to  county  child  welfare  or  law  enforcement  agencies. 
A penalty  for  failure  to  report  was  included. 1|p2)  In 
1967  this  was  amended  to  expand  the  kinds  of  pro- 
fessionals required  to  report  and  to  provide  immun- 
ity from  civil  as  well  as  criminal  liability  to  those  re- 
porting in  good  faith.9 

II.  Provisions  of  present  law'tpp3 16> 

Our  present  CAN  law  (effective  May  1978)  com- 
pletely revised  and  expanded  Section  48.981.  Its 
purpose  is  “to  protect  the  health  and  welfare  of  chil- 
dren by  encouraging  the  reporting  of  suspected  child 
abuse  and  neglect  in  a manner  which  assures  that  ap- 
propriate protective  services  will  be  provided  to 
abused  and  neglected  children  and  that  appropriate 
services  will  be  offered  to  families  of  abused  and 
neglected  children  in  order  to  protect  such  children 
from  further  harm  and  to  promote  the  well-being  of 
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Table  1 — Cases  of  child  abuse  and  neglect  reported  to  W isconsin  Department  of  Health  and  Social  Services,  1966-1980 


Year 

Reports 
of  abuse 

Reports 
of  neglect 

Reports  of 
abuse  and 
neglect 

Total  CAN 
reports 

Reports  by 
physician 

Deaths 
from  CAN 

1966 

94 

94 

5 

1967 

235 

235 

23 

6 

1968 

298 

298 

14 

9 

1969 

356 

356 

27 

15 

1970 

402 

402 

31 

15 

1971 

419 

419 

47 

8 

1972 

645 

645 

41 

14 

1973 

1283 

1283 

63 

7 

1974 

1622 

1622 

69 

5 

1975 

2033 

2033 

87 

11 

1976 

2097 

2097 

121 

8 

1977 

2518 

2518 

139 

12 

1978 

2898 

2391 

197 

5486 

* 

12 

1979 

3307 

4166 

547 

8020 

253 

25 

1980 

3650 

4149 

487 

8286 

281 

10 

•Comparable  data  not  available. 


the  child  in  his  or  her  home  setting,  whenever  pos- 
sible.” 

It  defines  abuse  as  “any  physical  injury  inflicted 
on  a child  by  other  than  accidental  means,  or  sexual 
intercourse  or  sexual  contact  under  s. 940. 225.  In  this 
paragraph,  ‘physical  injury’  includes  but  is  not  lim- 
ited to  severe  bruising,  lacerations,  fractured  bones, 
burns,  internal  injuries  or  any  injury  constituting 
great  bodily  harm  under  s. 939. 22  (14).” 

A neglected  child  is  defined  as  “a  child  whose 
parent,  guardian,  legal  custodian,  or  other  person 
exercising  temporary  or  permanent  control  over  the 
child  neglects,  refuses  or  is  unable  for  reasons  other 
than  poverty  to  provide  necessary  care,  food,  cloth- 
ing, medical  or  dental  care  or  shelter  so  as  to  seri- 
ously endanger  the  physical  health  of  the  child.” 

It  expands  the  list  of  mandated  reporters  to  in- 
clude essentially  all  medical,  nursing,  social  work, 
educational,  law  enforcement,  and  child  care  pro- 
fessionals and  paraprofessionals  and  encourages  re- 
porting by  nonprofessionals  (neighbors,  friends, 
and  relatives  of  abused  and  neglected  children),  by 
“allowing”  them  to  report. 

Under  the  Act  persons  required  to  report  shall 
“immediately  contact,  by  telephone  or  personally, 
the  county  agency,  sheriff  or  city  police  department 
and  shall  inform  the  agency  or  department  of  the 
facts  and  circumstances  contributing  to  a suspicion 
of  child  abuse  or  neglect.  The  sheriff  or  police  de- 
partment shall  within  24  hours,  exclusive  of  Satur- 
days, Sundays  or  legal  holidays,  refer  to  the  county 
agency  all  cases  reported  to  it.  The  county  agency 
may  require  that  a subsequent  report  be  made  in 
writing.” 

It  provides  a person  participating  under  this  law 
“in  good  faith”  immunity  from  liability,  criminal  or 
civil.  Such  “good  faith”  is  presumed.  It  provides  a 
penalty  for  willful  violation  of  this  act  of  a fine  of 


not  more  than  $100  or  imprisonment  of  not  more 
than  six  months  or  both.’ 

The  law  further  requires  the  county  department  of 
social  services  (CDSS),  to  inform  within  60  days  a 
mandated  reporter  who  makes  the  initial  report  as  to 
whether  the  report  is  indicated  or  unfounded  and 
that  steps  are  being  taken  to  protect  the  health  and 
welfare  of  the  child  so  reported. 

The  remainder  of  the  law’s  provisions  apply 
mainly  to  the  State  Department  of  Health  & Social 
Services  and  to  CDSS  as  to  how  they  shall  investi- 
gate reports,  the  establishment  of  a central  registry, 
confidentiality  provisions,  establishment  of  hearings 
for  alleged  perpetrators  of  abuse  and  neglect,  ap- 
pointments of  guardians  ad  litem  (legal  counsels)  for 
children  subject  to  judicial  proceedings  regarding 
CAN,  the  development  of  education  and  training 
programs  and  the  publication  of  an  annual  report. 
(Such  reports  are  issued  in  August  of  each  following 
year). 

Excerpts  from  this  law  were  published  in  the  Wis- 
consin Medical  Journal  “Blue  Book”  June  197910 
and  briefly  each  year  thereafter. 

III.  CAN  reporting  by  Wisconsin  physicians 

From  the  earliest  days  of  mandated  reporting, 
Wisconsin  physicians  have  responded  by  reporting 
cases  of  child  abuse  (and  more  recently  neglect).  The 
question  remains:  do  we  respond  adequately? 

Table  1 shows  the  data  from  1966  through 
1980.' 1(pp7'20)  l2(pp9  25)'13  Total  reports  of  suspected  child 


*To  date  no  physician  has  been  convicted  of  a failure 
to  report  a case  of  CAN.  However,  the  author  has  heard 
of  a few  cases  in  other  states  where  physicians  have  been 
successfully  sued  for  malpractice  for  failure  to  report  such 
cases,  when  the  children  subsequently  sustained  addi- 
tional injuries. 
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abuse  have  increased  steadily  each  year  from  94  in 
1966  to  3650  in  1980,  a 40-fold  change.  Although 
there  is  some  evidence  that  incidence  of  child  abuse  is 
increasing,  it  is  believed  most  of  the  increase  is  due 
to  increased  awareness  both  by  professional  and  lay 
persons.  During  this  same  period,  suspected  abuse 
cases  reported  each  year  by  Wisconsin  physicians 
went  from  23  to  281,  a 12-fold  increase. 

Social  workers  at  all  levels  believe  we  physicians 
are  reporting  less  cases  than  we  actually  see  and  hard 
data  to  prove  or  refute  these  allegations  are  not 
available. 2(p50)>3(p27)  These  workers  quite  frequently 
discuss  cases  with  me  where  physicians  had  been  in- 
volved previously,  where  there  seemed  to  be  enough 
evidence  to  cause  physicians  to  “reasonably  suspect” 
CAN  and  yet  the  physicians  did  not  report  these 
cases.  These  cases  were  eventually  reported  by  other 
professionals  or  by  lay  persons  but  with  additional 
delay  and  sometimes  additional  injuries. 

Review  of  the  1980  data  reveals  that  the  frequency 
of  physicians’  reports  of  suspected  CAN  varied 
markedly  from  county  to  county,  ranging  from  no 
cases  in  29  of  Wisconsin’s  72  counties  to  46.9  reports 
per  100,000  population  in  Langlade  County.  Those 
counties  with  no  physician  reports  are  listed  in  Table 
2.  They  vary  in  size  from  Menominee  (population 
2607)  to  Manitowoc  (population  82,294),  and  they 
represent  an  aggregate  of  14%  of  the  State’s  total 
population.  Similarly,  there  is  a wide  range  in  the  in- 
cidence of  physician  reporting  in  Wisconsin’s  large 
counties  ranging  from  10.9  cases  per  100,000  popu- 
lation (Milwaukee  County)  to  1.3  cases  per  100,000 
(Brown  and  Waukesha  Counties).  The  numbers  of 
physician-reported  cases  per  county  are  represented 
in  Figure  i.14<pp|9-20>  This  data  demonstrates  wide 
variations  in  physician  reporting  and  strongly  sug- 
gests under-reporting.5 

Heifer  has  outlined  reasons  for  physicians  failing 
to  report  child  abuse  cases  as:  (1)  insufficient  medical 
school  training  regarding  CAN,  (2)  insufficient 
training  in  interpersonal  skills,  (3)  difficulty  working 
with  members  of  other  disciplines  as  peers,  (4)  exten- 
sive drain  on  time,  finances  and  emotions  for  phy- 
sicians in  private  practice  dealing  with  these  cases, 
(5)  a fear  of  testifying  in  court,  and  (6)  minimal  per- 
sonal rewards  or  these  rewards  being  hard  to  iden- 
tify.15 It  seems  that  many  Wisconsin  physicians  fail 
to  report  CAN  cases  because  of  disillusionment  with 
the  lack  of  effective  action  after  previous  cases  have 
been  reported.  Thirty-five  years  ago  Dr  James  Ved- 
der,  senior  pediatrician  at  the  Marshfield  Clinic,  was 
criticized  by  community  leaders  because  of  instiga- 
ting legal  action  in  what  now  would  be  considered  a 
textbook  case  of  CAN.  Twenty-five  years  ago 


§The  author  recently  learned  that  some  social  workers 
and  perhaps  entire  CDSS  in  some  counties  do  not  com- 
plete the  forms  required  by  law  and  send  them  on  to  the 
Central  Registry  in  Madison  and  thus  figures  in  the  an- 
nual state  reports  may  under-represent  physician  report- 
ing. 


Marshfield  Clinic  physicians  were  berated  by  social 
workers  who  wanted  to  return  a child  to  a home  en- 
vironment where  the  physicians  observed  repeated 
and  grotesque  abuse.  Although  still  not  perfect,  the 
CDSS  workers’  attitudes  and  skills  have  improved 
markedly  over  the  past  20  years,  and  currently  cases 
are  generally  handled  as  satisfactorily  as  present 
knowledge  and  resources  allow. 

The  data  do  show  the  reporting  mechanism  is 
what  we  physicians  would  term  a screening  method. 
Thus,  there  are  many  false  positives  (“unfounded 
reports”),  but  as  the  total  number  of  reports  in- 
creases, so  does  the  true  incidence  of  the  disease 
(“indicated  cases”).  It  should  be  emphasized  we 


Table  2 — Counties  with  no  physician  reports  of  child 
abuse  or  neglect,  1980 

Adams 

Monroe 

Ashland 

Oconto 

Buffalo 

Ozaukee 

Burnett 

Pepin 

Clark 

Pierce 

Florence 

Richland 

Forest 

Rush 

Iron 

St.  Croix 

Jackson 

Shawano 

Kewaunee 

Taylor 

Lafayette 

Trempealeau 

Lincoln 

Vernon 

Manitowoc 

Vilas 

Marinette 

Washburn 

Menominee 
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Table  3 — Types  of  child  abuse  and  neglect. 
Wisconsin  Reports,  1980* 

Physical  neglect 

34% 

Cuts,  bruises,  welts 

30% 

Lack  of  supervision 

22% 

Sexual  abuse 

12% 

Medical  neglect 

5% 

Other 

18% 

•Since  some  cases  showed  more  than  one  type  of  abuse  or  neglect, 
the  total  is  greater  than  100%. 

physicians  should  report  “suspected”  cases  (see 
previous  definitions  of  abuse  and  neglect)  and  not 
wait  for  a “sure”  diagnosis.  The  latter  is  for  social 
service  agencies  or  courts  to  determine,  not  us.  There 
is  no  way  of  determining  how  many  false  negatives 
there  are.  Some  cases  judged  by  social  service  agen- 
cies or  even  courts  not  to  represent  abuse  or  neglect 
later  prove  through  subsequent  injury,  neglect  or 
even  death,  to  have  actually  been  “indicated  cases.” 
A much  larger  group  of  abuse  and  neglected  children 
is  probably  never  reported  by  us  professionals. 

Table  1 also  shows  deaths  attributed  to  CAN 
ranging  from  5 to  25  per  year  with  a mean  of  11.2 
deaths  per  year  over  the  last  decade.  This  is  no  doubt 
an  under-estimate. 11  (p7)  Those  kinds  of  abuse  or 
neglect  leading  to  the  most  frequent  reports  in  1980 
are  shown  in  Table  3.11(pl3)  In  1979  physicians  re- 
ported 103  cases  later  deemed  “indicated,”  37%  of 
those  they  reported. I2(p25)  This  compares  with  the 
39%  of  total  reported  cases  deemed  “indicated.” 
(Comparable  figures  are  not  available  for  1980). 

The  data  presented  show  as  Wisconsin  physicians 
increasingly  report  CAN  cases,  the  number  of  “in- 
dicated” cases  continues  to  increase  and  that  there  is 
wide  disparity  in  the  incidence  of  physician  reporting 
from  county  to  county. 

Because  of  these  facts  and  numerous  experiences 
of  my  own  where  physicians  have  failed  to  report 
these  cases,  I,  too,  believe  we  Wisconsin  physicians 
do  under-report  cases  of  CAN.  We  are  making  prog- 
ress in  reporting,  however,  as  our  social  worker 
counterparts  are  improving  their  skills  in  helping 
these  children  and  their  families.  In  just  over  100 
years  we  have  come  from  using  the  Animal  Humane 
Society  to  protect  abused  children  to  having  de- 
veloped public  and  private  agencies  dedicated  to 
helping  these  children  and  their  families.  We  have 
come  from  being  prevented  as  professionals  from 
breaking  confidences  to  help  these  injured  children, 
to  being  mandated  by  law  to  report  them  to  these 
agencies,  to  aid  not  only  these  children  but  also  their 
families. 


In  the  second  part  of  this  paper  in  next  month’s 
Journal,  I will  outline  what  I would  consider  an  op- 
timal role  for  the  Wisconsin  physician  to  play  in  de- 
tection and  reporting  of  CAN  and  in  responding  to 
other  challenges  these  disorders  present. 
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ABSTRACT.  Two  cases  of  acute  adult  epiglottitis  requiring 
emergency  hospitalization  are  presented,  including  one 
with  positive  blood  cultures  for  Hemophilus  influenzae 
Group  B resistant  to  ampicillin.  This  increasingly  recog- 
nized condition  in  adults  requires  early  diagnosis  and 
treatment  to  prevent  airway  obstruction.  The  authors  be- 
lieve antibiotic  therapy  with  ampicillin  alone  is  no  longer 
adequate. 

Acute  epiglottitis,  heretofore  a commonly  rec- 
ognized condition  in  the  pediatric  population,  is  be- 
coming increasingly  recognized  in  the  adult.  This 
article  presents  and  discusses  two  cases  requiring 
emergency  hospitalization  in  the  summer  of  1982. 
Both  adults  presented  with  the  typical  syndrome  of 
pharyngeal  pain,  severe  dysphagia,  and  respiratory 
distress. 

CASE  REPORTS.  Case  / — A 46-year-old  white  male 
presented  with  a three-day  history  of  severe  pharyn- 
geal pain  and  difficulty  swallowing,  followed  by  pro- 
gressive shortness  of  breath.  On  the  day  of  admis- 
sion the  patient  was  unable  to  swallow  liquids  or 
saliva.  The  patient  had  a temperature  of  40  C (104  F) 
and  a blood  pressure  of  130/90  mmHg.  He  had  de- 
creased breath  sounds  over  the  right  middle  lobe. 
The  remainder  of  the  examination  was  unremark- 
able, except  for  Dupuytren’s  contractures.  The  white 
blood  cell  count  was  18,500  per  cu  mm  with  a dif- 
ferential count  of  67  polymorphonuclear  leukocytes, 
11  band  forms,  18  lymphocytes,  and  4 monocytes. 
His  hemoglobin  was  15.2  g/dl.  A chest  x-ray  film 
revealed  a collapsed  right  middle  lobe.  Arterial  oxy- 
gen pressure  (P02)  was  96;  carbon  dioxide  pressure 
(PC02),  35;  hydrogen  ion  concentration  (pH),  7.46 
on  35%  oxygen.  Lateral  neck  x-ray  films  confirmed 
the  suspicion  of  acute  epiglottitis.  Gram  stain  of  the 
sputum  contained  Gram-positive  cocci  in  pairs  and  a 
few  Gram-positive  bacilli.  A sputum  culture  grew 
Streptococcus  pneumoniae,  Hemophilus  influenzae 
B,  and  alpha  Streptococcus.  Blood  cultures  grew 
Hemophilus  influenzae  which  was  sensitive  to  chlor- 
amphenicol, tetracycline,  and  trimethoprim  sulfa, 
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but  resistant  to  ampicillin.  Because  of  increasing  res- 
piratory distress  the  patient  was  intubated  with  a 
nasotracheal  tube,  and  indirect  laryngoscopy  did 
reveal  an  acutely  inflamed  edematous  epiglottis. 

In  the  first  24  hours  the  patient  had  been  started 
on  ampicillin  alone.  Because  of  his  progression 
methylprednisolone  250  mg  every  six  hours  was 
started,  along  with  intravenous  chloramphenicol 
500  mg  every  six  hours.  The  patient  became  afebrile 
approximately  three  days  later,  was  extubated,  and 
recovered  without  incident. 

Case  2 — A 57-year-old  white  male  was  admitted 
with  a several-hour  history  of  difficulty  swallowing, 
pharyngeal  pain,  and  fever.  On  admission  the  pa- 
tient had  a temperature  of  38.9  C (102  F).  On  in- 
direct laryngoscopy  the  epiglottis  was  acutely  in- 
flamed. His  chest  was  clear  and  the  remainder  of  the 
examination  was  unremarkable.  A white  blood  cell 
count  was  16,000  mm  Hg  with  a differential  count  of 
85  polymorphonuclear  leukocytes,  7 band  forms, 
and  8 lymphocytes.  A chest  x-ray  film  was  normal. 
His  lateral  neck  views  were  highly  suspicious  for 
acute  epiglottitis.  Sputum  cultures  grew  alpha  Strep- 
tococcus and  Neisseria  species.  Blood  cultures  were 
negative.  The  patient  was  started  on  dexamethasone 
(Decadron® ) 4 mg  intravenously  every  six  hours, 
chloramphenicol  500  mg  every  six  hours,  and  ampi- 
cillin 1 g intravenously  every  six  hours.  The  patient 
did  not  require  intubation  and  improved  markedly 
by  the  fifth  hospital  day;  he  was  discharged  com- 
pletely recovered. 


DISCUSSION.  Since  acute  adult  epiglottitis  was  de- 
scribed first  in  1936  by  LeMierre,  it  has  been  increas- 
ingly discussed  in  the  literature.  Whether  this  repre- 
sents an  increasing  incidence  or  better  recognition  is 
not  known.  The  incidence  appears  to  be  approxi- 
mately one  out  of  every  220,000  adults  per  year.1 

The  microorganisms  involved  include  Hemophilus 
influenzae  Group  B,  which  tends  to  be  the  most  pro- 
gressive and  severe,2  beta  hemolytic  Streptococcus 
pneumoniae,  and  Staphylococcus  aureus.  However, 
much  of  this  information  is  based  on  pharyngeal  cul- 
tures, and  it  should  be  noted  that  only  approxi- 
mately 1%  of  the  adult  population  carries  Hemo- 
philus B influenzae  in  the  pharynx,  whereas  the  car- 
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rier  rates  for  beta  hemolytic  Streptococcus  and 
Streptococcus  pneumoniae  are  much  higher.  Posi- 
tive blood  cultures  occur  in  about  a third  of  the 
patients.34 

The  typical  symptoms  rapidly  progress  within  a 3- 
to  48-hour  period;'  they  typically  include  pharyngeal 
pain,  dysphagia,  and  respiratory  distress.  The  sore 
throat  and  dysphagia  seem  to  predominate  in  the 
adult  over  airway  obstruction.  The  signs  in  one  series 
of  14  patients4  include  pharyngitis  86%;  fever,  93%; 
respiratory  stridor,  43%;  cervical  lymphadenopathy, 
43%;  positive  lateral  neck  x-ray  studies,  57%;  white 
blood  cell  count  over  10,000,  83%.  Diagnosis  is  made 
by  a high  index  of  suspicion  in  any  adult  with  a sore 
throat  who  presents  with  symptoms  of  dysphagia 
and  respiratory  distress.  A lateral  neck  x-ray  film 
revealing  the  typical  “positive  tongue  sign”  and,  if 
indicated,  indirect  laryngoscopy  in  the  upright  posi- 
tion will  confirm  the  diagnosis.  Equipment  for  emer- 
gency airway  maintenance  should  be  immediately 
available  during  laryngoscopy. 

Treatment  includes  maintaining  the  airway  with 
humidified  oxygen  and  nasotracheal  intubation,  or 
tracheostomy  if  needed.  The  procedure  of  choice  is 
presently  controversial.6  As  is  evident  in  Case  1, 
ampicillin-resistant  Hemophilus  influenzae  is  be- 
coming recognized7  increasingly,  and  initial  anti- 
biotic treatment  should  include  ampicillin  and  chlor- 
amphenicol. 

An  argument  can  also  be  made  to  add  a penicillin- 
ase-resistant antibiotic  because  of  the  possibility  of 
Staphylococcus  aureus  as  the  responsible  micro- 
organism. Corticosteroids,  although  somewhat  con- 
troversial, still  appear  to  be  helpful8  and  were  used  in 
both  of  the  patients  in  these  two  cases,  initially  intra- 
venously, and  then  tapered  rapidly  over  several  days. 


SUMMARY.  Any  adult  presenting  with  a sore  throat 
and  dysphagia  should  be  investigated  with  a lateral 
neck  roentgenogram  or  indirect  laryngoscopy  for  the 
possibility  of  acute  epiglottitis.  Once  diagnosed,  ag- 
gressive management  is  warranted  because  of  the 
likelihood  of  airway  obstruction.  It  should  be  em- 
phasized that  ampicillin  alone  is  no  longer  adequate 
treatment  because  of  the  increasing  resistance  of 
Hemophilus  influenzae  Group  B,  as  is  exemplified  in 
Case  1 . 

ADDENDUM.  Since  submitting  the  above  paper,  we 
have  seen  another  case  of  adult  epiglottitis.  A 60- 
year-old  male  smoker  presented  with  a productive 
cough,  fever,  progressive  hoarseness,  and  dyspnea. 
On  examination  his  respirations  were  24  with  mild 
stridor,  his  temperature  was  39.1  C (102.4  F),  and 
rales  were  heard  over  the  right  mid-lung.  A chest 
x-ray  film  showed  a right  middle  lobe  infiltrate. 
Sputum  Gram’s  stain  had  many  Gram-positive 
cocci,  and  a lateral  neck  radiograph  was  positive 
for  epiglottic  swelling.  Indirect  laryngoscopy  con- 
firmed the  clinically  suspected  epiglottitis.  A flow 
volume  loop  did  not  reveal  significant  airway  ob- 
struction. The  patient  was  treated  with  humidified 
oxygen,  intravenous  chloramphenicol,  and  ery- 
thromycin (because  of  a history  of  penicillin  allergy). 
Corticosteroids  were  not  used.  Sputum  cultures  grew 
Staphylococcus  aureus  sensitive  to  the  above  anti- 
biotics and  methicillin  as  well.  Blood  cultures  were 
negative.  The  patient  responded  well  to  the  above 
treatment.  It  is  of  interest  that  two  of  our  cases 
of  epiglottitis  had  pulmonary  infiltrates  on  chest 
x-ray. 
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FIGURE  1 —(A)  Cranial  computed  tomography  demonstrates  a small  area  of 
edema  in  the  left  frontoparietal  region  near  the  midline.  (B)  Contrast  en- 
hanced computed  tomography  reveals  a 1.2-cm  lesion  with  marked  rim 
enhancement  and  a necrotic  center.  The  lesion  is  immediately  adjacent  to 
the  falx. 
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ABSTRACT.  Central  nervous  system  in- 
fection due  to  blastomycosis  is  almost 
invariably  associated  with  systemic  dis- 
ease. A case  of  solitary  intracranial 
blastomycotic  abscess  occurred  in  the 
absence  of  systemic  disease.  The  usual 
clinical  findings  are  discussed.  The  diffi- 
culty in  establishing  the  diagnosis  in  the 
absence  of  disseminated  disease  is  em- 
phasized. 

Blastomycosis  is  an  uncommon 
disease  which  occasionally  presents 
with  central  nervous  system  (CNS) 
symptoms.  Since  the  organism  nor- 
mally spreads  hematogenously  from 
primary  infection  in  the  lung,  CNS 
involvement  usually  consists  of 
meningitis  or  multiple  abscesses. 
The  authors  present  a case  of  a soli- 
tary intracranial  abscess  due  to 
blastomycosis  that  occurred  with- 
out evidence  of  systemic  disease,  a 
distinctly  unusual  manifestation. 

CASE  HISTORY.  An  11-year-old 
boy  from  rural  Wisconsin  pre- 
sented with  a four-month  history 
of  focal  seizures  originating  in  his 
right  foot.  During  the  interval,  the 
seizures  had  progressed  in  severity 
to  encompass  the  right  leg  and  right 
arm,  and  ultimately  culminated  in 
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FIGURE  2— A yeast  form  of  Blastomyces  dermatitidis  is  seen  within  a macrophage  apparently  during  budding.  The 
parent  organism  has  a thicker  cell  wall  (thick  arrows)  than  the  smaller  daughter  organism  (thin  arrows).  A thin  in- 
complete septum  (S)  separates  the  two  organisms.  The  cytoplasmic  contents  are  denatured  and  degenerated.  Mag- 
nification 7000x. 


what  was  felt  to  be  a grand  mal 
seizure. 

Physical  examination  revealed  a 
child  who  was  quite  normal  except 
for  slight  hyperreflexia  of  the  right 
knee  and  ankle.  There  was  no  evi- 
dence of  elevated  intracranial  pres- 
sure. Laboratory  studies  were  nor- 
mal. Chest  radiograph  revealed  a 
linear  density  at  the  left  base, 
thought  to  be  a parenchymal  scar. 

Cranial  computed  tomography 
(CT)  revealed  a 1 .2-cm  mass  lesion 
with  a small  area  of  surrounding 
edema  adjacent  to  the  interhemi- 
spheric  fissure,  high  in  the  left  fron- 
toparietal region  (Fig  1).  Cerebral 
angiography  did  not  demonstrate 
tumor  vascularity.  Surgical  exci- 
sion was  recommended  with  a pro- 
visional diagnosis  of  primary  brain 
tumor. 

At  surgery  a 1.3-cm  mass  with  a 
tough,  fibrous  capsule  was  entirely 
excised.  Frozen  sections  and  subse- 
quent electron  microscopy  demon- 
strated inflammatory  cells  and 
yeast  forms  diagnostic  of  a blasto- 
mycotic  abscess  (Fig  2).  There  was 
no  evidence  of  malignancy. 

Subsequent  examination  for  ad- 
ditional foci  of  blastomycosis  in- 
cluded bone  scan,  liver  spleen  scan, 
intravenous  pyelogram  and  urine 
cultures,  all  of  which  were  normal. 
The  patient  received  a 12-week 
course  of  intravenous  amphotericin 
B.  He  tolerated  his  therapy  and  has 
completely  recovered. 

COMMENT.  Surgical  excision  of 
the  abscess  was  facilitated  in  this 
case  by  precise  localization  of  the 
lesion  with  cranial  CT.  As  a result, 
the  mass  was  excised  in  its  entirety 
with  minimal  disruption  of  sur- 
rounding tissues.  Despite  the  prox- 
imity of  this  lesion  to  the  motor 
cortex  of  the  dominant  hemi- 
sphere, the  patient  has  no  residual 
neurological  deficit  and  has  had  no 
subsequent  seizures. 


DISCUSSION.  Blastomycosis  is  a 
disease  of  worldwide  distribution 
which  has  been  found  to  be  en- 
demic in  the  Ohio  and  Mississippi 
River  Valleys  of  the  United  States, 
as  well  as  central  Canada.12  The 
epidemiology  of  blastomycosis  is  as 
yet  uncertain. 

Blastomyces  dermatitidis  nor- 
mally gains  access  to  the  host  via 
the  respiratory  route.  The  resultant 
pulmonary  disease  is  not  character- 
istic and  may  even  be  radiographic- 
ally confused  with  primary  carci- 
noma of  the  lung.'  Unless  typical 
cutaneous  lesions  appear,  the  eti- 
ology of  the  pulmonary  process 
may  go  unrecognized,  and  the  pul- 
monary infiltrate  will  resolve  with- 
out establishing  the  diagnosis.3  Fre- 
quently, the  pulmonary  infection  is 
not  evident  either  clinically  or 
radiographically.  From  the  pri- 
mary focus  of  infection,  the  organ- 
ism is  disseminated  hematogen- 
ously  to  multiple  organs,  the  most 
common  being  skin  and  bone. 

Involvement  of  the  CNS  is  esti- 
mated to  occur  in  4 °7o  to  10%  of 
cases,4  and  is  almost  invariably 
associated  with  widespread 
disease.56  CNS  involvement  may 
be  manifested  as  meningitis,  spinal 
masses  or  intracranial  masses, 
which  are  usually  multiple.  Menin- 
gitis is  normally  a late  manifesta- 
tion of  the  disease.  To  date,  86 
cases  of  CNS  blastomycosis  have 
been  reported.  Of  these,  37  cases 
presented  as  intracranial  abscess, 
12  of  which  were  solitary 
lesions.7'8'9 

Intracranial  abscess  results  from 
a combined  suppurative  and  granu- 
lomatous reaction.4  Although  in- 
tracranial lesions  usually  develop 
from  a hematogenous  focus,  they 
may  occasionally  result  from  direct 
spread  of  blastomycotic  osteomy- 
elitis of  the  skull.3  The  abscess  nor- 
mally causes  a mass  effect  resulting 
in  focal  symptoms  which  develop 
insidiously  over  weeks  to  months. 
The  presenting  symptoms  and  the 
chest  radiograph  appearance  often 


lead  to  confusion  with  tuberculosis 
or  primary  carcinoma  of  the  lung 
with  a resultant  delay  of  appropri- 
ate therapy.7 

The  current  case  is  unusual  be- 
cause of  the  presence  of  a solitary 
intracranial  abscess  in  the  absence 
of  systemic  disease.  Parenchymal 
scarring  noted  on  chest  radiog- 
raphy may  represent  the  residua  of 
previous  pulmonary  blastomyco- 
sis, although  this  is  uncertain.  In 
the  absence  of  systemic  disease,  the 
diagnosis  is  very  difficult  without 
direct  examination  of  tissue  since 
skin  tests  are  unreliable  and  at- 
tempts to  culture  the  organism 
from  the  spinal  fluid  are  futile.7  8 
When  systemic  disease  is  present, 
the  diagnosis  can  be  made  by  cul- 
ture or  histologic  examination  of 
sputum  or  skin  lesions.  An  accurate 
diagnosis  of  central  nervous  system 
blastomycosis  is  essential  since  this 
entity  is  uniformly  fatal  without 
therapy.3 
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Breast  cancer  following 
adjuvant  radiotherapy 
of  Wilms’  tumor 
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ABSTRACT.  A 34-year-old  woman  developed  cancer  in  a 
hypoplastic  left  breast  28  years  after  radiotherapy  to  the 
left  renal  bed  and  chest  following  resection  of  a Wilms' 
tumor.  Since  radiation  is  a known  cause  of  breast  cancer, 
surveillance  for  and  suspicion  of  iatrogenic  neoplasms  of 
long  latency  after  breast  irradiation  are  warranted. 

Survivals  following  combined  modality  thera- 
pies have  markedly  increased  for  many,  particularly 
childhood  cancers.  With  aging  of  increasing  num- 
bers of  patients  cured  of  formerly  fatal  malignan- 
cies, second  neoplasms  are  being  found  with 
greater  than  expected  frequency.  Whether  these  new 
neoplasms  represent  the  natural  history  of  malig- 
nancy-prone individuals,  the  sequelae  of  therapy  for 
the  first  cancer,  or  an  interaction  of  both  genetic 
susceptibility  and  therapy,  is  important  to  ascertain. 
Evidence  for  one  or  the  other  of  these  causes  would 
contribute  to  current  understanding  of  the  biology  of 
cancer  causation  and  suggest  possible  means  of  pre- 
vention. This  report  describes  breast  cancer  which 
presented  in  the  hypoplastic  left  breast  of  a young 
woman  28  years  after  adjuvant  radiotherapy  for 
left-sided  Wilms’  tumor. 

CASE  REPORT.  A six-year-old  white  girl  developed 
anorexia,  fever,  and  abdominal  distention.  At  lapa- 
rotomy a 12  x 10  x 14  cm  tumor  of  the  left  kidney 
was  excised.  Pathological  examination  revealed  a 
well-encapsulated  Wilms’  tumor;  an  associated 
lymph  node  demonstrated  no  evidence  of  metastatic 
tumor. 

Postoperative  orthovoltage  radiotherapy  was 
given  through  16  x 12  cm  anterior  and  posterior 
ports  which  included  the  lower  half  of  the  left  breast. 
A depth  dose  of  3800  R was  delivered,  2050  R in  air 
through  the  anterior  port,  2250  R in  air  through  the 
posterior  port  and  1600  R through  a lateral  port. 
The  estimated  dose  to  the  lower  half  of  the  left 
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breast  was  4745  rad.  The  patient  remained  disease- 
free,  but  with  growth  she  acquired  a thoracolumbar 
kyphoscoliosis  with  major  convexity  toward  the 
right  and  a hypoplastic  left  breast.  Twenty-eight 
years  later  the  patient  noted  a firm  mass  in  the  lower 
portion  of  the  left  breast.  On  biopsy  this  was  an  in- 
filtrating ductal  carcinoma. 

A modified  radical  mastectomy  was  performed. 
Areas  of  the  breast  remote  from  the  tumor  showed 
atrophic  ducts  and  dense  sclerotic  connective  tissue 
(Fig  1).  Pathological  examination  demonstrated  met- 
astases  in  4 of  12  axillary  lymph  nodes. 

Tumor  estrogen  receptor  protein  was  51.0  fm/mg 
protein. 

There  was  no  family  history  of  malignancy.  Oral 
contraceptive  medications  were  taken  for  a brief 
time  at  age  20. 


Discussion.  Breast  cancer  following  Wilms’  tumor 
is  uncommon.  Reimer  et  al1  reported  a case  in  which 
radiotherapy  had  been  given  for  metastatic  Wilms’ 
tumor  in  the  lung  and  hilar  lymph  nodes.  Reimer  et 
al’s  case  was  remarkable  in  that  breast  hypoplasia 
followed  the  radiotherapy,  and  the  patient  had  a 
family  history  of  bilateral,  premenopausal  breast 
cancer.  The  apparent  rarity  of  breast  cancer  and 
Wilms’  tumor  occurring  in  succession  suggests  that 
genetic  predisposition  to  both  malignancies  is  un- 
likely to  be  a factor  in  their  occurrence. 

An  interaction  of  genetic  susceptibility  or  other 
host  factors  and  radiation  as  causative  is  not  ap- 
parent in  the  case  reported  here.  There  was  no  family 
history  of  cancer  and  no  history  of  endocrine  man- 
ipulation or  disturbance. 

Radiation  is  known  to  cause  breast  cancer.  Mac- 
kenzie2 found  13  cases  of  breast  cancer  among  271 
women  fluoroscoped  for  evaluation  of  pneumo- 
thorax therapy  for  tuberculosis,  but  only  one  case 
in  510  similar  women  not  fluoroscoped.  Studies  of 
the  atomic  bomb  survivors  also  demonstrated  in- 
creased rates  of  breast  cancer  consequent  to  radia- 
tion, with  greatest  radio  vulnerability  to  the  pre- 
pubertal and  young  adult  breast.3  The  latency  period 
before  the  development  of  breast  cancer  after  radia- 
tion exposure  has  been  remarkable.  Sadove  et  al4 
found  latency  periods  of  15  to  29  years  in  5 cases; 
Mackenzie,2  15  years;  and  Simon,5  25  to  52  years 
(mean  33  years)  in  16  patients  developing  breast 
cancer  after  radiation  treatment  for  acne. 

The  case  reported  here  is  a characteristic  example 
of  radiation-induced  breast  cancer.  The  development 
of  the  breast  in  a hypoplastic  manner  following 
radiotherapy  has  been  reported  in  at  least  three 
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other  cases  in  which  breast  cancer  complicated  the 
patients’  courses.'-6  What  role  this  hypoplasia  plays 
and  whether  its  presence  should  be  regarded  as  a 
manifestation  of  increased  radiosensitivity  are  un- 
known. The  calculated  breast  dose  suggests  that  the 
hypoplasia  is  a normal  response. 

It  should  be  noted  that  modern  adjuvant  radio- 
therapy is  given  through  smaller  fields  which  do  not 
include  the  breast  and  deliver  minimal  skin  doses. 

In  conclusion,  this  case  reillustrates  the  carcino- 
genic potential  of  radiation  given  with  curative 
intent  as  treatment  for  children  with  malignancy  and 
the  long  latency  of  radiation-induced  cancers.  It  sug- 
gests that  breast  radiation  alone  in  the  absence  of 
other  risk  factors  and  particularly  breast  hypoplasia 
following  radiation  should  be  regarded  as  significant 
risk  factors  for  breast  cancer  and  that  changes  in  the 
breasts  of  such  women  should  be  evaluated  care- 
fully. 
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On-line  power  spectral  array 
in  uncooperative  patients 
with  retrochiasmatic  lesions 
and  visual  field  defects 

J Todd  Meredith,  MD;  Gastone  G Celesia,  MD;  Ravi  K 
Kochhar,  MS;  Kathy  R Fluff,  EEGT,  Madison,  Wisconsin 

A power  spectrum  analysis  during  visual  stimulation 
was  computed  in  ten  patients  who  could  not  cooperate 
for  other  tests  of  visual  function.  All  patients  had  visual 
field  defects  secondary  to  retrochiasmatic  lesions. 

Binocular  and  monocular  visual  stimulation  con- 
sisted of  trains  of  diffuse  flash  at  7,  10,  13,  16, 19,  and 
22  flashes  per  second.  Recording  was  performed  from 
right  and  left  occipital  and  parietal  regions  with  refer- 
ential montages. 

An  on-line  automated  system  controls  flash  fre- 
quency and  also  computes  the  power  spectral  array  for 
each  16-second  epoch  at  each  recording  site  and  com- 


putes a total  power  ratio  for  the  right  and  left  occipital 
and  parietal  regions.  A graphic  display  of  the  power 
ratio  at  each  frequency  for  homolgous  regions  of  the 
right  and  left  hemispheres  is  then  plotted. 

In  the  ten  patients  studied,  70%  were  shown  to  have 
an  abnormal  total  power  spectral  ratio  in  at  least  two 
of  the  three  stimulus  conditions  (OU,  OD,  or  OS).  No 
patient  was  abnormal  in  all  three  conditions,  and  three 
patients  had  normal  total  power  ratios  under  all  three 
test  conditions. 

When  each  flash  frequency  is  analyzed  separately, 
no  patient  was  found  to  produce  a normal  ratio  at  all 
frequencies,  and  the  least  number  of  abnormal  re- 
sponses was  seven. 

We  conclude  that  the  power  spectral  ratios  are  ab- 
normal in  a significant  number  of  patients  with  visual 
field  deficits  secondary  to  retrochiasmatic  lesions  and 
that  it  is  easily  and  quickly  performed  in  patients  un- 
able to  cooperate  for  more  extensive  testing.  ■ 
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On  measuring  bilirubin  in  the  neonate 

Gary  Gutcher,  MD,  Madison,  Wisconsin 


EDITORIAL  NOTE:  Neonatal  hyperbilirubinemia  contin- 
ues to  be  a bothersome  problem.  Recently  newer  tech- 
niques to  measure  serum  bilirubin  have  been  introduced 
in  hopes  of  improving  diagnostic  accuracy.  The  following 
article  reviews  the  three  principal  methods  now  in  use. 

— LBC 

During  the  neonatal  period,  it  is  of  the  utmost 
importance  to  distinguish  cases  of  physiologic  jaun- 
dice from  those  of  pathologic  origin  since  the  latter 
is  capable  of  producing  levels  of  serum  bilirubin  that 
can  result  in  kernicterus  and  death.  While  the  meas- 
urement of  serum  bilirubin  is  one  of  the  most  dif- 
ficult clinical  chemistry  assays,'  it  is  also  one  of  the 
most  frequently  performed  and  important  labora- 
tory tests  required  in  the  newborn  nursery  since  ap- 
proximately 15%  of  infants  born  at  term  will  have 
serum  bilirubin  levels  that  will  exceed  7.0  mg/dl,  a 
level  at  which  jaundice  is  evident.  The  clinical  chem- 
istry literature  is  replete  with  methods  for  measuring 
the  serum  bilirubin.  These  methods  are  for  the  most 
part  variations  of  the  diazo  coupling  reaction.  In  the 
last  decade  a direct  spectrophotometric  method  has 
been  developed,  and  more  recently  a transcutaneous 
method  has  received  wide  attention.  It  is  our  purpose 
to  review  these  three  techniques,  weigh  the  advan- 
tages and  disadvanatages  of  each,  and  attempt  to 
place  them  in  perspective  for  the  clinician. 

Diazo  coupling  reactions.  When  a diazo  reagent 
is  added  to  serum,  a reaction  with  bilirubin  ensues 
that  changes  the  color  of  that  bilirubin  from  the 
usual  yellow  to  a red-blue  product.  The  amount  of 
bilirubin  in  the  serum  can  then  be  quantitated  in  a 
spectrophotometer  by  measuring  that  red-blue  prod- 
uct. Furthermore,  the  reaction  appears  to  occur  in 
two  phases:  a rapid  reaction  that  depends  on  the 
amount  of  conjugated  bilirubin  in  the  serum,  and  a 
much  slower  reaction  that  approximates  the  uncon- 
jugated fraction  of  bilirubin.  The  slower  phase  may 
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be  speeded  up  by  the  addition  of  an  “accelerator.” 
That  the  conjugated  and  unconjugated  fractions  are 
only  approximated  by  the  method  is  underscored  by 
the  use  of  the  descriptive  terms  “direct”  and  “in- 
direct” bilirubin,  respectively.  Changing  the  yellow 
bilirubin  to  a red-blue  product  is  advantageous  in 
children  or  adults  since  their  sera  contain  variable 
amounts  of  other  yellow  substances  such  as  caro- 
tenes which  would  interfere  with  any  direct  reading 
technique.  This  advantage  is  marginal  in  the  neo- 
natal period  when  serum  carotene  levels  are  neg- 
ligible. However,  the  usual  method  for  obtaining  a 
blood  specimen  in  the  neonatal  period  is  by  heel 
prick,  a technique  that  frequently  results  in  a hemo- 
lyzed  specimen,  and  that  hemoglobin  interferes  with 
the  diazo  coupling  reaction.  Moreover,  the  inter- 
ference is  already  significant  by  the  time  the  hemoly- 
sis is  visible  in  a jaundiced  specimen.  Even  when 
hemolysis  is  absent  the  assay  is  notoriously  inaccu- 
rate in  general  clinical  laboratories  as  evidenced  by 
the  published  results  of  two  large  surveys  conducted 
in  1968  and  1982. 2 3 For  example,  the  more  recent 
survey  reported  that  in  analyzing  141  sets  of  results 
from  67  laboratories,  when  the  mean  value  of  a 
standard  was  18.1  mg/dl,  the  range  of  results  re- 
ported was  10.9-24.0  mg/dl.  One  wonders  how  a 
clinician  can  reasonably  make  management  deci- 
sions on  the  basis  of  such  data,  or  why  anyone 
would  believe  in  the  validity  of  that  decimal  point? 
It  is  hoped  that  the  recent  availability  of  stable  liquid 
bilirubin  standards  will  result  in  improved  accuracy 
and  precision. 

Direct  Spectrophotometry.  Since  neonatal  serum 
contains  negligible  carotene  and  is  more  likely  to  be 
hemolyzed,  the  spectrophotometric  method  has 
some  potential  advantages.  Here  the  absorbance  of  a 
serum  sample  at  540  nanometers  (absorbance  maxi- 
mum for  hemoglobin)  is  subtracted  from  that  at  452 
nanometers  (absorbance  maximum  for  albumin- 
bound  bilirubin).  The  result  is  directly  proportional 
to  the  total  bilirubin  concentration.  The  system  is 
direct,  simple,  and  presumably  corrects  for  the 
major  difficulty  experienced  with  neonatal  sera. 
While  this  technique  does  not  distinguish  between 
the  conjugated  and  unconjugated  fractions,  for  most 
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neonatal  situations  the  reported  total  bilirubin  con- 
centration is  an  adequate  reflection  of  the  uncon- 
jugated (indirect)  fraction  of  interest.  The  method 
is  also  not  capable  of  distinguishing  between  “nat- 
ural” bilirubin  and  the  photoproducts  of  bilirubin 
produced  during  the  course  of  phototherapy.  For- 
tunately, however,  the  liver  rapidly  clears  these 
products  from  the  serum  and  interference  is  insig- 
nificant (except  in  the  unusual  instance  of  the  so- 
called  Bronze  Baby  Syndrome).  It  is  unfortunate 
that  the  recent  laboratory  survey  mentioned  above3 
did  not  statistically  analyze  the  results  obtained  by 
different  methods,  although  an  examination  of  the 
raw  data  suggests  that  the  direct  spectrophotometric 
method  results  in  less  though  still  wide  variability. 

Transcutaneous  bilirubinometry.  In  1978  several 
investigators  from  Purdue  University  reported  their 
preliminary  results  with  a noninvasive  method  for 
the  estimation  of  serum  bilirubin  in  newborn  infants 
utilizing  a fiberoptic  reflectometer  system  operated 
over  the  spectral  region  400-750  nanometers.  The 
best  results  were  obtained  for  a polynomial,  non- 
linear regression  of  the  double  logarithm  of  the  re- 
flectance spectra  at  a combination  of  five  wave- 
lengths.4 More  recently,  a group  of  Japanese  investi- 
gators working  with  the  Minolta  Camera  Company 
developed  a hand-held  device  that  employs  analysis 
of  the  reflectance  spectra  at  two  wavelengths,  460 
and  555  nanometers.  The  device  displays  results  in  a 
digital,  arbitrary  scale  which  requires  translation  into 
units  of  bilirubin  concentration  via  an  empirically 
determined  standard  curve.  This  device  is  currently 
commercially  available  and  has  undergone  several 
modest  field  trials.  While  it  was  initially  hoped  that 
the  technique  might  obviate  the  need  for  any  direct 
method  of  assessing  serum  bilirubin,  the  results  to 
date  and,  indeed,  the  new  operator’s  manual  sug- 
gest that  its  true  value  may  be  as  a screening  device 


capable  of  objectively  distinguishing  those  infants  in 
need  of  an  assessment  of  hyperbilirubinemia  by  one 
of  the  more  traditional,  invasive  means.  In  this  sense 
it  is  an  electronic  version  of  the  old  plastic  Ictometer 
— a hand-held  piece  of  plastic  stained  with  various 
shades  of  yellow  which  the  clinician  could  compare 
to  the  infant’s  skin.  Furthermore,  because  of  the 
above-mentioned  difficulties  encountered  by  the 
invasive  methods,  it  is  necessary  for  each  laboratory 
to  establish  its  own  calibration  curve  against  its  own 
in-house  method  and  for  its  own  population.  The 
standardization  must  define  the  preferred  site  of  use 
(forehead  or  chest  is  usual)  and  establish  different 
curves  for  different  races  since  skin  pigmentation 
will  affect  the  reading.  Moreover,  during  the  course 
of  phototherapy,  the  bilirubin  content  of  the  skin 
will  decrease  more  rapidly  than  that  of  the  serum; 
and  the  correlation  between  transcutaneous  bili- 
rubin measures  and  serum  bilirubin  measures  will 
be  lost  unless  a specified  area  of  skin  is  shielded 
from  light  so  as  to  serve  as  the  site  for  meter  read- 
ings. 

Conclusions.  This  reviewer’s  opinion  of  the  state 
of  the  art  may  be  briefly  summarized  as  follows: 
(1)  The  diazo  coupling  methods,  such  as  they  are,  re- 
main the  standard  although  they  are  in  need  of  and 
are  receiving  better  control  efforts  and  reference 
standards.  (2)  The  direct  spectrophotometric  method 
has  some  distinct  advantages  when  employed  in  a 
neonatal  population  and  may  still  be  available  for 
the  assessment  of  “direct”  fractions  and  when  other 
serum  pigments  may  interfere.  (3)  The  transcuta- 
neous bilirubinometer  will  probably  turn  out  to  be  a 
useful  objective  screening  device  in  large  nurseries 
with  staffs  of  variable  experience  and  expertise  with 
a high  turnover  rate,  but  its  use  in  smaller,  rural 
nurseries  with  more  stable  physician  and  nursing 
staffs  may  not  stand  up  to  a rigorous  cost-effective- 
ness analysis. 

REFERENCES 

1.  Mather  A:  Reliability  of  bilirubin  determinations  in  icterus  of  the  new- 
born infant.  Pedialr  1960;26:350-354. 

2.  Doumas  BT,  Perry  BW,  Sasse  EA.  et  al:  Standardization  in  bilirubin 
assays;  evaluation  of  selected  methods  and  stability  of  bilirubin  solu- 
tions. Clin  Chern  1973;19:984-993. 

3.  Schreiner  RL,  Glick  MR:  Interlaboratory  bilirubin  variability.  Pedialr 
1982;69:277-281. 

4.  Hanneman  RE,  DeWitt  DP,  Wiechel  JF:  Neonatal  serum  bilirubin  from 
skin  reflectance.  Pedialr  Res  1 978;  1 2:207 . ■ 


WISCONSIN  MEDICAL  JOURNAL,  FEBRUARY  1983:V0L.  82 


29 


IT  PAYS 
TO  BE  A 
MEMBER 


SMS  Services,  Inc. 


Introducing^^ 


The  newest  endorsed  program 
for  State  Medical  Society  members 

Medical  Computer  Systems... 

Hardware,  Software,  and  Service 


ATA 

Advanced  Technology  Associates 

4710  West  North  Avenue 
Milwaukee,  Wisconsin  53208 

(414) 445-4280 

In  Madison  Call  (608)  251-5850 


When  an  endorsement  is  granted,  you  can  depend  on  that 
organization  for  good  products,  services,  and  prices 


(See  ATA  ad  elsewhere  in  this  issue) 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


30 


WISCONSIN  MEDICAL  JOURNAL,  FEBRUARY  1983.VOL.  82 


THE 

QUESTION 

OF 


COMPUTERIZATION 

NO.  5 OF  A SERIES 


Higher  level  languages 

John  H Halton,  MA,  DPhil,  FIMA,  FBCS,  Madison,  Wisconsin 


In  our  last  article  we  examined  in  some  detail 
a fictitious,  but  representative,  sample  of  com- 
puter language  in  all  its  stark  simplicity.  After  some 
introductory  description  of  an  imaginary  com- 
puter, and  especially  of  its  CPU,  and  the  estab- 
lishment of  some  essential  notation,  a typical 
instruction  layout  was  shown  in  Figure  4 and  a 
typical  op-code  specification  in  Figure  5.  The  over- 
whelmed reader  may  balk  at  my  use  of  the  epithet 
"simplicity,"  but  I shall  cleave  to  it.  Presented 
with  a set  of  arithmetic  and  other  transformations 
required  by  potential  users  of  a proposed  new 
computer,  the  electronic  and  logical  design 
engineers  seek  the  simplest  circuitry  which  will 
execute  operations  sufficient  to  generate  all  the 
required  transformations.  Circuits  must  be 
simple  to  be  fast,  efficient,  reliable,  and  cheap.  How- 
ever, when  an  instruction  has  sixteen  or  more  bits, 
most  of  which  should,  for  the  sake  of  efficiency, 
have  some  significant  effect;  the  exact  and  com- 
plete specification  of  the  action  induced  by  it  may 
well  be  somewhat  forbiddingly  intricate!  And  in- 
deed, simplicity  of  circuitry  does  not  usually  lead 
to  simplicity  of  use.  An  example  of  a program  in 
this  machine  language,  which  takes  sixteen  in- 
structions and  twenty-eight  16-bit  words  of  mem- 
ory storage,  to  read  in  one  thousand  numbers, 
store  them  in  consecutive  memory  locations, 
sum  them,  and  print  out  the  sum,  is  given  in 
Figure  6 of  the  last  article.  This  illustrates  the— 
from  the  programmer's  point  of  view,  unneces- 
sary-difficulty of  machine  language  to  interpret 
the  user's  requirements.  However,  please  note 
that  the  English  description  of  what  the  program 
does  (though  much  easier  to  say  and  compre- 
hend) itself  requires  103  characters,  each  equiv- 
alent to  8 bits;  so  that  it  is  almost  twice  as  long  as 
the  machine-language  program.  Indeed,  the  diffi- 
culty of  the  latter  lies,  not  in  its  length,  but  in  its 
alien  and  opaque  form  of  expression  of  what  it  does. 

Doctor  Halton  is  Professor  of  Computer  Sciences  at  The  Uni- 
versity of  Wisconsin,  Madison  Communications  may  be  directed  to 
him  at  707  South  Dickinson  Street,  Madison.  Wisconsin  53703  (phone: 
608/255-2667].  Copyright  1983  by  the  State  Medical  Society  of 
Wisconsin. 


The  first  improvement  on  machine  language 
was  assembly  language.  This  is  not  very  different 
from  machine  language,  but  removes  the  most 
glaring  and  trivial  irritations,  (i)  Instructions  may  be 
labelled,  so  that  one  no  longer  needs  to  count 
lines  to  address  jump  instructions;  one  jumps  to 
the  label.  This  is  also  a great  help  when  one  wishes 
to  insert  additional  instructions,  either  to  correct 
or  modify  a program  (every  jump  need  not  be 
changed),  (ii)  Memory  may  be  labelled,  too;  so 
that  numbers  may  be  stored  in  symbolic  addresses 
and  retrieved  therefrom,  leaving  it  to  a computer 
program  to  assign  actual  storage,  (iii)  The  entire 
program  becomes  relocatable  anywhere  in  the 
computer  memory,  (iv)  Perhaps  more  trivially,  the 
op-codes  may  be  replaced  by  abbreviated  mne- 
monics, and  the  instruction  layout  may  be  re- 
laxed, using  punctuation  marks. 

Of  course,  a program  written  in  assembly  lan- 
guage is  no  longer  directly  intelligible  to  the  com- 
puter or  executable  by  it.  It  becomes  a piece  of 
textual  input,  to  a "translator  program"  called  the 
assembler.  Naturally,  the  program  may  be  stored  in 
the  computer's  memory,  like  any  other  piece  of 
text;  but,  before  it  can  be  executed,  it  must  be 
"assembled."  The  assembler  finds  appropriate 
space  for  the  object  code  [ie,  machine  language 
equivalent  of  the  input  program)  and  for  its 
needed  storage  space  (often  called  variables).  The 
assembly  language  instructions  correspond,  one- 
to-one,  to  machine  language  instructions. 

For  example,  we  may  denote  memory  locations 
by  one,  two,  or  three  lower-case  letters  (both  for 
labelling  instructions  and  naming  variables).  A 
numerical  address  will  still  be  allowed.  Absolute 
addresses  (ie,  actual  numbers;  d = 0)  will  cor- 
respond to  quoted  numbers  (eg,  '6000');  direct 
addresses  (d=  1)  to  variables  named  as  stated; 
indirect  addresses  (d  = 2)  to  variable  names  placed 
in  parentheses;  and  relative  addresses  will  not  be 
used  [with  relocatable  programs  and  symbolic  ad- 
dresses, they  are  no  longer  useful].  Accumulators 
(X,  Y,  XY,  or  Z)  will  not  be  referred  to  symbolic- 
ally, but  only  by  these  names.  Instruction  labels 
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Assembly  language 
MNEMONIC 

Machine  language 

INSTRUCTION 

IN  A,  [p- 8) 

c = 0,  a- £2,  p^8 

OUT  A,  p 

c = 0,  a^2,  p<  7 

TO  A,  x 

c=  1 

FROM  A,  x 

c = 2,  dgl 

FROM  A,  B 

c = 2,  d = 0 

CL  A 

c = 3,  d = 0 

NEG  A 

c=3,  d=  1 

NOT  A 

c = 3,  d = 2 

RNDX 

c = 3,  d- 3,  a = 2 

ADD  A,  x 

c = 4,  p = 0 

SUB  A,  x 

c = 4,  p=  1 

AND  A,  x 

c = 4,  p = 2 

ORA,  x 

c = 4,  p = 3 

XOR  A,  x 

c = 4,  p = 4 

LADD,  x 

c = 4,  p = 5 

LSUB,  x 

c = 4,  p = 6 

LAND,  x 

c = 4,  p = 7 

LOR,  x 

c = 4,  p = 8 

LXOR,  x 

c = 4,  p = 9 

CSHL  A,p 

c = 5,  d = 0 

CSHRA,  p 

c=5,  d=  1 

ASHLA,  p 

c = 5,d  = 2 

ASHRA,  p 

c = 5,  d = 3 

JMP,  x 

c = 6,  p = 0 

JPCZ  A,  x 

c = 6,  p=  1 

JPCNN  A,  x 

c = 6,  p = 2 

JPCNZ  A,  x 

c = 6,  p = 3 

JPCPA,  x 

c = 6,  p = 4 

JPCBA,  0,  b,  x 

c = 6,  p = 5 

JPCBA,  1,  b,  x 

c = 6,  p = 6 

BIT  A,  0,  b 

c = 7,  d = 0 

BITA,  1,  b 

c = 7,  d=l 

BITNOTA,  b 

c = 7 , d = 2 

STOP 

c = 8 

INTER 

c = 9 

FIGURE  7— Typical  assembly  language  mnemonics 


will  precede  the  instruction  and  will  be  terminated 
by  a colon  (:).  Spaces  will  be  ignored.  Op-codes 
will  be  denoted  by  strings  of  capital  letters  and 
terminated  by  a comma  (,),  which  will  also  sepa- 
rate multiple  arguments.  Instructions  will  be 
terminated  by  a semicolon  (;)  or  by  the  ending  of 
a line  ('carriage-return'  character);  several  in- 
structions may  appear  on  one  line.  A sample  speci- 
fication of  assembly  language  op-codes  is  shown  in 
Figure  7.  In  the  assembly  language  notation,  A de- 
notes X (a  = 0),  Y (a=  1),  XY  (a  = 2),  or  Z (a  = 3).  Italic 
letters  [p,  x,  or  b)  denote  numbers  (possibly  in 
quotes,  to  denote  absolutes)  or  variable  names 
(possibly  in  parentheses,  to  denote  indirect  ad- 
dressing), and  are  interpreted  according  to  the  op- 
code [eg,  A cannot  be  XY  in  IN  and  OUT  instruc- 
tions; if  A is  XY  in  instructions  with  c=  1,  2,  and  4 
(with  p^5),  the  operand  must  be  32  bits  long- 
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CL  X;  FROM  X,  sum;  TO  X,  '5000' 
ret:  FROM  X,  w;  SUB  X,  '6000' ; JPCZ  X,  out 
IN  X,  1;  FROM  X,  (w);  ADD  X,  sum 
FROM  X,  sum 

TOX,  w;  ADDX,  T;JMP,  ret 
out:  TO  X,  sum;  OUT  X,  2;  STOP 


FIGURE  8— The  summation  program  in  assembly  language 


either  a double-length  number,  or  an  address  re- 
ferring to  the  first  of  two  consecutive  16-bit  mem- 
ory words.  Again,  the  reader  must  remember 
that  it  is  not  the  particular  details  of  our  specifica- 
tions which  are  important  or  memorable,  but  the 
kind  and  degree  of  detail  occurring. 

Again  to  illustrate  our  assembly  language,  we 
return  to  the  program  given  in  machine  language 
in  Figure  6,  in  the  last  article.  The  same  program 
in  assembly  language  would  take  the  form  given  in 
Figure  8.  Here,  numbers  are  given  in  decimal 
notation  (another  convenience  of  assembly  lan- 
guage; one  can  also  give  numbers  in  hexadecimal 
notation  by  prefixing  them  with  "H,"  in  octal  with 
"O,"  and  in  binary  with  "B").  Note  the  tremendous 
improvement  in  direct  legibility  of  the  program,  in 
comparison  with  the  binary  strings  of  Figure  6. 
The  assembler  is  left  to  figure  out  where  to  store 
the  sum  (the  variable  "sum"  which  the  machine 
language  program  put  into  address  6000)  and  the 
current  address  of  the  listed  numbers  (the  variable 
"w"  which  the  machine  language  program  puts  at 
location  28,  if  the  program  begins  at  location  0, 
necessitating  counting  the  words  occupied  by  the 
program;  if  the  program  were  to  be  modified  or 
relocated,  this  would  have  to  be  changed,  and 
would  be  an  unnecessary  source  of  programming 
errors);  and  similarly,  there  is  no  need  to  count 
words  to  determine  the  addresses  of  "ret"  and 
"out"  (placed  by  the  machine  language  program 
at  5 and  24,  as  it  happens).  At  the  end  of  the  last 
article,  I left  as  an  exercise  for  the  reader  the  task 
of  modifying  the  program  in  Figure  6 so  as  to  allow 
for  the  possibility  that  the  sum  of  the  thousand 
numbers  might  occupy  more  than  sixteen  bits.  In 
machine  language  this  requires  no  less  than  twelve 
changes  and  seven  shifts  of  memory  location.  In 
assembly  language  only  the  substantive  changes, 
from  the  programmer's  point  of  view,  need  be 
made.  The  amended  program  is  given  in  Figure  9. 
Here  we  note  that  only  seven  changes  are  needed; 
but  observe  that  "sum"  becomes  a double-length 
address— just  another  piece  of  bookkeeping 
handled  automatically  by  the  assembler. 

Of  course,  a program  in  assembly  language  still 
represents,  instruction-by-instruction,  a program 
in  machine  language,  and  therefore  still  has  the 
defects  of  "walking  the  road  in  extremely  short 
steps,"  as  we  put  it  earlier.  All  that  shuffling  of 
numbers  in  and  out  of  the  accumulators,  counting 
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CL  XY;  FROM  XY,  sum;  TO  X,  '5000' 
ret:  FROM  X,  w;  SUB  X,  '6000';  JPCZ  X,  out 
IN  X,  1;  FROM  X,  (w);  TO  XY,  sum 
ADD  XY,  (w);  FROM  XY,  sum 
TOX,  w;  ADDX,  T;JMP,  ret 
out:  TO  XY,  sum;  OUT  X,  2;  OUT  Y,  2;  STOP 
[Underlined  material  represents  changes  from 
previous  program.)  Alternative  version  would 
have  third  line  replaced  by: 

CL  X;  IN  Y,  1;  FROM  Y,  (w);  LADD,  sum 
FROM  XY,  sum 


FIGURE  9— The  summation  program  modified  for  long  sums 


and  restricted  testing,  is  not  natural  to  us,  and  its 
mechanical  nature  suggests  that  an  improvement 
is  still  possible.  Thus  it  was  not  long  before  pro- 
grammers devised  much  more  humanly-natural 
languages,  which  are  generically  called  higher  level 
(or  algebraic ) languages.  Some  of  the  more  common 
ones  are  listed  in  the  last  article,  in  connection 
with  the  bibliography  in  Figure  2:  ADA,  ALGOL, 
APL,  BASIC,  C,  COBOL,  FORTRAN,  LISP, 
PASCAL,  PL/ 1,  RPG-II,  SNOBOL,  SPITBOL, 
WATFOR,  and  WATFIV.  There  are  more;  and  all 
come  with  a variety  of  versions  and  dialects. 

The  characteristic  which  puts  a language  into 
this  class  is  that  one  higher-level  instruction  trans- 
lates into  several  assembly  or  machine  language 
instructions.  Beyond  this,  the  languages  differ  ac- 
cording to  the  kind  of  program  they  are  intended 
for.  While  most  languages  will  perform  most 
tasks,  FORTRAN  was  clearly  intended  to  do 
scientific  and  engineering  computations,  COBOL 
to  perform  business  data-processing,  LISP  to 
manipulate  lists,  and  SNOBOL  strings  of  text. 
As  a final  illustration  of  the  power  and  intelli- 
gibility of  such  languages,  we  present  higher-level 
versions  of  our  summation  program  in  BASIC, 
WATFIV,  and  PASCAL,  in  Figure  10.  Once  more, 
note  that  the  details  of  the  individual  languages 
do  not  matter  to  us  at  this  point  (though, 
if  the  reader  ever  intends  to  program,  then  some 
language  will  have  to  be  thoroughly  understood; 
but  I assume  that  many  of  my  readers  have  no 
such  intention);  it  is  their  general  flavor  and  ap- 
pearance which  is  noteworthy;  and  the  casual 
readability  of  the  samples  presented  is  their  salient 
characteristic. 

Of  all  the  hundreds  of  programming  languages 
devised,  it  is  safe  to  say  that  more  lines  of  program 
have  been  written  in  FORTRAN  or  in  COBOL 
than  in  all  others  combined;  though  this  reflects 
their  age  rather  than  their  desirability.  The  fast- 
gaining  runner-up  must  surely  be  BASIC,  which 
comes  with  every  micro  and  most  mini  com- 
puters; though  some  would  say  that  BASIC,  which 
perpetuates  the  style  of  FORTRAN,  spoils  any 
chances  of  producing  really  good  programs  and 


1)  BASIC 

100  DIMENSION  A (1000):  LET  S = 0 
200  FOR  I = 1 TO  1000:  INPUT  A(I):  LET  S = S + A(I): 
NEXT  I 

300  PRINT  #2,  S:  STOP:  END 

Note:  The  "DIMENSION"  statement  sets  up  the  "ar- 
ray" of  indexed  variables  A(I),  corresponding  to  our 
memory  locations  5000-5999.  A statement  such  as 
"LET  S = S + A(I)"  computes  the  right-hand  side  of  the 
"equation"  and  stores  the  result  in  the  address  named 
on  the  left.  The  statement  "NEXT  I"  transfers  control 
to  the  instruction  following  the  "FOR"  statement,  until 
all  the  I-values  (1  through  1000)  have  been  dealt  with; 
then  execution  moves  to  the  instruction  following  the 
"NEXT"  statement.  BASIC  is  a terminal-oriented 
language  and  the  "INPUT"  instruction  requires  the 
user  to  type  in  the  thousand  numbers  one-by-one  as 
they  are  called  for;  but  there  are  other  ways  of  ef- 
fecting the  input.  Note,  too,  that  (typically  of  a higher- 
level  language)  no  accumulator  is  mentioned.  BASIC 
is  rather  unusual  in  requiring  lines  (but  not  individual 
instructions,  which  are  separated  by  colons)  to  be 
numbered. 

2)  WATFIV 

INTEGERS  A(1000),  S;  READ  A;  S = 0;  I = 1 

WHILE  (I.LE.  1000);  S = S + A(I);  1 = 1+1; 

END  WHILE 

PRINT,  S;  STOP;  END 

Note:  The  "INTEGER*4"  statement  specifies  both  the 
"dimension"  of  the  array  A and  that  each  variable 
represents  four  bytes  (32  bits)  of  memory  and  is  treated 
as  an  integer.  The  "READ"  statement  will  then  input 
all  1000  numbers  into  consecutive  array  locations.  The 
instructions  between  "WHILE  (I.LE.  1000)"  and  "END 
WHILE"  will  be  repeatedly  executed,  so  long  as  the 
condition  in  parentheses  is  true  (".LE.”  denotes  the 
less-than-or-equal-to  sign  <).  Here,  instructions  are 
separated  by  semicolons.  In  both  programs  above, 
"STOP"  denotes  the  end  of  execution  and  "END"  the 
end  of  the  program  listing.  [Actually,  the  former  may 
be  omitted,  if  it  comes,  as  it  does  here,  just  before 
the  latter.) 

3)  PASCAL 

program  SUM  (INPUT,  OUTPUT)  ; 

var  A : array  [1..  1000]  of  integer  ; 

S , I : integer  ; 

begin 

S:=  0; I :=  1 ; 
repeat 

read  ( A[I] ) ; S:  = S + A[I]  ; I : = I + 1 
until  I = 1000  ; 
write  (S) 

end  . 

Note:  PASCAL  is  rather  more  formal  about  specifying 
variables,  and  lends  itself  to  "structured  program- 
ming." The  symbol  " replaces  the  misleading  " = ” 
of  BASIC  and  WATFIV.  The  "repeat"  - "until"  may 
be  replaced  by  a "while"  - "begin  do”  - "end"  con- 
struct, rather  as  in  WATFIV. 


FIGURE  10 —Three  higher  level  language  versions  of  the 
summation  program 
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should  be  replaced  by  PASCAL.  Fashions  come 
and  go  in  programming  languages,  not  always 
fully  based  on  rational  arguments,  and  personal 
preferences  are  vigorously  touted. 

Given  a higher  level  language,  it  is  necessary 
to  have  a translator  program  to  turn  it  into  machine 
(or,  more  frequently,  assembly)  language.  Such 
translators  are  of  two  kinds.  An  interpreter  oper- 
ates at  execution  time:  beginning  with  the  first 
instruction  of  the  stored  higher  level  program,  it 
translates  it  into  one  or  more  machine  language 
instructions,  which  it  proceeds  to  execute;  then  it 
reads  and  translates  the  next  higher  level  instruc- 
tion and  executes  that;  and  so  on.  If  a jump  is 
encountered  in  the  source  program  (as  the  higher 
level  language  program  is  often  called),  the  inter- 
preter goes  to  the  next  instruction  in  accordance 
with  the  jump  and  proceeds  to  read,  translate,  and 
execute  it,  without  taking  into  account  whether 
it  has  already  encountered  it.  Thus,  in  a program 
such  as  those  in  Figure  10,  the  same  source  in- 
structions will  have  to  be  parsed  and  translated 
a thousand  times  (a  very  time-consuming  and 
wasteful  procedure).  But  the  (usually  much  longer) 
object  program  need  not  be  stored,  and  inter- 
preters themselves  tend  to  be  shorter  and  simpler 
programs.  This  is  why  a BASIC  interpreter  is  a 
natural  adjunct  to  a microcomputer,  which  tends 
to  be  a little  cramped  for  space;  especially  since 


many  microcomputer  users  are  not  interested  in 
extremely  lengthy  computations. 

By  contrast,  a compiler  is  a program  which  trans- 
lates a source  program  into  an  object  program,  the 
former  being  in  higher  level  language  and  the  lat- 
ter in  machine  or  assembly  language.  The  program 
is  translated  as  it  sits  in  memory,  not  during 
execution;  so  that  the  problem  of  repeated  trans- 
lation is  avoided.  Indeed,  there  are  many  so-called 
"optimizing  compilers"  which  pass  through  the 
compiled  object  code  several  times,  eliminating 
redundancies  and  inefficiencies  to  produce  faster 
object  programs  (something  that  would  be  impos- 
sible for  an  interpreter  to  do).  Speed  is  greatly 
increased,  in  general,  at  the  expense  of  space  in 
the  computer  memory.  Of  course,  once  a program 
has  been  compiled  and  proven  to  be  free  of  bugs 
(debugging  is  far  easier  in  source  code  than  in 
object  code),  the  source  program  may  be  stored 
for  future  use  and  only  the  object  program  kept 
in  main  memory.  Compilers  are  available  for 
almost  all  higher  level  languages  on  almost  all 
machines,  and  are  essential  for  extensive  applica- 
tions. 

In  the  next  article  we  will  turn  to  the  general 
subject  of  software,  of  which  interpreters  and  com- 
pilers are  a necessary  part.  The  availability  of  re- 
liable, efficient,  and  appropriate  software  will 
often  force  the  decision  on  which  computer 
system  (hardware  and  software  together)  one  is  to 
adopt.  From  the  point  of  view  of  cost,  too,  soft- 
ware is  fast  overtaking  hardware  as  the  crucial 
factor;  and  though  I naturally  welcome  those 
readers  who  wish  to  do  their  own  programming 
(or  are  contemplating  hiring  a programmer  to 
tailor  software  to  their  needs),  I must  warn  them 
that  the  cost,  both  in  time  and  in  money,  of  pro- 
ducing good  software  always  seems  to  exceed  any 
estimates  made  in  advance!* 
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LET  US 
MAKE  THE 
HOUSE  CALLS 

MML  Health  Services,  Inc.  provides  health  testing 
services  in  the  home  or  office.  Specially  trained  techni- 
cians provide  sensitive,  personal  care  for  the  homebound 
and  elderly,  as  well  as  the  active  person  who  likes  the 
convenience  of  personalized  service. 

MML’s  health  testing  services  for  the  home  and 
office  include: 

— clinical  laboratory  testing 
— EKG  and  Holter  monitoring 
— Hickman  catheter  servicing 

— phlebotomist  services 

— mobile  x-ray  examinations 

m 

MML 

Health  Services,  Inc. 

4850  West  Fond  du  Lac  Avenue 
Milwaukee,  Wisconsin  53216 
(414)  871-5000 

For  more  information. 

MML  Health  Services,  Inc.  also  serves  the  health  testing  needs  of  industry 
and  nursing  homes. 
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equal 
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Only  you  can  provide  the  answer... 


Squibb  invites  you 
to  conduct  your  own  clinical  trial 

with 


Velosef Capsules 

(Cephradine  Capsules  USP) 


BID 


How  else  can  you  decide  that  Velosef  Capsules  500  mg  BID  are 
as  effective  as  250  mg  QID  of  the  leading  oral  cephalosporin? 
We're  so  confident  about  the  results  that  we'll  send  you  a 
clinical  trial  supply  of  Velosef  Capsules  500  mg  for  use  in 
the  treatment  of  infections  of  the  respiratory  tract. 

To  find  out  how  two  500  mg  Velosef  Capsules  equal 
four  250  mg  capsules  of  the  leading  cephalosporin, 
simply  fill  out  the  attached  postage-paid  reply  card 
We'll  send  your  clinical  trial  supply  of  Velosef 
Capsules  500  mg  right  away. 


SQUIBB 


100  capsules  NDC  0003-0114-50 

500  mg 

VELOSEF '500’ 

Cephradine  Capsules  USP 

Usual  dosace:  See  insert 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  TABLETS  1 GRAM 
Cephradine  Tablets 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 


DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  ‘500’ 
Capsules  (Cephradine  Capsules  USP)  provide  250  mg  and 
500  mg  cephradine,  respectively,  per  capsule.  Velosef  Tablets 
(Cephradine  Tablets)  provide  1 g cephradine  per  tablet. 
Velosef  '125'  for  Oral  Suspension  and  Velosef  ‘250’  for  Oral 
Suspension  (Cephradine  for  Oral  Suspension  USP)  after  con- 
stitution provide  125  and  250  mg  cephradine,  respectively, 
per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are 
indicated  for  the  treatment  of  infections  caused  by 
susceptible  strains  of  designated  microorganisms  as  follows: 
Respiratory  Tract  Infections  (e  g.,  tonsillitis,  pharyngitis,  and 
lobar  pneumonia)  due  to  S.  pneumoniae  (formerly 
D.  pneumoniae)  and  group  A beta-hemolytic  streptococci 
[penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  pro- 
phylaxis of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the 
nasopharynx;  substantial  data  establishing  the  efficacy  of 
Velosef  in  the  subsequent  prevention  of  rheumatic  fever  are 
not  available  at  present];  Otitis  Media  due  to  group  A beta- 
hemolytic  streptococci,  H.  influenzae,  staphylococci,  and 


S.  pneumoniae Skin  and  Skin  Structures  Infections  due  to 
staphylococci  and  beta-hemolytic  streptococci;  Urinary  Tract 
Infections,  including  prostatitis,  due  to  E.  coli.  P.  mirabilis, 
Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated 
prior  to  and  during  therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersen- 
sitivity to  the  cephalosporin  group  of  antibiotics. 
WARNINGS;  Use  cephalosporin  derivatives  with  great 
caution  in  penicillin-sensitive  patients  since  there  is  clinical 
and  laboratory  evidence  of  partial  cross-allergenicity  of  the 
two  groups  of  antibiotics ; there  are  instances  of  reactions  to 
both  drug  classes  (including  anaphylaxis  after  parenteral 
use).  In  persons  who  have  demonstrated  some  form  of 
allergy,  particularly  to  drugs,  use  antibiotics,  including 
cephradine,  cautiously  and  only  when  absolutely  necessary. 

Pseudomembranous  colitis  has  been  reported  with 
the  use  of  cephalosporins  (and  other  broad  spectrum 
antibiotics);  therefore,  it  is  important  to  consider  its 
diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum 
antibiotics  alters  normal  flora  of  the  colon  and  may  permit 
overgrowth  of  Clostridia.  Studies  indicate  a toxin  produced 
by  Clostridium  difficile  is  one  primary  cause  of  antibiotic- 
associated  colitis.  Cholestyramine  and  colestipol  resins  have 
been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis 
may  respond  to  drug  discontinuance  alone.  Manage  moderate 
to  severe  cases  with  fluid,  electrolyte  and  protein  supplemen- 
tation as  indicated.  Oral  vancomycin  is  the  treatment  of 
choice  for  antibiotic-associated  pseudomembranous  colitis 


produced  by  C difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of 
colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to 
detect  any  side  effects  or  unusual  manifestations  of  drug 
idiosyncrasy.  If  a hypersensitivity  reaction  occurs,  discon- 
tinue the  drug  and  treat  the  patient  with  the  usual  agents, 
e.g.,  pressor  amines,  antihistamines,  or  corticosteroids. 
Administer  cephradine  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  In  patients  with  known  or 
suspected  renal  impairment,  make  careful  clinical  observation 
and  appropriate  laboratory  studies  prior  to  and  during 
therapy  as  cephradine  accumulates  in  the  serum  and  tissues. 
See  package  insert  for  information  on  treatment  of  patients 
with  impaired  renal  function.  Prescribe  cephradine  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis.  Prolonged  use  of  antibiotics  may 
promote  the  overgrowth  of  nonsusceptible  organisms.  Take 
appropriate  measures  should  superinfection  occur  during 
therapy.  Indicated  surgical  procedures  should  be  performed 
in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that 
false  results  may  occur  with  urine  glucose  tests  (see 
PRECAUTIONS,  Drug/Laboratory  Test  Interactions).  Advise 
the  patient  to  comply  with  the  full  course  of  therapy  even  if 
he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as 
possible.  Tell  the  patient  he  may  take  this  medication  with 
food  or  milk  since  G.I.  upset  may  be  a factor  in  compliance 
with  the  dosage  regimen.  The  patient  should  report  current 
use  of  any  medicines  and  should  be  cautioned  not  to  take 
other  medications  unless  the  physician  knows  and  approves 
of  their  use  (see  PRECAUTIONS,  Drug  Interactions). 
Laboratory  Tests:  In  patients  with  known  or  suspected 
renal  impairment,  it  is  advisable  to  monitor  renal  function. 
Drug  Interactions:  When  administered  concurrently,  the 
following  drugs  may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere 
with  the  bactericidal  action  of  cephalosporins  in  acute  infec- 
tion; other  agents,  e g.,  aminoglycosides,  colistin,  poly- 
myxins, vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and 
ethacrynic  acid)  — Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of 
cephalosporins,  resulting  in  increased  risk  of  nephrotoxicity. 
Drug/Laboratory  Test  Interactions:  After  treatment  with 
cephradine,  a false -positive  reaction  for  glucose  in  the  urine 
may  occur  with  Benedict’s  solution,  Fehling’s  solution,  or 
with  Clinitest®  tablets,  but  not  with  enzyme-based  tests  such 
as  Clinistix®  and  Tes-Tape®.  False -positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a 
cephalosporin  prior  to  delivery.  Cephalosporins  have  been 
reported  to  cause  false -positive  reactions  in  tests  for  urinary 
proteins  which  use  sulfosalicylic  acid,  false  elevations  of 
urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in 
animals  have  not  been  performed  to  evaluate  carcinogenic 
potential  or  mutagenesis. 

Pregnancy:  Teratogenic  Effects/Impairment  of 
Fertility  — Category  B:  Reproduction  studies  have  been 
performed  in  mice  and  rats  at  doses  up  to  4 times  the  maxi- 
mum indicated  human  dose  and  have  revealed  no  evidence 
of  impaired  fertility  or  harm  to  the  fetus  due  to  cephradine. 
There  are,  however,  no  adequate  and  well-controlled  studies 
in  pregnant  women.  Because  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  use  this  drug 
during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast 
milk  during  lactation,  exercise  caution  when  administering 
cephradine  to  a nursing  woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the 
efficacy  of  b i d.  regimens  in  children  under  nine  months  of 
age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited 
essentially  to  G.I.  disturbances  and,  on  occasion,  to  hyper- 
sensitivity phenomena.  The  latter  are  more  likely  to  occur  in 
persons  who  have  previously  demonstrated  hypersensitivity 
and  those  with  a history  of  allergy,  asthma,  hay  fever,  or 
urticaria. 

(continued  on  next  page) 


Can  two  really  equal  four?  (§) 
Find  out  today.  SQU,B 

□ Yes,  I want  to  find  out  for  myself  if  Velosef®  Capsules 
(Cephradine  Capsules  USP)  really  equal  the  leading  oral 
cephalosporin. 

Send  my  clinical  trial  supply  of  40  Velosef  Capsules  500  mg  to: 


Name 
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Address 


City/State/Zip 


Signature 


This  offer  expires  on  December  31 , 1984. 
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(continued) 

The  following  adverse  reactions  have  been  reported 
following  use  of  cephradine:  G.I.  — Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  therapy; 
nausea  and  vomiting  have  been  reported  rarely.  Skin  and 
Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash, 
pruritus,  joint  pains.  Blood  — mild  transient  eosinophilia, 
leukopenia  and  neutropenia.  Liver  — transient  mild  rise  of 
SGOT,  SGPT,  and  total  bilirubin  with  no  evidence  of 
hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins; 
their  frequency  increases  in  patients  over  50  years  old.  In 
adults  for  whom  serum  creatinine  determinations  were 
performed,  the  rise  in  BUN  was  not  accompanied  by  a rise  in 
serum  creatinine.  Others  — dizziness,  tightness  in  the  chest, 
and  candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other 
than  lobar  pneumonia)  and  skin  and  skin  structures 
infections:  250  mg  q.  6 h or  500  mg  q.  12  h.  For  lobar 
pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncomplicated 
urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious 
UT1,  including  prostatitis,  500  mg  q.  6 h or  1 g q.  12  h. 

Severe  or  chronic  infections  may  require  larger  doses  (up  to 
1 g q.  6 h.). 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in 
equally  divided  doses  q.  6 or  12  h.  For  otitis  media  due  to 
H.  influenzae:  75  to  100  mg/kg/day  in  equally  divided  doses 
q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for  children 
should  not  exceed  dosage  recommended  for  adults.  There 
are  no  adequate  data  available  on  efficacy  of  b.i.d.  regimens 
in  children  under  9 months  of  age. 

For  full  prescribing  information,  consult  package  insert. 
HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of 
24  and  100  and  Unimatic®  unit-dose  packs  of  100.  1 g 
tablets  in  bottles  of  24.  125  mg  and  250  mg  for  oral 
suspension  in  bottles  of  100  ml  and  200  ml. 
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SMS  reviews  Legislative  Committee  report  on  WHCLIP 


The  Legislature’s  Joint  Audit  Committee  held  a 
public  hearing  on  January  26  to  consider  the  find- 
ings of  a study  into  possible  alternatives  to  or  re- 
visions in  the  Wisconsin  Health  Care  Liability  In- 
surance Plan  (WHCLIP).  (At  the  time  of  this  print- 
ing, details  of  the  hearing  were  not  available.)  The 
study,  conducted  by  the  Legislative  Audit  Bureau 
(LAB),  indicates  that  such  radical  changes  as  dis- 
solution or  transfer  of  WHCLIP  to  the  private 
sector  are  not  feasible  because  of  private  insurers’ 
refusal  to  grant  coverage  to  many  physicians  cur- 
rently insured  by  WHCLIP. 

The  LAB  does,  however,  suggest  modifications 
directed  at:  (1)  allowing  private  insurers  to  compete 
more  equitably  with  WHCLIP,  and  (2)  providing 
compensation  to  the  State  for  its  involvement  in 
WHCLIP.  The  LAB  recommends  accomplishing 
this  by  imposing  a 2°lo  premium  surtax  on 
WHCLIP.  The  report  indicates  that  the  absence  of 
such  a tax  provides  WHCLIP  an  unfair  advantage 
over  private  market  insurers  and  that  the  State  is 
losing  this  potential  revenue  when  physicians  obtain 
insurance  from  WHCLIP  rather  than  from  a private 
company. 

Meeting  in  Madison  January  15,  the  SMS  Board 
of  Directors  voted  to  oppose  this  proposal  on  the 
basis  that: 

• Any  advantage  enjoyed  by  WHCLIP  by  its 
exemption  from  a premium  tax  is  balanced  by  the 


American  Jazz  Express  to 
highlight  President’s  Dinner 

SMS  President  Gerald  C Kempthorne,  MD  and 
Auxiliary  President  Elaine  Torkelson  invite  phy- 
sicians and  their  spouses  to  spend  an  evening  with 
the  American  Jazz  Express  at  the  Presidents’  Re- 
ception & Dinner,  Thursday  evening,  March  24,  at 
the  Hyatt  Regency — Milwaukee. 

The  American  Jazz  Express  is  a 16-piece  big 
band  from  Madison  featuring  music  from  the  30s, 
40s  and  50s,  as  well  as  the  popular  songs  of  today. 
Enjoy  Glenn  Miller  favorites,  hits  of  Harry  James, 
the  Dorsey  Brothers,  Woody  Herman,  Count  Basie, 
Duke  Ellington  . . . dance  to  current  hits  including 
the  boogie,  disco  tunes,  as  well  as  Latin  American 
favorites  and  waltzes. 

For  details,  consult  your  1983  SMS  Annual  Meet- 
ing program.* 


private  sector’s  ability  to  grant  coverage  on  a se- 
lective basis. 

• The  State  is  already  reimbursed  for  administer- 
ing WHCLIP  (all  expenses  of  WHCLIP,  the  Pa- 
tients Compensation  Fund,  and  the  Patients  Com- 
pensation Panels  are  paid  by  physicians  and  other 
healthcare  providers). 

• A premium  surtax  is  counterproductive  in  that 
it  will  unnecessarily  increase  the  cost  of  healthcare. 

• The  State  benefits  from  WHCLIP  in  that 
WHCLIP  ensures  the  availability  of  quality  health- 
care (including  “high-risk”  procedures). 

The  SMS  Board  did  endorse  two  proposed 
changes  in  WHCLIP  aimed  at  stabilizing  rates.  The 
Board  supported  (1)  the  establishment  of  a stabili- 
zation reserve  and  (2)  the  depletion  of  excess  surplus 
through  either  rate  reductions  or  refunds.  ■ 

More  Board  of  Directors  actions 

In  other  action  Saturday,  January  15,  the  Board: 

• Nominated  SMS  Assistant  Secretary  H B 
Maroney  for  reelection  to  the  WisPRO  Board  of 
Directors. 

• Approved  a 1983  State  Medical  Society  budget 
of  $1,810,000;  subject  to  House  of  Delegates  review. 

• Approved  recommendations  for  recipients  of 
the  Directors  Award,  Presidential  Citation,  and  the 
Distinguished  Service  Award — to  be  presented  at  the 
1983  SMS  Annual  Meeting  in  March. 

• Received  a report  on  the  1982  Workshop  on 
Health:  “Teens  on  Wheels”  from  SMS  Auxiliary 
President  Mrs  Leonard  Torkelson  of  Baldwin. 

• Referred  policy  guidelines  on  artificial  insemi- 
nation back  to  the  SMS  Committee  on  Maternal  and 
Child  Health  for  further  study. 

• Will  ask  the  Department  of  Health  and  Social 
Services  (DHSS)  to  include  in  its  proposed  adminis- 
trative rule  on  oxytocics  use,  a requirement  that 
oxytocics  be  administered  only  by  intravenous  route. 

• Approved  a statement  on  “Admission  Criteria 
to  Non-Hospital  Medical  Residential  Rehabili- 
tation” developed  by  the  Committee  on  Alcoholism 
and  Other  Drug  Abuse.  The  Board  also  endorsed: 
(1)  a revised  definition  of  “alcoholic”  being  pro- 
posed by  the  State  Bureau  of  Alcohol  and  Other 
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Drug  Abuse  to  replace  the  current  definition  in  State 
Statutes  and  Administrative  Code;  and  (2)  a defi- 
nition of  “medical  screening”  for  admission  to  non- 
medical detoxification  programs  drafted  by  the  SMS 
Committee  on  Alcoholism  and  Other  Drug  Abuse. 
Copies  of  any  or  all  of  these  statements  are  avail- 
able by  contacting  the  SMS  Secretary’s  Office  in 
Madison. 

• Moved  to  continue  with  psychotherapy  suit 
legal  proceedings  up  to  the  pretrial  stage  at  the  dis- 
cretion of  the  Executive  Committee.  Legal  counsel 
will  review  the  information  being  provided  by  the 
defendants  (State  DHSS  and  Federal  Department  of 
Health  and  Human  Services)  which  was  requested  by 
the  Society  in  its  complaint. 

• Voted  to  recommend  to  the  SMS  House  of  Del- 
egates, which  sets  dues  in  March,  that  SMS  dues  be 
increased  by  $15,  or  3.5%,  to  $445  in  1984,  with  $5 
of  this  increase  being  placed  in  a special  contingency 
reserve  fund  for  extraordinary  legal  costs. 

• Created  an  ad  hoc  committee  to  review  legal 
services  used  by  the  Society.  Specifically,  the  com- 
mittee will  explore  whether  there  is  a need  for:  (1) 
increasing  in-house  legal  capability,  and  (2)  develop- 
ing a formal  policy  for  retaining  outside  counsel. 

• Received  an  SMS  “issue  paper”  on  “Preferred 
Provider  Organizations”  (PPOs)  and  “Direct  Pro- 
vider Contracting.”  Copies  of  this  paper  are  avail- 
able from  the  SMS  Secretary’s  Office  in  Madison. 

• Approved  a statement  on  “Membership  Quali- 
fications for  the  SMS  Section  on  Surgery”  which 
specifies  that  the  Section  on  Surgery  shall  consist  of 
those  physicians  who  are  certified  (or  Board  elig- 
ible) by  a surgical  board  recognized  by  the  American 
Board  of  Medical  Specialties. 

• Voted  to  continue  its  support  of  efforts  by  the 
State  Department  of  Transportation  in  the  area  of 


motorcycle  safety  and  helmet  use,  and  directed  the 
Commission  on  Public  Information  to  make  litera- 
ture on  helmet  use  available  to  the  membership 
for  use  with  patients. 

• Encouraged  physicians  to  secure  signatures  in 
their  offices  on  a petition  to  raise  the  legal  drinking 
age  in  Wisconsin.  ■ 


MDs,  spouses  invited  to  attend 
Medicine  & Religion  Breakfast 

“There’s  satisfaction  from  using  skills  and  knowl- 
edge one  has  taken  a lifetime  to  accumulate — with- 
out concern  for  payment,  insurance  forms  or  gov- 
ernment red  tape.  There’s  the  challenge  of  meeting 
disease  and  blindness  on  their  own  ground,  and  in 
many  cases  doing  something  specific  and  often 
dramatic  about  it,”  according  to  Dr  Frank  J Cerny, 
Fond  du  Lac  ophthalmologist.  Physicians  and 
spouses  are  invited  to  hear  Doctor  Cerny  discuss 
“Medical  Missions:  Problems  and  Directions”  at 
the  Medicine  and  Religion  Breakfast  at  7:00  am, 
Friday,  March  25,  at  the  Hyatt  Regency  Hotel,  Mil- 
waukee. 

With  a twenty-year  experience  of  vacations  spent 
in  volunteer  medical  services  in  underdeveloped 
countries,  Doctor  Cerny  can  combine  expertise  and 
numerous  experiences.  He  and  his  wife,  a registered 
nurse,  made  their  first  trip  in  1962  to  a hospital  in 
Kano,  Nigeria,  founded  by  Medical  Group  Missions, 
sponsored  by  the  Christian  Medical  Society.  His 
most  recent  trip  included  the  World  Medical  Mis- 
sion Conference  in  Bangalore,  India. 

The  Committee  on  Medicine  and  Religion  joins 
the  Catholic  Physicians  Guild  in  sponsoring  a break- 
fast each  year  during  the  Society’s  Annual  Meeting. 


Insurance  Commissioner  undertakes  review 
of  UCR  dispute 


The  State  Insurance  Commissioner’s  office  has 
begun  a review  requested  by  the  State  Medical  So- 
ciety of  actions  by  insurance  carriers  in  their  attempt 
to  sell  the  concept  of  “usual,  customary  and  reason- 
able” (UCR)  payments  for  medical  services. 

In  a December  3 letter  to  Insurance  Commissioner 
Ann  Haney,  SMS  Physicians  Alliance  Chairman 
Kenneth  M Viste  Jr,  MD  said  such  an  investigation 
was  necessary  because  certain  carriers  “have  failed 
to  adequately  inform  subscribers  of  the  ramifica- 
tions of  their  policies,  have  interfered  with  the  pro- 
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fessional  and  contractural  relationship  between 
physician  and  patient,  and  have  attempted  to  bind 
the  physician  to  a contractural  arrangement  of  which 
the  physician  is  not  a party.” 

Haney  informed  the  Society  that  she  has  asked 
Blue  Cross-Blue  Shield  United  of  Wisconsin  and 
Wisconsin  Physicians  Service  to  formally  respond 
to  her  office  regarding  the  Society’s  concerns.  After 
receipt  of  this  information,  the  Insurance  Commis- 
sioner’s office  will  issue  its  response  to  the  Society 
on  the  matter.  ■ 
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SMS  physicians  named 
to  AMA  task  forces 

Henry  F Twelmeyer,  MD,  Wauwatosa,  an  SMS 
delegate  to  the  American  Medical  Association  and 
George  E Collentine,  MD,  Milwaukee,  a member 
of  the  AMA  Council  on  Medical  Service,  have  been 
appointed  to  serve  on  “Work  Group  Four-Deliv- 
ery Mechanisms/Process”  of  the  AMA’s  project  of 
developing  a “Health  Policy  Agenda  (HP A)  for  the 
American  People.”  SMS  President  Gerald  C Kemp- 
thorne,  MD,  Spring  Green,  has  been  appointed  as 
Wisconsin’s  representative  on  the  HPA  Advisory 
Committee  and  Raymond  C Zastrow,  MD,  Mil- 
waukee, has  been  appointed  to  “Work  Group  Six- 
Payment  for  Service.  ”■ 


OBITUARIES 


John  J Arneth,  MD,  65,  Wauwatosa,  died  Dec  17,  1982  in 
Wauwatosa.  Born  July  7,  1917  in  Marquette,  Mich,  Doctor 
Arneth  graduated  from  Marquette  University  School  of  Medi- 
cine in  1943  and  served  his  internship  and  residency  at  Evangel- 
ical Deaconess  Hospital  in  Milwaukee.  Doctor  Arneth  was  in 
medical  practice  at  Deaconess,  now  a part  of  the  Good  Samari- 
tan Medical  Center,  until  he  closed  his  private  practice  in  1972 
and  joined  the  emergency  room  staff  at  West  Allis  Memorial 
Hospital.  He  was  associated  at  West  Allis  for  two  years  until 
he  joined  the  medical  staff  at  the  Milwaukee  County  Alcohol 
Treatment  Center  and  has  been  the  medical  director  for  the  past 
five  years.  Surviving  are  his  widow,  J Marian;  two  sons, 
Michael,  Milwaukee,  and  Joseph,  Chicago;  and  one  daughter, 
Patricia  of  Milwaukee. 

Isadore  Franklin,  MD,  93,  Milwaukee,  died  Jan  17,  1983  in 
Milwaukee.  Born  in  Russia  on  Apr  1,  1889,  Doctor  Franklin 
graduated  from  the  Wisconsin  College  of  Physicians  and  Sur- 
geons (Marquette),  Milwaukee  in  1911  and  practiced  in  Mil- 
waukee until  his  retirement.  He  had  been  granted  a Life  Mem- 
bership of  the  State  Medical  Society  of  Wisconsin  in  1968.  He 
also  was  a member  of  The  Medical  Society  of  Milwaukee 
County  and  the  American  Medical  Association.  Surviving  is  a 
daughter,  Mrs  Lillian  Barney  of  Coram,  New  York.  ■ 


CES  FOUNDATION 

CONTRIBUTIONS— DECEMBER  1982 


The  Charitable,  Educational  and  Scientific 
Foundation  of  the  State  Medical  Society  is 
grateful  to  Society  members,  their  various 
friends  and  associates,  and  other  organiza- 
tions interested  in  the  aims  and  purposes  of 
the  Foundation,  for  their  generous  support. 
The  Foundation  wishes  to  acknowledge  the 
following  contributions  for  December 
1982. 


Nonrestricted 

Robert  B Murphy — Donation 

Orvin  Glesne,  MD;  LH  Huberty,  MD;  John  J Beck,  MD; 
Waldemar  W Wolfmeyer,  MD;  William  E Clark,  MD; 
Richard  W Clasen,  MD;  VA  Baylon,  MD;  LR  Pfeiffer, 
MD;  John  E Thompson,  MD;  Josefino  B Cabaltica, 
MD;  Joseph  V Flannery  Sr,  MD;  Harold  H Scuda- 
more, MD;  John  E Conway,  MD;  RL  Waffle,  MD; 
Jacob  M Fine,  MD;  Cyril  M Hetsko,  MD;  SMS 
Members — Voluntary  Contributions 


Restricted 

Mrs  Charles  E Yale;  Dorothy  S Wolf;  William  G Wendle; 
Marlene  Wendle;  Bernard  Bartel;  LaVerne  Bartel; 
Cyril  M Hetsko,  MD; — Aesculapian  Society  Dues 
Albert  Popp,  MD — Popp  Student  Loan  Fund 
Racine  Medical  Auxiliary  Education  & Research  Fund 
— General  Student  Loan  Fund 
State  Medical  Society  of  Wisconsin  Auxiliary — Wiscon- 
sin Workshop  on  Health 

DePaul  Rehabilitation  Hospital — Impaired  Physicians 
Kenosha  County  Medical  Auxiliary — Harrington 
Scholarship  Fund 

Roberta  F Baldwin — Museum  of  Medical  Progress 
Thomas  W Tormey  Jr,  MD — Tormey  Memorial  Medal- 
lion Fund 

Mr-Mrs  L Wayne  Brown — Summer  Externship  Program 
Mr-Mrs  Roy  T Ragatz — Donation  to  BS  Maroney  Fund 
Amy  Hunter  Wilson;  NM  Clausen,  MD;  Dr-Mrs  Tim- 
othy Flaherty;  Cyril  M Hetsko,  MD — Museum  of 
Medical  Progress  Endowment  Fund 

Memorials 

Mr-Mrs  HB  Maroney — Mrs  CJ  Picard  (BS  Maroney 
Fund) 

H Baird  Tenney;  William  G Wendle — H Kent  Tenney, 
MD 

State  Medical  Society — Alois  M Bachhuber,  MD;  Harold 
C Houston,  MD 

Ruth  & Wally  Giulian — Joanne  Keil 
Barbara  & Howard  Brower;  LeRoy  A Johnson — Mrs  CJ 
Picard 

Dr-Mrs  Richard  Edwards — Donna  Nee 
Bernard  & LaVerne  Bartel — Mrs  John  Satory;  Amanda 
Hart;  Mrs  CJ  Picard  ■ 
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State  Medical  Society  of  Wisconsin 

Program  Schedule— Annual  Meeting,  March  24-25-26, 1983,  Milwaukee 


THURSDAY,  MARCH  24 

Section  Delegates  Caucus 

MECCA,  8:00  am 

District  1 Caucus 

MECCA,  8:00  am 

Registration  H/D 

MECCA,  8:00  am 

House  of  Delegates  First  Session 
MECCA,  9:00  am 

Reference  Committee  Meetings 

Hyatt/Lobby,  1:00  pm 

Disability  in  the  Work  Place — 
Prevention,  Evaluation  & Treatment 
Panel 

MECCA,  2:00  pm-4:30  pm 

Presidents’  Reception  and  Dinner 

Hyatt,  7:00  pm 


FRIDAY,  MARCH  25 

Medicine  & Religion  Breakfast 

Hyatt,  7:00  am 

The  Routine  Physical  Examination:  Who, 
What,  When,  Where  and  Why?  Panel 

MECCA,  8:30  am-1 1 :00  am 

Socio-Economic  WISPAC  Luncheon 
Hyatt,  1 1 :45  am 

District  1 Caucus 

MECCA,  1:00  pm 

Registration  H/D 

MECCA,  1:00  pm 

House  of  Delegates  Second  & Third 
Sessions 

MECCA,  1 :45  pm 

Welcome  to  the  Land  of  Oz — Recent 
Initiatives  in  Health  Care  Regulation 
Panel 

MECCA,  2:00  pm-4:00  pm 

Internal  Medicine  Specialty  Program 

MECCA,  1 :30  pm-4:45  pm 


Neurology  & Neurosurgery  Specialty 
Program  and  Luncheon 

MECCA,  12:15  pm-5:00pm 

Ophthalmology  Specialty  Program 

Eye  Institute,  9:00  am- 12:00  n 

Ophthalmology  Luncheon  & Program 

MECCA,  12:30  pm-5:00  pm 

Orthopaedics  Specialty  Program  & 
Luncheon 

MECCA,  9:00  am-5:00  pm 

Physical  Medicine  & Rehabilitation 
Specialty  Program 

MECCA,  1 :00  pm-5:00  pm 

Plastic  Surgery  Specialty  Program 
and  Luncheon 

MECCA,  12:15  pm-3:30  pm 

Preventive  Medicine  Specialty  Program 

MECCA,  2:00  pm-4:00  pm 

Premenstrual  Sy  ndrome — Fact  or 
Myth  Dinner  and  Panel 

Hyatt,  6:00  pm 

Past  Presidents’  Reception  and  Dinner 

Hyatt,  6:00  pm 


SATURDAY.  MARCH  26 

SMS  Board  of  Directors  Breakfast 
Meeting 

Hyatt,  8:00  am 

Headache — What  Works  and  Doesn’t 
Work  in  Diagnosis  and  Treatment  Panel 

MECCA,  8:30  am-10:30  am 

Allergy  & Clinical  Immunology  Specialty 
Program  and  Luncheon 

MECCA,  12: 15  pm-4:00  pm 

Anesthesiology  Specialty  Program  and 
Luncheon 

MECCA,  12:15  pm-4:30pm 

Dermatology  Specialty  Program  and 
Luncheon 

MECCA,  12:15  pm-4:30pm 

Emergency  Medicine  Specialty  Program 

MECCA,  1 :00  pm-4:30  pm 


Family  Physicians  Specialty  Program 

MECCA,  8:30  am-12:00n 

Otolaryngology  Specialty  Program  and 
Luncheon 

MECCA,  8:30  am-4:00  pm 

Pathology  Specialty  Program  and 
Luncheon 

MECCA,  9:30  am-5:30  pm 

Surgery  Specialty  Program  and  Luncheon 

Wood  VA  Medical  Center 
7:45  am-12  n (includes  lunch) 

MECCA,  1:30  pm-5:00  pm 
University  Club,  Dinner,  6:30  pm 

* * * 


SCIENTIFIC  PROGRAM  COMMITTEE 

C William  Freeby,  MD,  Appleton 
Chairman 

Charles  L Junkerman,  MD,  Milwaukee 
Leonard  H Wurman,  MD,  Wausau 

SCIENTIFIC  PROGRAM  PLANNERS 

Commission  on  Continuing 
Medical  Education 

James  T Houlihan,  MD,  Woodruff 
Chairman 

C William  Freeby,  MD,  Appleton 
Vice-chairman 

Frank  E Berridge,  MD,  Milwaukee 
Martin  Z Fruchtman,  MD,  Waukesha 
Bradley  G Garber,  MD,  Osseo 
Kenneth  I Gold,  MD,  Beloit 
Charles  L Junkerman,  MD,  Milwaukee 
Joseph  J Mazza,  MD,  Marshfield 
Edwin  L Overholt,  MD,  La  Crosse 
John  L Raschbacher,  MD,  Waukesha 
Thomas  P Simerson,  MD,  Merrill 
Leonard  H Wurman,  MD,  Wausau 
Ex  officio 

Willard  Duff,  PhD,  designee  for  Dean 
Edward  J Lennon,  MD  (MCW) 

Sigurd  E Sivertson,  MD,  designee  for 
Dean  Arnold  L Brown,  MD  (UW) 

Staff 

Bill  Wendle,  Scientific  Affairs  Coordinator 
Arlene  Meyer,  Administrative  Assistant, 
Continuing  Medical  Education  ■ 
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Healthcare  delivery  systems,  key  issue  in  resolutions 
to  be  presented  to  SMS  House  of  Delegates  session 


The  House  of  Delegates  will  consider  resolutions 
ranging  in  subject  matter  from  physician  reimburse- 
ment and  cost  containment  issues  to  alternative 
methods  of  delivering  healthcare  when  it  convenes 
at  the  State  Medical  Society’s  Annual  Meeting  in 
Milwaukee,  March  24-25-26. 

The  following  resolutions  were  received  in  the 
Secretary’s  Office  by  the  January  25  deadline.  Mem- 
bers are  urged  to  express  their  opinions  to  their 
delegates  (see  listing  elsewhere  in  this  issue)  and 
to  participate  at  the  Annual  Meeting  Reference 
Committee  hearings  where  resolutions  are  discussed. 

Members  are  reminded  that  the  first  session  of 
the  House  will  start  at  9:00  am  Thursday,  March  24, 
preceded  by  registration  at  8:00  am.  The  second 
and  third  sessions  will  be  held  on  Friday,  March 
25,  starting  at  1 :45  pm  with  registration  at  1 :00. 

(The  county  medical  society,  specialty  section, 
director,  delegate,  or  individual  physician  who  intro- 
duced the  resolution  appears  in  parentheses.) 

1.  (Green)  Terms  of  Office 

Because  the  1982  House  of  Delegates  urged  the 
Society  to  play  a more  dynamic  role  in  identifying, 
recruiting  and  promoting  its  own  members  for  lead- 
ership positions  in  the  AMA  and  this  same  prin- 
ciple should  be  encouraged  within  the  State  Medical 
Society  itself;  and  more  physicians  should  have  the 
opportunity  to  hold  positions  of  responsibility  in  the 
State  Medical  Society;  therefore  be  it 

“Resolved,  that  the  term  of  office  for  elected 
Directors  of  the  State  Medical  Society  and  for  Dele- 
gates and  Alternate  Delegates  to  the  American  Med- 
ical Association  be  limited  to  two  (2)  consecutive 
terms;  and  be  it  further 

“Resolved,  that  Article  VI  of  the  SMS  Con- 
stitution, fourth  paragraph,  be  amended  to  read: 
‘The  terms  of  the  directors  shall  be  for  three  years. 
No  individual  shall  be  permitted  to  serve  more  than 
two  consecutive  three-year  terms  as  director,  and  no 
more  than  a total  of  six  terms  of  service  as  director 
shall  be  permitted.” 

2.  (Lincoln)  Impaired  Physician  Program  Funding 

“Resolved,  that  each  member  of  the  State 
Medical  Society  of  Wisconsin  be  assessed  $25.00  in 
addition  to  the  annual  dues,  beginning  in  1984  and 
beyond  for  the  time  being,  to  fund  the  impaired 
physician  program  so  that  it  would  have  a more 
sound  financial  backing.” 
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3.  (Section  on  Ophthalmology)  County  Medical 

Society  Program  Content 

Because  there  resides  within  our  privileged  calling 
as  physicians  the  honorable  and  compelling  duty  to 
safeguard  the  health  and  well-being  of  our  fellow 
citizens;  and  there  have  been  and  are,  among  allied 
health  and  paramedical  institutions,  those  who 
would,  for  personal  gain,  expand  the  conduct  and 
legal  definition  of  their  practices  beyond  their  quali- 
fications and  training;  and  such  expansion  would 
place  in  jeopardy  that  health  and  well-being  to  which 
our  professional  integrity  is  committed;  therefore 
be  it 

“Resolved,  that  county  medical  societies  be 
strongly  encouraged  to  include  within  the  scientific 
portion  of  their  monthly  meetings  one  session  an- 
nually for  the  purpose  of  updating  society  members 
on  the  serious  problems  which  face  and  will  face 
physicians  in  preserving  the  quality  of  health  care 
within  the  State  of  Wisconsin,  legislation  pending  or 
proposed  in  connection  with  these  matters,  and  re- 
commendations for  effective,  unified  action  dealing 
with  these  matters  and  our  appropriate  responsibili- 
ties pertaining  thereto.” 

4.  (Brown)  Partnership  with  Auxiliary 

Because  complex  and  difficult  political  challenges 
continue  to  confront  physicians  in  the  State  of  Wis- 
consin; and  many  county  medical  society  auxiliaries 
are  willing  to  increase  their  involvement  in  the  polit- 
ical process;  and  such  a partnership  between  the 
medical  society  and  the  auxiliary  can  enhance  our 
political  effectiveness;  therefore  be  it 

“Resolved,  that  county  medical  societies  be 
encouraged  to  develop  a closer  working  relationship 
with  the  auxiliary  to  strengthen  their  political 
effort.” 

5.  (La  Crosse)  Physician  Input  to  DHSS 

Because  the  medical  profession  has  the  most 
comprehensive  education  and  experiences  in  the 
diagnosis  and  treatment  of  disease,  and  doctors  of 
medicine  have  traditionally,  therefore,  been  the  gate- 
keepers of  medical  care;  and  the  Wisconsin  Depart- 
ment of  Health  and  Social  Services,  through  its 
many  sub-agencies,  has  limited  the  input  of  phy- 
sicians in  its  decision-making  processes,  to  the  detri- 
ment of  quality  medical  care  for  Wisconsin  citizens; 
therefore  be  it 

“Resolved,  that  the  State  Medical  Society  re- 
quest the  secretary  of  DHSS  to  restore  adequate  phy- 
sician consultation  within  the  Department.” 
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6.  (Brown)  Anti-cigarette  Smoking  Articles  in  the 
Print  Media 

Because  cigarette  companies  are  prohibited  by 
law  from  advertising  on  television  or  radio;  and  they 
have  as  a consequence  spent  enormous  amounts  of 
money  in  the  print  media;  and  the  large  tobacco 
companies  have  therefore  come  to  have  an  undue 
influence  over  the  editorial  policies  of  the  print 
media;  and  journalists  who  wish  to  write  articles 
against  cigarette  smoking,  health  hazards  or  cigar- 
ette consumption  by  teenagers  have  been  fired  from 
their  jobs  by  print  media;  therefore  be  it 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  will  monitor  the  amount  of  space  in  the 
print  media  devoted  to  articles  pointing  out  the 
hazards  of  cigarette  smoking;  and  be  it  further 

“Resolved,  that  those  publications  that  do  not 
include  a significant  amount  of  anti-cigarette  smok- 
ing linage  will  be  listed  in  the  Wisconsin  Medical 
Journal  and  a similar  listing  will  be  given  to  the 
broadcast  media. 

SMS  fiscal  note:  Clipping  service  for  Wisconsin  newspapers 
alone  is  over  $300  per  year  plus  22 <t  for  each  article  clipped. 
This  would  be  multiplied  many  times  to  include  other  news- 
papers and  magazines  in  “the  print  media”  and  substantial 
staff  time  to  sort,  measure,  and  record  the  linage. 


7.  (Brown)  Usual,  Customary  and 
Reasonable  Charges 

Because  the  insurance  companies  have  offered 
subscribers  health  insurance  for  the  usual,  custom- 
ary and  reasonable  physicians’  charges;  and  the 
charges  have  been  arbitrarily  established  by  the  in- 
surance companies  selling  the  policies;  and  the  con- 
tract between  the  insurance  company  and  the  sub- 
scriber excludes  the  physician;  and  physicians  may 
not  establish  a fee  schedule  because  of  decrees  from 
the  Federal  Trade  Commission  regarding  “price 
Fixing;”  and  the  insurance  companies  are  fully 
aware  of  our  obligatory  silence  in  these  matters; 
therefore  be  it 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  make  a public  statement  repudiating  all 
usual,  customary  and  reasonable  charges  as  defined 
by  the  insurance  companies;  and  be  it  further 

“Resolved,  that  advertisements  be  placed  in 
the  state’s  newspapers  indicating  our  repudiation  of 
all  contracts  sold  by  insurance  companies  to  sub- 
scribers with  a usual,  customary  and  reasonable 
clause  as  being  deceptive.” 

SMS  fiscal  note : Ad  rates  vary  by  newspaper,  size  of  ad,  day 
of  week.  There  are  55  dailies  in  Wisconsin  and  231  weeklies. 
A % page  ad  in  the  Milwaukee  Journal  is  $1,356  on  Sunday  and 
$999  on  a weekday.  A 'A  page  ad  in  the  Wisconsin  State  Journal 
is  $677.25  on  Sunday  and  $612.75  on  a weekday  in  the  Capital 
Times  and  WSJ.  These  are  samples  of  the  costs  involved  in 
the  second  resolve. 
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8.  (Milwaukee)  Health  Policy  Agenda  for  the 

American  People 

Because  the  American  Medical  Association  has 
initiated  a major  new  initiative,  a three-year  project 
to  develop  a Health  Policy  Agenda  for  the  American 
People;  and  the  Health  Policy  Agenda  is  an  impor- 
tant undertaking  and  will  serve  as  a basis  for  de- 
cision-making in  confronting  major  national  and 
local  issues;  and  the  Health  Policy  Agenda  will  be 
developed  in  two  stages:  (1)  the  identification  of 
basic  principles,  and  (2)  the  formation  of  health 
policy  and  a national  agenda  for  dealing  with  health 
issues;  and  the  ongoing  deliberations  and  conclu- 
sions of  a Steering  Committee,  Advisory  Commit- 
tee, and  six  Work  Groups  will  be  submitted  to  State 
Medical  Societies  at  intervals  for  review  and  input; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  en- 
courage and  empower  the  Board  of  Directors  of  the 
State  Medical  Society  of  Wisconsin  to  appoint  an 
ad  hoc  committee  to  receive  and  study  material  sub- 
mitted for  review  by  the  AMA  and  make  recom- 
mendations to  the  Board  of  Directors  for  approval 
and  transmittal  to  appropriate  committees  and  work 
groups.” 

SMS  fiscal  note:  Estimate  4-5  committee  meetings  and  repro- 
duction of  an  unknown  quantity  of  AMA  materials,  $1,500- 
$2,500  ±. 


9.  (Milwaukee  County  Delegation)  Special  Section 

for  Hospital  Medical  Staffs 

Because  in  a changing  medical  care  environment 
the  role  of  the  hospital  as  a provider  of  services 
continues  to  increase;  and  physician  involvement 
with  hospitals  continues  to  increase;  and  the  Amer- 
ican Medical  Association  has  recognized  a growing 
“need  for  representation  of  medical  staffs  in  the 
formulation,  development,  and  implementation  of 
new  policies  in  the  area  of  physician/hospital  re- 
lationships;” and  the  AMA  has  implemented  a 
special  representation  structure  to  focus  on  these 
needs  in  the  form  of  a Special  Section  for  Hospital 
Medical  Staffs,  an  open  assembly  of  hospital  rep- 
resentatives with  sessions  at  the  AMA  annual  and 
interim  meetings;  and  the  AMA  intends  that  the 
Hospital  Medical  Staff  Section  at  the  national  level 
serve  as  a model  for  state  medical  societies  in 
strengthening  their  relations  with  hospital  staffs; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
State  Medical  Society  of  Wisconsin  approve  the 
establishment  of  a Hospital  Medical  Staff  Section; 
and  be  it  further 

“Resolved,  that  the  Hospital  Medical  Staff 
Section  be  organized  as  an  open  assembly  to  which 
each  medical  staff  would  be  eligible  to  send  one  rep- 
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resentative,  a member  of  the  State  Medical  Society 
preferably  elected  by  the  medical  staff;  and  be  it 
further 

“Resolved,  that  the  Hospital  Medical  Staff 
Section  have  a governing  council,  including  one  dele- 
gate and  alternate  delegate  to  the  House  of  Dele- 
gates; and  be  it  further 

“Resolved,  that  the  Board  of  Directors  of  the 
State  Medical  Society  be  empowered  to  complete  the 
details  of  the  organization;  and  be  it  finally 

“Resolved,  that  the  first  session  of  the  Hospital 
Medical  Staff  Section  be  held  in  connection  with  the 
Annual  Meeting  of  the  State  Medical  Society  in 
1984.” 

SMS  fiscal  note:  Communications  to  the  members  of  the 
Section  (210  hospitals  of  all  types,  about  160  acute  care)  and 
costs  associated  with  at  least  one  open  assembly  annually; 
total  will  depend  upon  organizational  details. 

10.  (Milwaukee  County  Delegation)  PL  97.248  and 

Prospective  Reimbursement 

Because  PL  97.248,  the  Tax  Equity  and  Fiscal 
Responsibility  Act  of  1982,  has  modified  the  method 
of  hospital  payment  for  Medicare  inpatient  services; 
and  the  law  requires  the  Secretary  of  Health  and 
Human  Services  to  develop  plans  for  prospective 
payment  of  hospitals  and  skilled  nursing  homes; 
and  prospective  reimbursement  enlarges  the  phy- 
sician “gatekeeping”  function;  and  prospective 
reimbursement  may  impact  on  the  quality  of  care; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  en- 
courage the  Board  of  Directors  of  the  State  Medical 
Society  to  study  the  need  for  hospital  medical  staff 
education  in  the  nature  of  prospective  reimburse- 
ment and  new  physician  responsibility;  and  be  it 
further 

“Resolved,  that  a program  of  communication 
and  education  be  initiated  to  meet  any  perceived 
need.” 

11.  (Milwaukee  County  Delegation)  American  Free 

Enterprise,  Health  Care  Providers,  and  Cost 

Containment 

Because  Wisconsin  health  care  providers  and 
professionals  have  shown  a concern  for  health  care 
costs  and  are  working  voluntarily  with  industry, 
government  agencies,  and  others  toward  cost  con- 
tainment; and  concrete  examples  of  cooperation 
in  cost  containment  are  known,  including  Health 
System  Agency  planning,  Certificate  of  Need,  utili- 
zation and  quality  control  peer  review,  Prospective 
Rate  Review,  local  and  national  cost  containment 
studies,  and  coalitions  with  industry  to  explore 
methods  of  cost  containment;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
State  Medical  Society  of  Wisconsin  reaffirm  the 


interest  of  state  physicians  in  health  care  costs  and 
their  strong  commitment  to  voluntary  cost  con- 
tainment efforts;  and  be  it  further 

“Resolved,  that  the  House  of  Delegates  pro- 
claim to  all  elements  of  state  business  and  industry 
the  desire  and  willingness  of  state  physicians  to  work 
with  industry,  governmental  agencies,  and  other 
concerned  parties  toward  health  care  cost  contain- 
ment; and  be  it  further 

“Resolved,  that  the  House  of  Delegates  pub- 
licly submit  to  all  elements  of  state  business  and 
industry  the  observation  that  Wisconsin  health  care 
providers  recognize  the  need  for  health  care  cost 
containment  and  are  actively  striving  to  restrain  cost 
increase;  and  be  it  further 

“Resolved,  that  the  House  of  Delegates  pub- 
licly express  on  behalf  of  all  Wisconsin  health  care 
providers  a desire  to  pursue  cost  containment  in  an 
environment  of  free  enterprise,  which  includes  vol- 
untarism and  the  democratic  process;  and  be  it 
further 

“Resolved,  that  the  agents  of  Wisconsin  busi- 
ness and  industry  be  requested  to  refrain  from  ef- 
forts to  expand  government’s  regulation  and  control 
of  the  health  care  of  Wisconsin  citizens;  and  be  it 
further 

“Resolved,  that  Wisconsin  business  and  in- 
dustry be  encouraged  to  continue  with  Wisconsin 
health  care  providers  to  preserve  and  protect  the  ele- 
ments of  free  enterprise,  cherished  equally  by  all; 
and  be  it  further 

“Resolved,  that  a copy  of  this  resolution  be 
sent  to  the  Greater  Milwaukee  Committee/Metro- 
politan Milwaukee  Association  of  Commerce;  and 
be  it  finally 

“Resolved,  that  a copy  of  this  resolution  be 
sent  to  other  business  organizations  and,  where  ap- 
propriate, to  citizen  representatives  in  government.” 


12.  (Brown)  Medicine-Business  Seminars 

Because,  a positive  relationship  between  county 
medical  societies  and  business  and  industry  leaders 
is  present  in  many  areas  of  the  state;  and  discus- 
sions between  county  medical  society  members  and 
business  and  industry  leaders  can  lead  to  innovative 
approaches  in  the  delivery  of  cost  effective  health 
care;  and  business  and  industry  leaders  are  recep- 
tive to  such  innovations  and  would  implement  them 
in  their  plants  and  factories;  therefore  be  it 

“Resolved,  that  county  medical  societies 
throughout  the  state  hold  seminars  with  business 
and  industry  leaders  to  consider  methods  of  deliver- 
ing cost  effective  health  care;  and  be  it  further 

“Resolved,  that  all  such  suggestions  and  ideas 
be  disseminated  statewide  by  the  State  Medical  So- 
ciety cost  containment  committee.” 
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13.  (Brown)  Chamber  of  Commerce  Membership 

Because  physicians  and  business  and  industry 
leaders  share  a common  goal  of  cost  effective  health 
care;  and  the  business  and  industry  leaders  in  the 
community  are  effectively  reached  through  the 
Chamber  of  Commerce;  and  the  national  Chamber 
of  Commerce  has  urged  a cooperative  effort  with 
physicians  to  consider  the  problem  of  increasing 
health  care  costs;  therefore  be  it 

“Resolved,  that  physicians  be  encouraged  to 
join  their  local  Chamber  of  Commerce  in  an  effort 
to  strengthen  communication  with  business  and  in- 
dustry leaders  in  considering  the  problem  of  health 
care  costs.” 

14.  (Kenosha)  Medical  Liability  Insurance 

Companies 

“Resolved,  that  insurance  companies  involved 
in  medical  liability  cases  be  obligated  to  list  in  writ- 
ing the  prerogatives  and  obligations  of  the  physician 
being  sued  at  the  beginning  of  each  case;  that  the 
attorney  state  in  writing  with  a copy  for  the  phy- 
sician his  reason  for  refusing  to  accept  witnesses 
and  exhibits  requested  by  the  physician  being  sued; 
that  the  insurance  company  involved  represent  more 
clearly  those  from  whom  they  extract  the  funds  that 
too  often  are  used  to  pay  needless  settlements  and 
immense  legal  fees,  thus  deprecating  those  who  fur- 
nish the  sole  income  upon  which  the  insurance  com- 
panies’ existence  depends;  that  the  physician  have 
the  right  of  a full  defense;  that  the  State  Medical 
Society  pursue  a course  of  action  to  attain  these 
goals.” 

15.  (Brown)  Child  Identification 

Because  the  increasing  number  of  missing  chil- 
dren in  the  United  States  has  become  almost  a na- 
tional epidemic;  and  it  is  the  recommendation  of  the 
national  organization,  Child  Find,  that  children  be 
Fingerprinted;  and  most  missing  children  have  never 
been  fingerprinted  so  that  the  problem  of  subse- 
quent identification  is  made  unnecessarily  difficult; 
therefore  be  it 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  strongly  recommends  that  all  children  be 
Fingerprinted  as  soon  as  practical  and  that  the  set  of 
Fingerprints  be  given  to  the  parents  for  safekeeping.” 

16.  (La  Crosse)  Physician  Jury  Duty 

Because  the  physicians  of  the  State  of  Wisconsin, 
by  virtue  of  the  State  Malpractice  Panel  System,  are 
required  by  law  to  serve  on  these  panels;  and  the 
physician  is  then  at  double  obligation  by  being  re- 
quired to  serve  on  both  the  malpractice  panels  as 
well  as  the  formal  jury  system  of  the  state;  and  phy- 
sicians are  often  asked  to  serve  as  expert  witnesses 
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for  malpractice  panels;  and  this  “double  obligation” 
provides  a hardship  to  patients  when  their  phy- 
sicians are  absent  from  the  office;  therefore  be  it 
“Resolved,  that  the  State  Medical  Society 
sponsor  legislation  that  would  exempt  physicians  for 
the  rest  of  that  year  from  the  jury  system  if  they 
had  been  on  a malpractice  panel  in  the  past  year, 
or  from  the  malpractice  panel  if  they  had  been  on  a 
jury  in  the  past  year.” 

17.  (Eau  Claire-Dunn-Pepin)  Revision  of  Statutes 
Governing  Alcohol  Impairment  on 
Wisconsin  Highways 

Because,  there  continues  to  be  a major  public 
health  problem  of  deaths  and  injuries  on  our  high- 
ways due  to  alcohol-impaired  drivers;  and  Wisconsin 
statutes  actually  allow  alcohol  impairment  on  the 
highway,  thus  contributing  to  the  problem;  and  the 
State  Medical  Society  of  Wisconsin  previously  has 
affirmed  basic  principles  of  prevention  directed  to 
this  major  problem;  therefore  be  it 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  adopt  a policy  that  it  should  be  illegal 
for  any  driver  on  Wisconsin  highways  to  have  a 
BAC  (blood  alcohol  concentration)  of  more  than  50 
mg%  (0.05);  and  that  the  State  Medical  Society 
of  Wisconsin  support  legislation  incorporating  such 
a policy.” 

18.  (Douglas)  Primary  Provider  Program  for  Medical 
Assistance  Recipients 

Because  the  Douglas  County  Medical  Society  is 
greatly  concerned  about  the  impact  of  the  cost  of 
medical  assistance  on  the  State  budget;  and  private 
full  payment  insurance  programs  have  shown  a pri- 
mary provider  program  to  contain  medical  expenses; 
therefore  be  it 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  propose  a mandated  primary  provider 
program  for  all  medical  assistance  recipients  in  the 
State  of  Wisconsin.” 

19.  (John  D Riesch,  MD  and  John  J Foley,  MD) 
Treatment  of  Public  Patients  at  University  of 
Wisconsin  Hospital  and  Clinics 

Because  under  Chapter  142  the  patient  may  be 
sent  to  University  Hospital  and  Clinics,  and  the  cost 
of  the  hospitalization  for  the  patient  is  split  50/50 
between  County  and  State  (but  basically  the  same 
tax  dollar);  and  this  said  patient  is  taken  out  of  his 
home  base  and  medical  community  (where  “follow 
up”  care  is  frequently  required);  and  local  hospital 
costs  are  generally  less  than  University  Hospital  day 
cost  ($530.00  per  day);  therefore  be  it 

“Resolved,  that  legislation  be  enacted  to  allow 
the  patient  to  maintain  local  care  with  similar  50/50 
cost  sharing  between  the  State  and  Local  County.” 
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20.  (Emergency  Medical  Services  Committee, 
Medical  Society  of  Milwaukee  County) 
Emergency  Room  Care  of  Indigents 

Because  our  nation’s  current  economic  con- 
ditions have  swollen  the  ranks  of  medically  indigent 
citizens;  and  the  situation  has  intensified  questions 
of  financial  solvency  and  responsibility  for  govern- 
ment, health  care  institutions,  and  physicians;  and 
the  Wisconsin  State  Statute  146.301  (2)  states  “No 
hospital  providing  emergency  services  may  refuse 
emergency  treatment  to  any  sick  or  injured  person;” 
therefore  be  it 

“Resolved,  that  (1)  the  physicians  of  the  State 
Medical  Society  reaffirm  their  commitment  to  the 
letter  and  spirit  of  Wisconsin  State  Statute  146.301, 
and  (2)  no  patient  will  be  arbitrarily  transferred  from 
hospital  to  hospital,  and  (3)  when  such  transfers  do 
occur,  they  be  made  in  the  best  interest  of  the  pa- 
tient with  the  mutual  consent  of  the  physician  in- 
volved.” 

21.  (Raymond  C Zastrow,  MD)  Review  of  Part  B 
Medicare  Disputes 

Because  the  Department  of  Health  and  Human 
Services  commonly  publishes  Medicare  regulations 
as  final  rules  with  or  without  opportunity  to  com- 
ment; and  the  Administrative  Procedure  Act  author- 
izes agencies  to  omit  notice  and  comment  procedures 
when  the  agency  for  good  cause  finds  that  notice 
and  comment  are  “impractical,  unnecessary,  or  con- 
trary to  the  public  interest”  (5  U.S.C.  553  (b)  (B) ); 
and  there  presently  is  limited  access  for  appellate 
review  of  Part  B Medicare  disputes;  and  Federal 
Courts  have  held  they  do  not  have  jurisdiction  in 
Part  B disputes;  therefore  be  it 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  direct  its  Delegates  to  the  American  Med- 
ical Associaton  to  introduce  a resolution  into  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation requesting  its  Council  on  Legislation  to  in- 
vestigate the  formulation  of  appropriate  legislative 
language  calling  for  judicial  review  of  Part  B Medi- 
care disputes.” 

22.  (Milwaukee  County  Delegation)  Raising  Legal 
Drinking  Age  to  21  Years 

Because  alcohol  is  the  #1  killer  of  young  male 
drivers,  18  to  21  years  old,  in  the  United  States;  and 
15  states  have  set  21  years  of  age  as  the  minimum 
legal  age  to  purchase  any  alcohol,  and  15  states  plus 
the  District  of  Columbia  have  set  21  years  of  age  as 
the  minimum  age  to  purchase  distilled  spirits;  and 
this  situation  results  in  thousands  of  youths  18  to  21 
years  old  driving  across  state  lines  to  legally  drink 
and  causes  a health  and  safety  hazard  to  themselves 
and  innocent  citizens;  therefore  be  it 
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“Resolved,  that  the  SMS  House  of  Delegates 
seek  AMA  endorsement  of  federal  legislation  that 
would  set  a minimum  nationwide  drinking  age  of  21 
years;  and  be  it  further 

“Resolved,  that  Wisconsin  physicians  recog- 
nize the  social  engineering  inherent  in  this  resolution 
and  commit  themselves  to  taking  every  available 
opportunity  to  educate  all  of  their  patients,  young 
and  old,  about  the  dangers  of  alcohol  abuse  in 
general  and  operating  a motor  vehicle  while  under 
this  influence  of  alcohol  in  particular. 

23.  (Rusk)  Hospitals  as  Providers  of  Essential 
Health  Services 

Because  the  present  economic  conditions  are 
being  felt  in  all  areas  of  medical  care;  and  these 
economic  conditions  are  causing  pressures  on  the 
least  efficient  hospitals  in  the  State  of  Wisconsin; 
and  these  pressures  are  such  that  some  smaller,  less 
efficient  hospitals  may  be  forced  to  cut  services  or 
close  their  doors;  and  some  of  these  small  hospitals 
are  located  in  areas  where  they  are  the  only  providers 
of  essential  health  services;  therefore  be  it 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  explore  which  hospitals  in  the  state  are 
essential  providers  of  health  care  because  of  geo- 
graphic location;  and  be  it  further 

“Resolved,  that  the  State  Medical  Society  of 
Wisconsin  attempt  to  find  ways  to  help  these  hos- 
pitals preserve  essential  health  services  that  may  not 
be  completely  efficient  economically.”  ■ 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 


House  of  Delegates  — 1983 

Speaker — Duane  W Taebel 
Vice  Speaker — Vernon  M Griffin 


( ounl>  Medical  Society  Delegate 


Alternate 


County  Medical  Society  Delegate 


Alternate 


FIRST  DISTRIC  T 

k I NOSH A 


Mil  W \L  KLl 


OZAUKEE 

RACINE 


WALWORTH 

WASHINGTON 

WAUKESHA 


Douglas  G Dev  an 
Charles  E Pechous  Jr 
Clifton  E Peterson 
John  W Bovs  man 
Thomas  E Dehn 
William  E Finlayson 
Harry  R Foerster  Jr 
Jerome  W Fons  Jr 
Beth  Foster 
Glenn  H Franke 
Joan  M Gennrich 
Lucille  B Glicklich 
Marvin  Glicklich 
Stuart  L Goldman 
S Fredric  Horwitz 
Jacqueline  C Howell 
Thomas  M Kidder 
Stanley  A Korducki 
Charles  W Landis 
Lawrence  S [.arson 
Robert  I Madden 
James  A Means  III 
Dean  D Miller 
Stephen  M Mint/ 

John  P Mullooly 
Archcbald  R Pcquct 
Roger  I Ruchl 
William  L.  Trcacy 
Frank  H Urban 
Wcss  R Vogt 
Jeffrey  M Weber 
Harry  F Weisberg 
DcLorc  Williams 
Walter  J Woloschek 
Carol  E Young 
Raymond  C Zastrow 

Ted  D Elbe 
Huron  L Ericson 
E Paul  Gander 
Marvin  G Parker 
Raymond  E Skupniewicz 
Irwin  J Bruhn 
Charles  S Geiger  Jr 
Michael  C Reineck 
John  S Blackwood 
Ronald  J Darling 
John  A Harris 
Charles  E Holmburg 
G Daniel  Miller 
John  D Riesch 
Vacancy 


Mariano  I dcGu/mun 
William  I Jeranek 
Michael  Zeihen 
Christopher  I Druyna 
Ronald  l Grossman 
James  l I.ichty 
Ciregory  M Nierengarten 
Eugene  P Sinclaii 


Robert  A Pfeffer 
Robert  G Anderson 
Dai  Kap  Kim 
Carroll  M Marlin 
Vacancy 

Rocco  S Galgano 
William  J Listwan 
Eric  F Weber 
Steven  W Birkholz 
Robert  C Feulner 
Thomas  C Nolasco  Jr 
Michael  G O’Mara 
James  A Stadler  II 
Lee  M T vne 
Vacancy 


SECOND  DISTRICT 

COLUMB1A- 

MARQUETTE- 


ADAMS 

Robert  T Cooney 

DAME  

Robert  L Cole 

Charles  J Anderson 

Milfred  A Cunningham 

Thomas  J Ansficld 

Alfred  D Dally 

Robert  P J Christmann 

Klaus  D Diem 

Paul  F Dvorak 

Peter  L Eichman 

Robert  A McDonald 

Charles  H Geppcrt 

Paul  A McLeod 

William  L Kopp 

Anthony  J Richtsmcicr 

Richard  D Lindgrcn 

Joseph  F Sackctt 

Howard  S Lubar 

William  R Scheibcl 

Bernard  F Micke 

Phillip  J Schocnbcck 

David  L Nelson 

Benton  C Tavlor 

Sandra  L Osborn 

A Paul  Vastola 

John  K Scott 

Victoria  A Vollrath 

David  W Semian 

Richard  O Welmck 

Robert  B Shapiro 

Ronald  D Wenger 

Richard  W Shropshire 

Paul  A Wcrtsch 

DODGE 

Norman  J Schroeder  II 

M Ahmad  Ali 

GRANT  

Glenn  C Hillerv 

Leo  E Bcchcr 

GREEN  

Jan  E Erlandson 

Melvin  S Blumenthal 

Vacancy 

Vacancy 

IOWA  

Harald  P L Brcier 

Timothv  A Correll 

JEFFERSON 

Roland  R Liebenow 

George  L Gav  Jr 

LAFAYETTE  

Vacancy 

Vacancy 

RICHLAND 

James  J Tydnch 

William  T Cooke 

ROCK  

William  N Brandt 

Edward  P Onderuk 

Jordon  Frank 

William  H Pollard  Jr 

Marshall  F Purdv 

William  P West 

SAUK 

John  A DeGiovanm 

Donald  W Vangor 

THIRD  DISTRICT 


CRAWFORD Eli  M Dessloch  William  N Calkins 

JUNEAU Leon  J Radant  Jack  Strong 

LA  CROSSE  David  L Nelson  Karl  P Grill 

Kermit  L Newcomer  Thomas  P l.athrop 

Stephen  B Webster  Jack  M Lockhart 

David  E Westgard  Paul  S Shultz 

MONROE Edward  O Lukasck  L.ou  R Schmidt 

TREMPEALEAU- 

JACKSON- 

BUFFALO W Bradford  Martin  James  J Diekman  II 

VERNON  Robert  A Starr  Thomas  E Boston 


FOURTH  DISTRICT 


CLARK Bahri  O Gungor  Rcganti  V R Reddy 

FOREST  Burton  S Rathert  En/o  F Castaldo 

LANGLADE Michael  J Reinardy  James  O Moermond  Jr 

LINCOLN James  S Janowiak  Jerome  S Mayersak 

MARATHON  Francis  C Johnson  Wolfram  G Locher 

James  D Kramer  Thomas  O Miller 

J Garry  Sack  William  C Miller 

ONEIDA-VILAS  Ismail  N Nevin  Fred  W Fletcher 

William  F Raduegc  Bcnn  A Hayes 

PORTAGE  Robert  J Jaeger  Daniel  L Brick 

PRICE- 

TAYLOR T Bayard  Frederick  Leo  J Lolland 

WOOD  Raymond  L Hansen  Phillip  M Green 

Michael  P Mehr  John  P Milbauer 

John  E Thompson  John  W Schaller 

Richard  H Ulmer  Charles  C Sorensen 


Vacancy  Vacancy 
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Alternate 


Section 


Delegate 


Alternate 


FIFTH  DISTRICT 

CALUMET  

FOND  DU  LAC 


GREEN  LAKE- 

WAUSHARA 

OUTAGAMIE 


WAUPACA 

WINNEBAGO 


Rjcarte  E Lozada 
Kenneth  A Stormo 
David  R Weber 

Alan  L Taber 
Jack  K Burr 
Paul  M Cunningham 
Thomas  W Tat  lock 
Vacancy 
Lloyd  P Maasch 
lames  L Basiliere 
Stanley  J Graiewski 
Charles  R Lyons 
Kenneth  M Viste  Jr 
Vacancy 


Randy  T Theilcr 
Russell  S Pelton 
Elizabeth  T Sanfclippo 

Jeffrey  J Carroll 
Henry  Chessin 
C William  Freeby 
John  R Lindstrom 
Vacancy 
John  H Steiner 
George  W Arndt 
Roy  E Buck 
Johan  A Mathison 
Eric  B Wilson 
Vacancy 


SIXTH  DISTRICT 
BROWN  


DOOR- 

KEWAUNEE  . 
MANITOWOC 

MARINETTE- 
FLORENCE 
OCONTO 
SHAWANO  . . 
SHEBOYGAN 


Bruce  C Bressler 
David  P Donarski 
Stephen  D Hathway 
Robert  T Schmidt  Jr 
William  F Schneider 

John  J Beck 
Edward  J Barylak 
David  D Pfaffenbach 

John  E Kraus 
Kenneth  L Strebe 
Ronald  L Logemann 
Robert  A Keller 
Stephen  C Westcott 
Vacancy 


Herbert  F Sandmire 
Sally  M Schlise 
Fred  H Walbrun 
Vacancy 
Vacancy 

Peter  W Timmermans 
Steven  D Driggers 
Vacancy 

Burnell  D Stripling 
John  S Honish 
John  J Albright 
William  C Crawford  III 
Vytas  K Kerpe 
Vacancy 


Allergy  & Clinical 


Immunology  

. . Martin  Z Fruchtman 

Anesthesiology  

. . Warren  J Holley 

Dermatology  

Joel  E Taxman 

Emergency  Medicine  . . 

. Gary  L Gerschkc 

Family  Physicians  

Robert  F Purtell  Jr 

Internal  Medicine  

Anthony  P Ziebart 

Medical  Faculties 

. . . Mark  J Ciccantelli 

Medical  Students 

. . . Timothy  Roddv 

Neurology  

Michael  P McQuillen 

Neurosurgery  

Obstetrics- 

Werner  E Langheim 

Gynecology  

. . . Charles  Hammond 

Ophthalmology 

. . Robert  D Sullivan 

Orthopedics 

. Paul  A Jacobs 

Otolaryngology  

. . . Glenn  M Seager 

Pathology 

. . . Edward  A Burg  Jr 

Pediatrics 

Physical  Medicine  & 

. . . Curtis  R Weatherhogg 

Rehabilitation  

. William  J LaJoic 

Plastic  Surgery  

. . . John  E Hamacher 

Preventive  Medicine  . . . 

. Richard  W Biek 

Psychiatry  

. . . Fred  H Koenecke  Jr 

Radiology 

. . Loren  E Hart 

Resident  Physicians  . . . . 

. . . Vacancy 

Surgery  

. - P Richard  Sholl 

Urology  

. . . Stuart  W Fine 

SEVENTH  DISTRICT 

BARRON- 

WASHBURN- 

BURNETT  

CHIPPEWA 

EAU  CLAIRE- 
DUNN- 

PEPIN  


PIERCE- 
ST  CROIX 
POLK 
RUSK 


Donald  E Riemer 
Merne  W Asplund 


Thomas  E Pederson 
Karl  E Walter 
James  E Willard 

David  M Woeste 
John  O Simenstad 
Raymond  R Johnson 


James  F Maser 
Peter  W Holm 


Verne  A Sperry 
Peter  H Ullrich 
Vacancy 

Joseph  E Powell 
Marwood  E Wegner 
Richard  G Nash 


EIGHTH  DISTRICT 

ASHI  AND- 
BAYFIEl  D- 


IRON Arlyn  A Kocllcr  John  C Oujiri 

DOUGLAS  Clarence  M Scott  Paul  S Muenzner 

SAWYER  Lloyd  M Bacrtsch  Paul  Strapon  III 


John  J Ouellette 
James  J Brill 
Nylcs  R Eskritt 
Vacancy 
Vacancy 
Russell  A Quirk 
Manucher  J Javid 
Vacancy 
Vacancy 
Allan  B Levin 

Vacancy 

Vacancy 

David  D Mellencamp 
David  M Wineinger 
Michael  F Brisclli 
Vacancy 

Basilio  F Lopez 
Vacancy 
Paul  R Ebling 
Paul  S Johnson 
Bruce  C Kirkham 
Vacancy 

Louis  C Bernhardt 
Clyde  C Lawnicki 
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MEMBERSHIP  UPDATE 

The  following  physicians,  by  county  medical  society, 
have  recently  been  elected  to  membership,  or  have  been 
reelected  or  reinstated  since  publication  of  the  Membership 
Directory  in  the  January  issue  of  the  Wisconsin  Medical 
Journal,  with  the  specialty  abbreviated  above  the  name: 


ASH  LAND-BAY  FI  ELD-IRON 
IM 

Belknap,  Mark  K 

211  12th  Ave  West 
Ashland  WI  54806 

FP 

Cunningham,  Thomas  C 

206  6th  Ave  West 
Ashland  Wl  54806 

IM 

Swartwood,  L David 

2101  Beaser  Ave,  #10 
Ashland  Wl  54806 

FP 

Vandenberg,  Edward  V 

320  Superior  Ave 
Washburn  WI  54891 

DANE 

IM 

Buchanan  Jr,  Joel  R 

3319  Harvey  St,  #E 
Madison  Wl  53705 

FP 

Jeffries,  Mark  W 

B6/387  CSC 
600  Highland  Ave 
Madison  WI  53792 

FP 

Robak,  Lee  M 

1270  West  Main  St 
Sun  Prairie  WI  53590 


DOUGLAS 

IM 

Pickett,  Ronald  A 

908  E 3rd  St 
Superior  Wl  54880 


EAU  CLAIRE-DUNN-PEPIN 

FP 

Barthel,  Larry  J 

540  7th  Ave 
POB  202 

Durand  WI  54736 

CDS  IM 
Clarke,  Janice 

733  W Clairemont  Ave 
Eau  Claire  Wl  54702 

IM 

Nye,  David  A 

733  W Clairemont  Ave 

Eau  Claire  W I 54702 


IM  ON 
Rupp,  William  C 

733  W Clairemont  Ave 
Eau  Claire  WI  54702 

RHU  IM 
Shelley,  Timothy  M 

733  W Clairemont  Ave 
Eau  Claire  W I 54702 

PD  A 
Voss,  Martin  J 
POB  1510 

Eau  Claire  W I 54702 

FOND  DU  LAC 

CD  IM 

Bowman,  David  R 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 

P 

Musunuru,  J Rao 

459  E 1st  St 

Fond  du  Lac  W I 54935 

PD 

Post,  Warren  M 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 

GRANT 

FP 

Fast,  William  P 

208  Parker  St 
Boscobel  Wl  53805 

GS  CDS 
Maski,  Ravikant 

1370  N Water  St 
Platteville  WI  53818 


GREEN 

N 

Wolberg,  Faith  L 

608  Sunrise  Ct 
Monroe  Wl  53566 

GREEN  LAKE-WAUSHARA 

U 

Leikness,  Mary  Hallman 

225  Memorial  Dr 
Berlin  WI  54923 


LA  CROSSE 
Goodnough,  David  E 

1 836  South  Ave 
La  Crosse  WI  54601 

P 

Hoelscher,  Kenneth  K 

700  W Ave  South 
La  Crosse  W I 54601 

U 

Klein,  A Scott 

1836  South  Ave 
La  Crosse  W I 54601 


MANITOWOC 

P 

Stuntz,  Edgar  C 
1131  S 8th  St 
Manitowoc  WI  54220 


MARINETTE-FLORENCE 

OBG 

Briody,  John  P 

2500  Hall  Ave 
Marinette  WI  54143 

MILWAUKEE 

PS  GS 

Loewenstein,  Paul  W 

2300  N Mayfair  Rd 
Milwaukee  WI  53226 

ONEIDA-VILAS 

ORS  GP 

Melcher,  Peter  J 

POB  919 

Minocqua  WI  54548 

OUTAGAMIE 

OBG 

Acosta,  Ernesto  L 
506  E Longview  Dr 
Appleton  WI  5491 1 

PORTAGE 

FP 

Harman,  Jill  P 

247  Depot  St 
Rosholt  WI  54473 

U 

Reigel,  Richard  P 

2501  Main  St 
Stevens  Point  WI  54481 


RACINE 

P 

Kim,  David  Y 

500  Walton  Ave 
Racine  WI  53402 


RICHLAND 

FP 

Cooke,  William  T 

1313  W Seminary  St 
Richland  Center  WI  53581 

FP 

Richardson,  Thomas  L 

1313  W Seminary  St 
Richland  Center  WI  53581 

SAWYER 

FP 

Jensen,  Paul  L 

Rt  3,  Box  3998 
Hayward  WI  54843 

FP 

Swenson,  Robert  R 

Rt  3,  Box  3998 
Hayward  WI  54843 


WASHINGTON 

R 

Mallory,  William  J 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 

ORS 

O’Meara  Jr,  Mark  T 

1201  Oak  St 
West  Bend  WI  53095 


WAUKESHA 

IM 

Brody,  Patrick  J 

N84  W 16889  Menomonee 
Menomonee  Falls  Wl  53051 

IM 

Gallagher,  Thomas  J 

2778  N 70th  St 
Milwaukee  WI  53210 

ORS 

Konkel,  John  K 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 

AN 

Novacek,  Paul  J 
16730  Ridge  View  Dr 
Elm  Grove  WI  53122 

FP 

Stanley,  Jerrel  L 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 

N 

Van  Steen,  Scott  D 

W180  N7950  Town  Hall  Rd 
Menomonee  Falls  Wl  53051 

CDS  IM 

Wakefield,  Richard  J 

1622  N Hawley  Rd 
Milwaukee  WI  53208B 
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County  Societies 


• Physician  members  of  Stale  Medical  Society  of  Wisconsin 


Milwaukee  CMS  has  Annual  Meeting;  installs  officers 


MILWAUKEE:  The  Medical  Society  of  Milwaukee 
County  recently  held  its  136th  Annual  Membership 
Meeting  January  13  and  Richard  D Fritz,  MD,* 
Milwaukee,  was  installed  as  the  president.  He  suc- 
ceeds Glenn  H Franke,  MD,*  Milwaukee  as  presi- 
dent. Other  new  officers  for  1983  are  MDs  John 
P Mullooly,*  president-elect,  and  Thomas  A 
Reminga,*  secretary-treasurer.  Members  elected  to 
the  Board  of  Directors  are  MDs  Jerome  W Fons;* 
Joseph  A Manago;*  and  Delore  Williams.*  Direc- 
tors retiring  from  the  Board  are  Guenther  P Pohl- 
mann;*  Robert  W Flemma;*  and  Dean  D Miller.* 
Other  business  at  the  meeting  included  Lifetime 
Membership  in  the  State  Medical  Society  of  Wis- 
consin and  the  Medical  Society  of  Milwaukee 
County.  This  was  conferred  on  the  following  phy- 
sicians by  virtue  of  their  continuous  membership 
in  both  societies  for  the  past  50  years.  They  are 
Samuel  B Black,*  Isadore  Z Davidoff,*  Nicholas  D 
Demeter,*  Robert  A Frisch,*  Lawrence  L Garner,* 
Roland  A Jefferson,*  Hyman  Mendeloff,*  Harold 
Miller,*  and  Gamber  F Tegtmeyer.* 

The  Medical  Society’s  membership  had  the  oppor- 
tunity to  be  formally  introduced  to  the  Society’s 
new  Executive  Vice  President,  William  B Harlan. 
Mr  Harlan  comes  to  Milwaukee  from  the  Dauphin 
County  Medical  Society  in  Harrisburg,  PA,  where 
he  had  served  as  chief  officer  since  1957.  He  suc- 
ceeds Michael  W McManus  who  took  a similar  posi- 
tion in  the  Dade  County,  Florida,  Medical  Society. 

The  1982  Distinguished  Service  Awards  were 
granted  to  Roland  E Herrington,  MD*  and  Charles 
W Landis,  MD.*  The  Board  voted  to  honor  the  two 
physicians  for  their  career  work  in  guiding  indi- 
viduals impaired  by  alcohol  and  other  drug  abuse,  to 
sober  and  productive  lives.  Doctor  Herrington, 
general  surgeon,  who  serves  as  medical  director  of 
DePaul  Rehabilitation  Hospital,  has  worked  with  re- 
habilitation programs  at  DePaul  since  1976.  Prior 
to  joining  the  staff,  Doctor  Herrington  served  as  di- 
rector of  the  Alcoholism  Acute-Care  Unit,  Mil- 
waukee County  Mental  Health  Center,  North 
Division.  Doctor  Landis  serves  as  chief  of  the  med- 
ical staff  at  St  Mary’s  Hill  Hospital  and  is  a past 
president  of  The  Medical  Society  of  Milwaukee 
County.  He  also  served  as  director  of  Milwaukee 
County’s  Mental  Health  Program  from  1958  to 
1970.  During  his  tenure  as  president  of  the  Society, 
Doctor  Landis  led  the  Society  to  its  endorsement  of 
the  concept  of  Zero  Blood  Alcohol  Content  for 
Wisconsin  Drivers.  An  associate  professor  of  psy- 
chiatry at  the  Medical  College  of  Wisconsin,  he  also 


has  served  as  president  of  the  Milwaukee  Neuro- 
Psychiatry  Society  and  the  Wisconsin  Psychiatric 
Association. 

Lawrence  Booth  and  Mary  Ingles,  creators  of 
Wisconsin  Electric  Company’s  “Are  You  Running 
A Risk?”  public  service  campaign,  were  given  Cer- 
tificates of  Merit  for  their  work  at  the  Medical 
Society’s  meeting.  The  Awards  were  presented  on 
behalf  of  the  Board  of  Directors  by  outgoing  Presi- 
dent Glenn  H Franke,  MD.* 

The  Board  of  Directors  voted  the  honor  to  Mr 
Booth  and  Ms  Ingles  because  their  efforts  accu- 
rately, simply  and  effectively  educated  the  general 
public  on  the  serious  medical  consequences  of  burns 
caused  by  exposure  to  tap  water  heated  to  unnec- 
essarily high  temperatures.  The  certificates  not  only 
represent  the  professional  respect  and  gratitude  of 
physicians  in  Milwaukee  County  but  also  speaks  on 
behalf  of  patients  these  physicians  will  not  have  to 
treat  because  of  the  successful  public  service  cam- 
paign. 

Lawrence  Booth  is  Superintendent  of  Communi- 
cations Services  for  Wisconsin  Electric  Power  Com- 
pany. Mary  Ingles  is  a Communications 
Specialist  with  the  Company. 

The  Medical  Society  also  has  announced  that 
Audrey  Maynard  has  been  promoted  to  the  newly 
created  position  of  Assistant  Executive  Vice  Presi- 
dent of  the  Medical  Society.  Mrs  Maynard  has 
worked  for  the  Milwaukee  Medical  Society  since 
1976.  She  served  as  Interim  Executive  Vice  Presi- 
dent from  November  1 until  Mr  Harlan’s  arrival 
on  January  12. 

One  of  Mrs  Maynard’s  primary  responsibilities  is 
the  administration  of  the  Medical  Society’s  Com- 
munciations  Center.  The  Center  is  open  24  hours  a 
day,  365  days  a year  and  exists  to  keep  patients  in 
constant  communication  with  their  physicians. 

WOOD:  Seventeen  members  were  present  at  the 
November  meeting  of  the  Wood  County  Medical 
Society  to  see  a movie  entitled  “The  Last  Epidemic” 
presented  by  Michael  J Kryda,  MD*  of  Marshfield. 
New  officers  for  1983  were  elected  and  they  are  MDs 
Homer  H Russ,*  Marshfield,  president;  James  K 
Jones,*  Wisconsin  Rapids,  vice  president;  and 
Michael  J Kryda,*  Marshfield,  secretary-treasurer. 
Other  business  conducted  was  the  appointment  of 
Wolfgang  O Dietsche,  MD,*  Wisconsin  Rapids,  to 
the  Civil  Defense  and  Disaster  Committee  succeed- 
ing Richard  W Clasen,  MD*  of  Nekoosa.a 
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Physician  Briefs 


* Physician  members  of  State  Medical  Society  of  Wisconsin 


Roger  A Bell,  MD,*  Manitowoc,  recently  was  elected 
president  of  the  Holy  Family  Hospital’s  medical 
staff.  He  succeeds  Robert  D Bush,  MD.*  Doctor 
Bell  has  been  an  active  member  of  the  medical  staff 
with  past  positions  on  the  Utilization  Review  Com- 
mittee, Cancer  Committee,  Quality  Assurance  and 
Executive  Committees.  Other  physicians  elected  to 
offices  on  the  medical  staff  include  MDs  Carl  C 
Kobelt,*  president-elect,  and  Franz  M Kraler,  sec- 
retary-treasurer. 

Harvey  L Barash,  MD,*  Madison  physician  since 
1972,  also  has  another  unique  profession.  Doctor 
Barash  is  skilled  in  sign  language  and  for  the  third 
year  he  signed  for  the  Children’s  Theater  of  Madison 
production  “Pygmalion.”  Doctor  Barash  signed  be- 
fore he  learned  to  speak  as  both  of  his  parents  had 
lost  their  hearing  in  childhood.  Doctor  Barash  is 
chief  of  surgery  at  the  Methodist  Hospital  in  Madi- 
son; he  also  has  a sister,  Dr  Eva  Dicker,  who  teaches 
at  the  University  of  Wisconsin,  Milwaukee,  speciali- 
zing in  the  deaf. 

Stephen  C Roush,  MD,  Sheboygan  Falls,  recently  be- 
came associated  with  the  Sheboygan  Clinic  at  the 
Falls  Medical  Clinic  in  Sheboygan  Falls.  Doctor 
Roush  graduated  from  the  University  of  Wisconsin 
Medical  School,  Madison,  and  served  his  internship 
and  family  practice  residency  at  the  Black  Hawk 
Area  Family  Practice  Center,  Waterloo,  Iowa.  He 
recently  completed  postgraduate  work  as  an  emer- 
gency room  physician  at  Sartori  Hospital,  Cedar 
Falls,  Iowa. 

William  K Dernbach,  MD,*  recently  was  reelected  to 
a one-year  term  as  president  of  the  Wausau  Medical 
Center.  Doctor  Dernbach  has  been  on  the  medical 
staff  of  the  Center  since  1976.  Also  reelected  were 
MDs  Edgar  B Koschman,*  vice-president,  and  Rich- 
ard C O’Connor,*  secretary-treasurer.  Dale  B 
Anderson,  MD,*  was  elected  to  the  board  of  direc- 
tors. Other  directors  include  MDs  Samir  L Aba- 
deer,*  Haldor  P Barnes,*  David  J Freeman,*  Jo- 
seph M Monaco,*  David  P North,*  and  Ivan 
Stanko.* 

Lois  W Grootwassink,  MD  and  Joon  Yoon,  MD, 

members  of  the  medical  staff  of  Gundersen  Clinic 
Ltd,  have  been  named  diplomates  of  the  American 
Board  of  Anesthesiology.  Doctor  Grootwassink 
graduated  from  the  University  of  Minnesota  Medical 
School  and  completed  her  residency  at  Harbor- 
UCLA  Medical  Center,  Torrance,  Calif.  Doctor 
Yoon  graduated  from  the  Seoul  University  College 
of  Medicine  in  Korea,  and  completed  his  residency  at 
Albert  Einstein  College  of  Medicine,  New  York. 
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Nancy  Selfridge,  MD,  Sun  Prairie,  recently  joined 
the  medical  staff  of  The  Prairie  View  Family  Med- 
ical Center  in  Sun  Prairie.  Doctor  Selfridge  gradu- 
ated from  Southern  Illinois  University  School  of 
Medicine,  Springfield,  111,  and  completed  her  family 
practice  residency  with  SIU  Affiliated  Hospitals.  She 
joins  her  husband,  Marc  Tumerman,  MD  and  Janis 
Byrd,  MD  in  medical  practice. 

John  M Kirsch,  MD,*  orthopedic  surgeon,  recently 
became  associated  with  Joseph  E Pilon,  MD,*  in 
Menasha.  Doctor  Kirsch  had  been  in  medical  prac- 
tice in  Stevens  Point  since  1972.  He  also  had  been 
the  team  physician  for  the  University  of  Wisconsin- 
Stevens  Point  Athletic  Department  for  the  past  six 
years. 

Paul  R Bishop,  MD,  Prairie  du  Sac,  member  of  the 
Prairie  Clinic  and  medical  staff  at  Sauk-Prairie 
Memorial  Hospital,  recently  retired  from  medical 
practice.  Doctor  Bishop  had  been  associated  with 
Gibbs  W Zauft,  MD.* 

Charles  J Thurston,  MD,  Clintonville,  recently  be- 
came director  of  the  Emergency  Department  at 
Clintonville  Community  Hospital.  Doctor  Thurston 
graduated  from  the  Medical  College  of  Ohio  at 
Toledo  and  completed  his  family  practice  residency 
at  the  Riverside  Hospital  in  Toledo,  Ohio. 

Roy  E Buck,  MD,*  Neenah,  has  joined  the  medical 
staff  of  the  Berlin  Memorial  Hospital.  He  has  been 
on  the  consulting  staff  for  the  past  10  years.  Cer- 
tified by  the  American  Board  of  Orthopedic  Sur- 
geons, Doctor  Buck  served  his  residency  at  Uni- 
versity Hospital  in  Ann  Arbor,  Mich;  and  for  two 
years  was  chief  of  orthopedic  services  at  Barksdale 
Air  Force  Base  in  Louisiana. 

Michael  J O’Halloran,  MD,*  Eau  Claire,  medical 
director  of  the  West  Central  Wisconsin  Cerebral 
Palsy  Evaluation  Clinic,  recently  spoke  on  “Medical 
Management  of  Cerebral  Palsy”  at  the  meeting  of 
the  St  Croix  Parent  Share  Group.  He  is  associated 
with  the  Midelfort  Clinic  in  the  Department  of 
Pediatrics. 

Herbert  F Sandmire,  MD,*  Green  Bay,  recently 
was  elected  to  the  Board  of  Trustees  and  also  to 
serve  on  the  Nominating  Committee  of  the  Central 
Association  of  Obstetricians  and  Gynecologists. 
Doctor  Sandmire’s  term  on  the  Board  of  Trustees 
will  expire  in  1985  and  his  appointment  to  the  Nomi- 
nating Committee  is  for  the  year  1982-83.  ■ 
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Healthcare  socKDecorrrniC5 


Health  Policy  Council  votes  ‘no’  on  class  size  cut 


The  Governor’s  Health  Planning  Council  in  Jan- 
uary voted  to  recommend  to  the  Legislature’s  Joint 
Committee  on  Finance  that  “no  action  relative  to 
(medical  school)  class  size  be  taken  at  this  time.” 

The  Council  had  considered  a revised  report  of 
the  Department  of  Health  and  Social  Services 
(DHSS)  on  physician  supply  and  requirements  in 
the  year  2000  which  recommended  that  if  physician 
supply  exceeds  requirements  by  800  or  more  phy- 
sicians, first-year  medical  school  class  size  should 
be  decreased  anywhere  from  5 to  20  percent  over  a 
set  number  of  years. 

The  report  also  recommends  restricting  entry 
of  foreign  medical  school  graduates  to  Wisconsin  by 
changing  state  licensure  laws  and  restricting  or  elimi- 
nating financial  loan  support  for  Wisconsin  residents 
who  study  or  plan  to  study  medicine  abroad. 

The  Health  Policy  Council  said  the  DHSS  report 
had  inherent  problems  in  attempting  to  accurately 
project  “Demand”  in  the  year  2000,  and  said  the 


Department  staff  should  have  forecasted  “need”  as 
the  Graduate  Medical  Education  National  Ad- 
visory Committee  (GMENAC)  report  did.  The 
GMENAC  study  needs  approach  accounted  for  such 
things  as:  (1)  an  aging  population  which  is  begin- 
ning to  utilize  more  services;  (2)  decreases  in  MD 
productivity  as  physicians  begin  to  work  a more 
regular  week;  (3)  requirements  of  teaching  insti- 
tutions; (4)  effects  of  technology  on  physician 
supply;  and  (5)  recent  closure  of  some  of  the  coun- 
try’s medical  schools. 

Had  the  future  “needs”  approach  been  used,  the 
Council  argued,  supply  and  need  projections  would 
probably  nearly  balance  each  other. 

The  State  Medical  Society  of  Wisconsin  and  its 
Health  Planning  Commission  are  on  record  as 
opposing  changes  in  medical  education  proposed  in 
the  DHSS  report  because  of  inherent  weaknesses 
used  in  the  models  considered  by  DHSS  in  project- 
ing physician  requirements  for  the  future.* 


AMA  Physician’s  Recognition  Award  Recipients 

Listed  below  are  those  physicians  in  Wisconsin  who  have  earned  the  AMA  Physician’s  Recognition  Award  in 
recent  months.  The  State  Medical  Society  of  Wisconsin  congratulates  these  physicians  who  have  distinguished 
themselves  and  their  profession  by  their  commitment  to  continuing  education: 


DECEMBER  1982 

♦Anderson,  Charles  J,  Madison 
Barthelemy,  Carl  R,  Wood 
♦Berg,  William  D,  Superior 
♦Biek,  Richard  W,  Milwaukee 
Chang,  Chen-Kang,  Madison 
*De  Groot,  Henry  E,  Racine 
*De  Kraay,  Warren  H,  Kenosha 
Del  Rosario,  Salvador  V,  Grafton 
♦Dlesk,  Andrea,  Marshfield 
♦Evert,  Howard  A,  Menomonee  Falls 
Fink,  Jordan  N,  Milwaukee 
♦Finkel,  Michael  F,  Eau  Claire 

♦Members  of  the  State  Medical  Society 
of  Wisconsin 


♦Frase,  Louis  H,  Eau  Claire 
♦From,  Leland  J,  Beloit 
♦Galarnyk,  Ihor  A,  Plain 
Gokulananda,  Thimapalah, 
Brookfield 

♦Grout,  David  C,  Fort  Atkinson 
Gubitz,  Richard  H,  Berlin 
♦Hart,  Loren  E,  Green  Bay 
♦Khan,  Abdul  H,  New  Richmond 
♦Knauf,  James  W,  Chilton 
♦Komorowski,  Richard  A,  Milwaukee 
♦Lindgren,  Richard  D,  Madison 
Malangoni,  Mark  A,  Milwaukee 
♦McIntosh,  James  F,  Madison 
McWey,  Patrick  J,  Wauwatosa 
♦Milliken,  Lyle  D,  Kenosha 
♦Mir,  Ali  Akbar,  Two  Rivers 


♦Oberfeld,  Harold  H,  Milwaukee 
♦Potos,  William  B,  Cudahy 
Reganti,  Venkata  R,  Neillsville 
♦Rieder,  Michael  J,  Neenah 
♦Ryan,  Thomas  A,  Appleton 
Schea,  S Cyprian,  Madison 
♦Silbar,  John  D,  Milwaukee 
♦Sweet,  David  F,  Fond  du  Lac 
♦Tacke,  Arthur  W,  Milwaukee 
♦Taebel,  Duane  W,  La  Crosse 
♦Turke,  Terry  L,  Watertown 
Vinograd,  Sherman  P,  Madisqn 
Walz,  John  E,  Stanley 
♦Weber,  David  R,  Fond  du  Lac 
♦Yuska,  Kenneth  H,  Marinette 
♦Zimmer,  James  F,  West  Allis* 
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News  Hiohliqhts 

‘ Physician  members  of  Stale  Medical  Society  of  Wisconsin 


The  Foundation  for  Medical  Care  Evaluation  of 
Southeastern  Wisconsin,  Inc,  recently  elected 
Kenneth  O Johnson,  MD,  Glendale,  as  president. 
Doctor  Johnson  succeeds  Thomas  G Dehn,  MD,* 
Bayside,  who  was  president  for  the  past  two  years. 
Other  newly-elected  officers  are  Michael  J Mally, 
MD,*  Hartford,  vice  president;  Richard  Stone, 
MD,*  Glendale,  treasurer;  and  Lee  W Baker,  Mil- 
waukee, was  reelected  secretary.  Doctor  Mally  is  one 
of  the  five  new  members  elected  to  the  board  of  direc- 
tors of  the  Foundation.  Other  new  members  are 
Donald  R Beaver,  DO,*  Milwaukee;  D Maclean 
Willson,  MD,*  Whitefish  Bay;  Carol  E Young, 
MD,*  Shorewood;  and  James  H Zellmer,  MD,* 
Brookfield.  Reelected  to  the  board  are  Daniel  S 
Fleisher,  MD,  Fox  Point;  John  N Schwartz,  Green- 
field; and  Alphonse  A Wisniewski,  DDS,  Shore- 
wood. 

Luther  Hospital,  Eau  Claire,  recently  elected  Robert 
M Lotz,  MD*  as  its  chief-of-staff.  Other  MDs 
elected  to  office  are:  Roger  K Resar,*  vice-chief  and 
David  J Katz*  as  secretary-treasurer.  Executive  com- 


mittee members-at-large  are  MDs  John  M Evans* 
and  Emil  Schulz.*  Department  chairmen  elected  are 
MDs  Richard  P Linden,*  pathology;  Emil  Schulz,* 
radiology;  Ralph  F Hudson,*  surgery;  Charles  L 
Woodhouse,*  medicine;  Albert  A Lorenz,*  psy- 
chiatry and  neurology,  and  John  P Layde,*  obstet- 
rics, gynecology,  and  pediatrics. 

Ripon  Memorial  Hospital  recently  elected  the  follow- 
ing physicians  to  office.  They  are  MDs  Paul  D 
Nelsen,*  chief-of-staff;  Marc  Ringel,  vice-chief-of- 
staff,  and  Teodoro  M Ramos,*  secretary-treasurer. 

East  Madison  Clinic,  Madison,  has  announced  the 
retirement  of  its  clinic  manager,  Floyd  Detert.  Mr 
Detert  began  his  career  in  1946  at  Marshfield  Clinic 
and  had  been  affiliated  with  the  Clinic  for  26  years. 
In  1973  Mr  Detert  joined  East  Madison  Clinic  and 
was  instrumental  in  establishing  East  Madison’s  first 
satellite  clinic,  the  Sun  Prairie  Clinic.  Most  recently 
he  was  involved  in  the  merging  of  East  Madison  and 
Dean  clinics  to  form  the  Dean  Medical  Center.  ■ 


BE  INFORMED 

Brigadier  General  Kenneth  J.  Printen,  M.D.,  Commander  of  the  30th  Hospital  Center,  invites  you  to  explore 
the  opportunities  in  the  United  States  Army  Reserve  Medical  Corps.  Two  informal  sessions  have  been 
scheduled  to  provide  you  information  regarding  levels  of  participation,  flexible  training,  funded  continuing 
medical  education,  non-contributory  retirement  annuity,  and  training  sites  available  throughout  the  state  of 
Wisconsin. 

Take  the  time  to  meet  with  other  civic  minded  physicians  who  have  combined  their  medical  practice 
with  a career  as  an  Army  Reserve  Officer. 

February  27,  1983  44th  General  Hospital  (1000  Bed) 

Sunday,  10:30  a.m.  1402  South  Park  Street 

Madison,  Wisconsin  53715 
COL  STEVEN  W.  BABCOCK,  M.D.,  COMMANDER 

452nd  General  Hospital  (1000  Bed) 

4828  W.  Silver  Spring  Drive,  Building  302 
Milwaukee,  Wisconsin  53218 
COL  JOSEPH  A.  BERES,  M.D.,  COMMANDER 

FOR  MORE  INFORMATION  CALL: 

CPT  LARRY  J.  MATTHEWS 
COLLECT:  (312)  926-3273 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


March  6,  1983 
Sunday,  2:00  p.m. 
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ibuprofen,  Upjohn 

600 mg  Tablets 


ntjor  your  patients 


Upjohn 


Therek  more  to 

ZYLOPRIM 

than  (allopurinol ). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  tor  your  patients  as  you  would  tor  yourself. 

Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


/ 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Medical  \fellcw 

RATES:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  ad.  BOXED  AD  RATES:  $32.00  per  column  inch. 
DEADLINE:  Copy  must  be  received  by  the  20th  of  the  month  preceding  month  of  issue;  e.g.,  copy  for  the  August 
issue  is  due  July  20.  Send  copy  to:  Wisconsin  Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
(area  code  608)  257-6781 ; or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  lltfn/82 

Board  eligible/Certified  family  practitioners  needed  at  mul- 
tiple locations  in  northeastern  rural  Wisconsin.  Financial  assist- 
ance available  and  negotiable.  Excellent  locations,  communities, 
recreation  areas.  Contact  J Schmacher,  Administrator,  Calumet 
Memorial  Hospital,  Chilton,  Wis  53014;  ph  414/849-2386. 

12/82;  1-2/83 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621.  lltfn/82 

Cardiology,  Dermatology,  General  Surgery,  Ophthal- 
mology, Orthopedic  Surgery.  Associate  with  170  physicians 
providing  comprehensive  medical  care  to  a patient  population 
of  196,000  in  one  of  America’s  leading  metropolitan  areas.  Ex- 
cellent facilities,  competitive  earnings,  and  benefits.  Contact 
Paul  Brat,  MD,  Medical  Director,  Group  Health  Plan,  Inc, 
2829  University  Ave,  Southeast,  Minneapolis,  Minn  55414.  An 
Equal  Opportunity  Employer.  2-4/83 

Obstetrics-Gynecology.  Associate  for  practice  in  major  south- 
eastern Wisconsin  community.  Two  hospital  affiliations  avail- 
able. Modern  office  facility  near  hospital  provides  maximum 
practice  conveniences.  Corporate  practitioner  anticipating  full  or 
part-time  retirement  within  24-36  months.  Coverage  available. 
Guaranteed  salary  and  financial  assistance  available.  Write 
GAB,  PO  Box  26607,  Wauwatosa,  WI  53226.  1-3/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


Neurologist  wanted— to  join  a very  busy,  well  established 
neurosurgeon  in  North  Central  Wisconsin.  Active  practice  as- 
sured, extremely  good  income  potential.  New  modern  office 
located  in  a new  hospital.  Excellent  community  approximately 
65,000  population  with  unlimited  outdoor  recreation  and  very 
good  school  systems.  For  more  information  contact  Lloyd  Eng- 
strom.  Call  collect  715/842-3202  or  write  PO  Box  1646,  Wausau, 
Wis  54401.  12/82;l-2/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Associate  Director,  Family  Practice  Residency.  The  Medical 
College  of  Wisconsin  has  an  immediate  opening  for  an  Associate 
Director  at  St  Mary’s  Family  Practice  Residency  in  Milwaukee. 
Board  certification  as  well  as  prior  academic  and  private  practice 
experience  is  necessary.  We  are  seeking  a physician  to  join  three 
Board  certified  family  practitioners  and  a clinical  psychologist 
as  faculty  for  an  18-resident  program.  The  successful  candidate 
will  teach  and  supervise  residents  and  medical  students,  share 
in  administrative  responsibilities  and  maintain  competence  with 
a small  private  practice.  This  position  offers  a very  competitive 
salary  and  excellent  benefits.  For  more  information  and  prompt 
confidential  consideration,  please  submit  your  curriculum  vitae 
to:  Louis  R Rosin,  MD,  Director,  Family  Practice  Program, 
Medical  College  of  Wisconsin — St  Mary’s  Hospital,  2315  North 
Lake  Drive,  Milwaukee,  Wisconsin  53211.  414/225-8295,  col- 
lect. The  Medical  College  of  Wisconsin  is  an  equal  opportunity 
employer.  2/83 

The  Racine  Medical  Clinic,  a progressive  cluster  corporation 
of  25  physicians,  is  currently  seeking  an  orthopedic  surgeon 
and  an  invasive  cardiologist.  Full  benefits,  unlimited  earnings 
and  a full  and  exciting  practice  are  offered.  Please  contact: 
Roger  D Lacock,  Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  Wl  53406;  ph  414/886-5000.  ltfn/82 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty  bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153  or  call  collect 
414/834-2201.  p!2/82;  1-3/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  ai  rangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  5371 5 
Phone:  608/263-4095 

10/82;  1-6/83 
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PHYSICIANS  EXCHANGE  continued 


Doctors  needed — in  Wisconsin.  Ail  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Neuroradiology,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401,  or  call  collect  715/847-3351 . 6tfn/82 


Institutional  practice  at  700-bed,  state  operated  vet- 
erans home.  Located  in  an  excellent  summer  and  winter 
recreational  area,  the  WVH  offers  a challenging  medical 
opportunity  with  the  additional  benefits  associated  with 
small  community  living.  We  also  offer  regular  hours, 
an  excellent  fringe  benefit  program,  paid  malpractice 
insurance,  relocation  expenses  and  a starting  salary  to 
$72,000  per  annum,  depending  on  training,  experience 
and  certification.  On  grounds  housing  is  available.  For 
application  information  contact  John  Peters,  Director, 
Personnel  Support  Services,  Wisconson  Veterans  Home, 
King,  WI  54946.  An  equal  opportunity,  affirmative 
action  employer.  2/83 


LA  CROSSE— NEONATOLOGIST  needed  to  join  50- 
physician  multispecialty  clinic  with  four  pediatricians/ 
one  neonatologist.  Will  be  co-director  of  14  bed,  Level 
111,  Regional  Infant  Intensive  Care  Unit  in  modern  350 
bed  hospital  immediately  adjacent  to  clinic.  CT  scanner 
and  complete  untrasound  available.  Medical  staff  of  98 
MDs  includes  neurosurgeon  with  pediatric  cardiologist, 
neurologist,  and  surgeon  on  courtesy  staff.  Complete 
transport  team  with  three  neonatal  nurse  clinicians.  La 
Crosse  is  a progressive,  family  oriented  city  of  50,000 
in  the  beautiful  Mississippi  River  Valley  with  a medical 
referral  area  of  greater  than  200,000.  Exceptional  cul- 
tural, educational,  and  recreational  opportunities  locally. 
Contact  P S Schultz,  MD,  Medical  Director,  Skemp- 
Grandview-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse, 
WI  54601 ; ph  608/782-9760.  2-4/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and 
Endoscopy.  We  are  located  in  a fast  growing,  scenic, 
lake  country  area  between  Milwaukee  and  Madison  and 
can  offer  excellent  hospital,  schools,  and  recreational 
facilities.  Full  fringe  benefit  package.  Contact:  James 
F Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/567-4433. 

10tfn/82 


Family  Physician  to  join  three  Board  certified  family  physi- 
cians in  a young  and  growing  medical  practice  in  Central  Minne- 
sota. The  practice  is  orientated  toward  Family  Practice  Medicine 
and  located  centrally  in  the  state  with  quick  access  to  the  Minne- 
apolis-St  Paul  area.  Both  practices  are  a short  distance  from  the 
St  Cloud  area,  and  our  physicians  use  the  St  Cloud  Hospital  for 
hospitalization  of  their  patients.  Cultural  and  recreational  activi- 
ties are  abundant  in  this  area  of  Minnesota.  The  salary  and 
fringe  benefits  are  open  and  negotiable.  If  interested,  please  con- 
tact Thomas  J Newton,  MD,  Medical  Director,  or  contact  Daryl 
G Mathews,  Administrator,  at  either  the  St  Joseph  or  Cold 
Spring  Medical  Clinics,  26  North  Red  River  Ave,  Cold  Spring, 
Minnesota  56320;  or  call  collect  (612)  685-8641  or  (612)  363- 
7765  in  St  Joseph,  Minnesota.  1 1-12/82;  1-2/83 

Family  Practitioner  needed  to  join  multispecialty  group  of 
33  physicians  dedicated  to  primary  care  in  East  Central  Wiscon- 
sin community.  City  population  38,000,  drawing  area  100,000. 
Attractive  income  arrangements,  association  membership 
possible  after  one  year,  pension  and  profit  sharing,  extensive 
fringe  benefits.  Contact  R B Windsor,  MD,  1011  North  8th 
St,  Sheboygan  Wis  53081;  ph  414/457-4461.  10tfn/82 

Milwaukee  Wisconsin  Opportunity.  Expanding  from  an 
existing  complement  of  forty-six  practitioners,  Southeastern 
Wisconsin’s  premier  multispecialty  clinic  seeks  a full-time  prac- 
titioner to  direct  the  activities  of  our  Urgent  Care  Center.  We 
offer  a competitive  first  year  starting  salary  plus  further  in- 
centive compensation  based  upon  productivity.  Corporately  pro- 
vided benefits  include  malpractice,  health,  life  and  group  and 
individual  disability  insurances;  vacation  and  meeting  time 
allowances;  etc.  To  learn  more  about  our  opportunity,  to  re- 
ceive a copy  of  our  physician  recruiting  brochure  and  to  re- 
ceive our  immediate  consideration,  please  submit  your  cur- 
riculum vitae  to  Mr  Robert  P Thompson,  Administrator,  Mil- 
waukee Medical  Clinic,  SC,  3003  West  Good  Hope  Rd,  PO  Box 
17300,  Milwaukee,  Wisconsin  53217.  2-3/83 

Wanted  Family  Physician  for  fully  equipped,  modern  clinic 
located  in  rural  community  in  west  central  Wisconsin.  (Estab- 
lished dentist  now  in  clinic).  Call  Mary  Speckman  (608) 
625-2333,  La  Farge,  Wis  54639.  2-7/83 

Medical  Examiner — part  time  position,  12  hours  weekly; 
salary  $9165  annually;  serves  as  County  medical  examiner. 
License  to  practice  medicine  in  Wisconsin  required.  Available 
April  1.  Contact  Personnel  Department,  Eau  Claire  County 
Courthouse,  721  Oxford  Ave,  Eau  Claire,  Wis  54701  or  call 
7 1 5/839-4710.  An  Equal  Opportunity  Employer.  2/83 


FAMILY  PRACTITIONER.  Immediate  need  to  associate 
with  busy,  Board  certified  general  practitioner  in  Tomah, 
Wis.  Modern  clinic,  57-bed  local  hospital,  and  formal 
association  with  50-physician  multispecialty  clinic  in  La- 
crosse, Wis.  Tomah  is  an  active,  growing  community  of 
7,000  with  a medical  service  area  of  20,000.  Contact 
P S Shultz,  MD,  Medical  Director,  Skemp-Grandview- 
La  Crosse  Clinic,  815  S 10th  St,  La  Crosse,  WI  54601; 
ph  608/782-9760.  2-4/83 


U S Air  Force  Medical  Corps  currently  is  accepting 
applications  for  physicians  in  the  following  specialties: 
Surgery  (all  specialties),  Obstetrics/Gynecology, 
Otorhinolaryngology,  Anesthesiology,  Urology,  Rheu- 
matology, Neurology,  Psychiatry.  For  further  infor- 
mation call  collect,  MSGT  Charles  Brown  Jr,  414/ 
258-2430.  g2-3/83 
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PHYSICIANS  EXCHANGE  continued 


OB-GYN  to  join  15  physician  multispecialty  group  in  new 
facilities,  including  one  OB-GYN,  in  north  central  Wisconsin. 
Excellent  Level  II  accredited,  Catholic  hospital  next  door.  Mal- 
practice insurance  provided.  Compensation  and  corporate 
fringe  benefits  fully  competitive.  University  affiliation.  Drawing 
area  55,000  population.  Junior  college  town  of  15,000  in  year 
round  recreation  area,  excellent  schools,  shopping  and  air 
service.  Send  curriculum  vitae  and  correspondence  to  Gerald 
C Larson,  Assistant  Administrator,  W S Bump  Medical  Group, 
SC,  1020  Kabel  Ave,  Rhinelander,  W1  54501 . 2/83 

Two  Family  Practice  physicians  to  affiliate  with  Red  Cedar 
Clinic,  Menomonie,  Wisconsin,  in  a satellite  situation.  The 
Clinic  is  a family  practice  oriented  multispecialty  group  with  14 
physicians  located  65  miles  east  of  Minneapolis,  St  Paul  on  1-94. 
A young  congenial  group  which  provides  full  range  of  benefits, 
equal  sharing  of  responsibilities,  and  ideal  location  for  recreation 
and  cultural  situation.  Call  collect  or  write  Rex  Shaffer  (715/ 
235-9671)  221 1 Stout  Road,  Menomonie,  Wis  54751.  2-4/83 

Invasive  Cardiologist.  Practice  in  central  Wisconsin  with 
active  cardiovascular  surgery  program.  Beautiful  city  with  excel- 
lent recreational  resources.  Send  inquiry  with  CV  to  Dept  513  in 
care  of  the  Journal.  1-3/83 

Grow  with  us  in  the  Sunbelt.  The  INA  Healthplan  needs 
physicians  in  family  practice  and  most  specialties  in  Miami, 
Tampa,  Dallas,  Houston,  Phoenix,  Tucson,  and  Los  Angeles. 
Attractive  salaries  and  comprehensive  benefits  including  pro- 
fessional development,  retirement  and  profit  sharing  pro- 
grams are  provided.  If  team  interaction  and  casual  living  interest 
you,  send  a brief  CV  to  medical  Administration,  INA  Health- 
plan,  Inc,  7616  LBJ  Freeway,  Suite  303,  Dallas,  Tex  75251. 

pl2/82;  1-2/83 

Locum  tenens  services.  Wisconsin-licensed  family  physicians 
and  GPs  available.  Our  physicians  do  office,  hospital,  emer- 
gency room  and  OB  work.  Call  or  write:  INTER-HEALTH, 
5695  Merry  Lane,  Excelsior,  MN  55331;  ph  612/474-4372. 

10-12/82;  1-4/83 

Ideal  practice  opportunities  for  Family  Practice  and  Internal 
Medicine  in  scenic  Kettle  Moraine  area,  Plymouth,  Wisconsin. 
Less  than  one  hour  drive  from  Milwaukee,  60  miles  from  Green 
Bay.  Service  community  of  20,000.  Modern  JCAH  hospital 
and  60-bed  nursing  home.  Family-oriented  community  with 
good  industrial  base.  Please  contact:  Peter  R Strub,  Co- 
ordinator, Physician  Recruitment  Committee,  Plymouth  Hos- 
pital, Inc,  901  Reed  St,  Plymouth,  Wis  53703;  ph  414/893- 
1771.  8tfn/82 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

For  Sale.  (3)  Continental  Model  Scales  with  measuring  rod.  (3) 
Pediatric  Model  Scales;  and  (2)  Qualitone  Screening  Audio- 
meters. All  purchased  1981,  excellent  condition.  Contact:  Health 
& Screening,  Inc.  Tel:  414/332-3832.  p2/83 

Office  space,  professional  building  entire  level.  West  Allis. 
Near  hospital.  Call  414/543-8864.  12tfn/82 


Doctors,  be  near  all  Madison  hospitals.  1400  square  feet  suite 
available  immediately  in  heart  of  Madison  medical  community. 
Park  Regent  Medical  Building.  Assume  remainder  of  existing 
lease.  Call  608/257-4389  days;  414/623-3476  evenings.  1-3/83 


MISCELLANEOUS 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905.  1 ltfn/82 

Reception  Area  Aquariums.  Beautify  your  reception  area  or 
office  with  a relaxing  decorator  aquarium — many  styles  to 
choose  from — designed  even  for  small  areas.  Complete  mainte- 
nance service  available.  Lease  or  purchase  option.  Contact: 
Creative  Pet  Designs,  PO  Box  26172,  Milwaukee,  Wis  53226; 
ph  414/778-1999.  pl2/82;  ltfn/83 


ANNOUNCEMENTS 


UW-Madison  Breast  Cancer  Study.  Premenopausal  women 
18-50  years  old  wanted  who  do  not  have  breast  cancer.  Must 
have  two  immediate  relatives  (mother,  sister,  or  daughter)  who 
have  had  breast  cancer.  Will  receive  $100  upon  completion. 
For  more  information  call  1-800-362-8038  weekdays.  5w2/83 

American  Board  of  Internal  Medicine  1983  Certifying  Ex- 
amination in  Internal  Medicine  is  September  13-14  (registration 
period  was  from  Nov  1,  1982  to  Feb  1,  1983).  1983  Subspecialty 
Examinations  in  Cardiovascular  Disease,  Endocrinology  and 
Metabolism,  Gastroenterology,  and  Medical  Oncology  will  be 
held  November  8-9  (registration  period:  Jan  2 to  Apr  1,  1983). 
For  information  and  application  forms,  contact  the  ABIM, 
3624  Market  St,  Philadelphia,  PA  19104  (phone:  215/243-1500). 


ADVERTISERS 


Acme  Laboratories 11 

Advanced  Technology  Associates,  Inc  16 

Blue  Cross  & Blue  Shield  United  of  Wisconsin 8 

Burroughs  Wellcome  Co 58 

Zyloprim® 

Datamedic  Midwest  34 

Dista  Products  Co  (Div  of  Eli  Lilly  & Co)  FC 

Nalfon®200/Nalfon® /Keflex® 

House  of  Bidwell 43 

Kaplan  Educational  Center,  Stanley  H 63 

Management  Systems  of  Wausau  12,13 

Medical  Protective  Company  36 

MML  Health  Services,  Inc  35 

Mount  Sinai  Hospital  Medical  Center 

of  Chicago 63 

Parke-Davis  (Div  of  Warner-Lambert  Co) 4,  5 

Anusol-HC®&  Tucks® 

PBBS  Equipment  Corp 10 

Roche  Laboratories  19,  20,  67,  BC 

The  What  If  and  How  to  Books 
Dalmane® 

SMS  Services,  Inc  30 

Squibb  and  Sons,  Inc.,  E R 37,38,39,40 

Velosef® 

Upjohn  Company,  The 57 

Motrin ® 

U S Army  Reserve 11.56B 
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Meetirte/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50<c  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


MARCH  3,  1983:  Review  of  Neurology  1983,  Madison.  Spon- 
sored by  Madison  General  Hospital.  AM  A Category  1;  AAFP 
Prescribed — 514  hours.  Fee:  $25.00.  Info:  Howard  B Christen- 
sen, CME,  202  South  Park  St,  Madison,  WI  53715;  ph  608/ 
267-6386.  2/83 

MARCH  3-4,  1983:  2nd  Chronic  Obstructive  Pulmonary  Dis- 
eases Symposium.  Madison.  University  of  Wisconsin  sponsors. 
AMA,  UW,  CEU,  AOA  credit.  Contact  Sarah  Aslakson,  465 
WARF  Bldg,  610  Walnut  St,  Madison  53705;  608/263-2856. 

2/83 

MARCH  10-11,  1983:  8th  Annual  Ophthalmology  Current 
Concepts  Seminar  '83.  Concourse  Hotel,  Madison.  AMA  & 
UW  CEU  credit.  Sponsored  by  Wisconsin  University,  Ophthal- 
mology Department  and  Continuing  Medical  Education.  Con- 
tact Sarah  Aslakson,  465  WARF  Bldg,  610  Walnut  St,  Madison 
53705. 608/263-2856.  2/83 

MARCH  16,  1983:  Recent  Developments  in  the  Diagnosis 
and  Treatment  of  Blood  Vessel  Disease,  at  The  Pioneer  Inn, 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983 

Wisconsin  Chapter:  American  Academy  of  Pediatrics, 
May  19-20,  1983,  Pioneer  Inn,  Oshkosh 

Wisconsin  Academy  of  Family  Physicians, 

June  16-18,  1983,  Lake  Geneva 


SPECIALTY  SOCIETY  MEETINGS  TO  BE 
HELD  IN  CONJUNCTION  WITH  SMS 
ANNUAL  MEETING,  March  24-26,  1983, 
Milwaukee 

Wisconsin  Allergy  Society 
Wisconsin  Orthopaedic  Society 
Wisconsin  Psychiatric  Association 
Wisconsin  Society  of  Internal  Medicine 
Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Physical  Medicine 
and  Rehabilitation 

Wisconsin  Society  of  Plastic  Surgeons 
Wiscohsin  Society  for  Preventive  Medicine 
Wisconsin  Society  of  Radiation  Oncologists 
Wisconsin  Surgical  Society 


Oshkosh.  Presented  by  Don  Detmer,  MD.  Approved  for  2 credit 
hours  of  Category  1.  Info:  Linda  E Nevers,  Berlin  Memorial 
Hospital,  225  Memorial  Dr,  Berlin,  WI  54923;  ph  414/361-1313 
ext  583.  2/83 

MARCH  25,  1983:  Spring  Meeting  of  the  Wisconsin  Society  of 
Internal  Medicine  and  the  Internal  Medicine  Section  of  the 
State  Medical  Society  in  conjunction  with  the  Annual  Meeting 
of  the  State  Medical  Society  of  Wisconsin,  at  MECCA,  Mil- 
waukee. (Dinner  at  Milwaukee  Athletic  Club,  March  26, 
6:30  pm)  g2/83 

APRIL  2,  1983:  Wisconsin  Radiological  Society,  Milwaukee 
Children’s  Hospital,  Milwaukee.  g2-3/83 

APRIL  9,  1983:  Wisconsin  Society  of  Radiation  Oncologists, 
St  Joseph’s  Hospital,  Marshfield.  g2-3/83 

APRIL  29-30,  1983:  Wisconsin  Urological  Society,  Hyatt 
Regency,  Milwaukee.  g2-4/83 

MAY  19-20,  1983:  Wisconsin  Chapter,  American  Academy  of 
Pediatrics,  Pioneer  Inn,  Oshkosh.  g2-4/83 

JUNE  15-18,  1983:  1983  Annual  Meeting  of  Wisconsin  Acad- 
emy of  Family  Physicians,  Americana  Resort  Hotel,  Lake 
Geneva.  Info:  Wisconsin  Academy  of  Family  Physicians,  850 
Elm  Grove  Rd,  Elm  Grove,  WI  53122;  ph  414/784-3656. gltfn/83 

JUNE  16-18,  1983:  Wisconsin  Academy  of  Family  Physicians, 
Lake  Geneva.  g2-5/83 


REGION  VI  COMMUNITY 
SUPPORT  LEARNING  CONFERENCE 

March  1 & 2, 1983,  Concourse 
Hotel,  Madison,  Wisconsin 

National  Institute  of  Mental  Health,  Wisconsin  Office 
of  Mental  Health,  and  Wisconsin  Division  of  Vocational 
Rehabilitation. 

This  two-day  program  features  lectures  and  workshops 
for  physicians  interested  in  community  treatment  of 
chronically  mentally  ill  persons. 

Fee:  $35.00.  Selected  workshops  approved  for  total  of  18 
credit  hours  of  AMA  Category  1 credits. 

Info  and  Reg:  Contact  Rick  Morgan,  Office  of  Mental 
Health,  PO  Box  7851,  1 W Wilson  St,  Madison,  WI 
53707;  or  call  608/266-7251  for  further  information. 

2/83 
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WISCONSIN  continued 


JULY  15-16,  1983:  Wisconsin  Society  of  Obstetrics  & Gyne- 
cology, American  Club,  Kohler.  g2-6/83 

SEPTEMBER  9-10,  1983:  Wisconsin  Surgical  Society,  Pioneer 
Inn,  Oshkosh.  g2-8/83 

SEPTEMBER  15-17,  1983:  Annual  Meeting  of  the  Wisconsin 
Society  of  Internal  Medicine,  at  the  Abbey  on  Lake  Geneva. 
Info:  Kim  Marggraf,  Executive  Director,  WSIM,  61 1 East 

Wells  St,  Milwaukee,  Wis  53202  (phone:  414/276-6445).  g2/83 

SEPTEMBER  24,  1983:  Wisconsin  Society  of  Pathologists, 
La  Crosse.  g2-8/83 


TOP  PRIORITY:  ADVANCES 
IN  PEDIATRIC  CRITICAL  CARE 
March  3 & 4, 1983,  Milwaukee, 

Wisconsin 

Sponsored  by  Milwaukee  Children’s 
Hospital,  Milwaukee,  Wisconsin 

Guest  Faculty  includes:  Drs  Desmond  Bohn,  Derek 
Bruce,  Dennis  Doherty,  George  Gregory,  Lyle  Hamilton, 
John  Linehan,  George  Lister,  B Smalhout,  Dharmapuri 
Vidyasager  and  Robyn  Shapiro  JD.  The  Medical  College 
of  Wisconsin,  accredited  by  the  ACCME,  certifies  that 
this  program  meets  the  criteria  for  12  Category  1 credits. 
Info:  Maureen  Rich  RRT,  Respiratory  Care  Services, 
Milwaukee  Children’s  Hospital,  1700  W Wisconsin  Ave, 
Milwaukee,  Wisconsin  53201.  Ph  414/931-1 121 . 2/83 


EDUCATIONAL 
CENTER 
TEST  PREPARATION 
SPECIALISTS  SINCE  1938 

Classes  forming  now 
for  Spring  Exams. 

Call  Days,  Eves  & Weekends 

(608)255-0575 
550  State  St.*Madison 

(414)  277-9990 

152  W.  Wisconsin«Milwaukee 

For  Information  About  Other  Centers 

CALL  TOLL  FREE 
800-223-1782 


Seminar  on 

In  Vitro 
Fertilization 

Ethical  and  Legal 
Considerations, 

Clinical  Practice, 
Worldwide  Update 

Under  the  direction  of 
Jan  Friberg,  M.D.,  Ph.D., 
and 

Norbert  Gleicher,  M.D. 

Wednesday 
March  16 

Hyatt  Regency 
Chicago 

Sponsored  by  the  Department  of 
Obstetrics  and  Gynecology, 
Mount  Sinai  Hospital  Medical  Center 
of  Chicago 

and  the  Foundation  for 
Reproductive  Medicine,  Inc. 

CME  Category  I 7Vi  hours  credit 

Registration:  $85 

for  additional  information 
call  542-3482 
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Nev\^  Xxi  Gin  Uge 

By  EARL  THAYER,  Secretary/ BERNIE  MARONEY,  Assistant  Secretary 


CHANGE  IN  AMA  DUES  EXEMPTION  POLICY.  The  AMA  has  again  changed  its  policy  on  dues  exemptions. 
These  changes  were  effective  January  1 , 1983.  Exemptions  from  AMA  dues  are: 

• Upon  request,  members  are  exempt  from  AMA  dues  as  of  January  1 following  their  70th  birthday. 

• Upon  request,  members  between  the  ages  of  65  and  69  may  be  exempt  from  AMA  dues,  provided 
that  they  are  retired  from  the  practice  of  medicine.  In  this  case,  retired  is  defined  as  practicing  20 
hours  or  less  per  week. 

• As  before,  members  who  experience  financial  hardships  or  physical  disability  preventing  active  prac- 
tice continue  to  be  excused  from  payment  of  AMA  dues  upon  request. 

Dues  statements  for  1983  had  been  mailed  prior  to  the  time  this  action  was  taken  by  the  AMA  House  of 
Delegates.  The  State  Society  has  now  requested  a refund  from  the  AMA  for  those  who  paid  1983  dues  but 
are  eligible  for  dues  exemption  under  this  new  criteria.  Please  allow  several  weeks  for  these  refunds  to  be 
processed. 

PHYSICIANS  URGED  TO  RESPOND  TO  CENSUS  SURVEY.  Many  Wisconsin  physicians  are  included  in  the 
nationwide  census  of  Service  Industries  being  conducted  by  the  US  Census  Bureau.  This  census  is  conducted 
every  five  years.  Response  is  required  by  federal  law  by  February  15.  The  American  Medical  Association 
advises  that  responses  are  strictly  confidential  and  all  data  is  aggregated,  not  physician  specific.  Estimates 
rather  than  specific  figures  are  permitted.  Substantial  penalty  is  possible  for  failure  to  respond.  The  census 
data  can  be  useful  to  physicians,  medical  societies,  as  well  as  others. 

DHSS  PUBLISHES  NEW  X-RAY  RULES.  The  State  Department  of  Health  and  Social  Services  has  promul- 
gated new  regulations  pertaining  to  radiation  protection.  The  new  rules,  published  as  HSS  157  of  the  State’s 
Administrative  Code,  contain  a provision  that  prohibits  the  use  of  x-rays  for  screening  purposes.  The  rule 
permits  the  use  of  x-rays  for  “healing  arts”  purposes  only.  It  prohibits  x-ray  exposure  of  an  individual  for 
“training,  testing  demonstration,  administration,  employment  or  other  purposes  unless  there  are  health  care 
requirements  and  proper  prescription  has  been  provided.”  The  Department  interprets  this  provision  as  pro- 
hibiting hospitals  from  requiring  a routine  chest  x-ray  of  all  persons  admitted  as  inpatients.  However,  the 
rule  does  allow  a physician  to  order  such  an  x-ray  if  he/she  believes  the  procedure  is  needed  to  ensure  a 
patient’s  safety.  Because  of  various  questions  raised  about  this  rule,  the  Department  is  preparing  interpretive 
guidelines  for  this  new  provision. 

EDS  TO  HANDLE  BLACK  LUNG  PROGRAM  CLAIMS:  ENROLLMENT  OPEN.  The  US  Department  of  Labor 
has  contracted  with  Electronic  Data  Systems  (EDS)  to  provide  automated  processing  of  the  Federal  Black 
Lung  Program’s  medical  claims  beginning  August  30,  1982.  Physician  providers  interested  in  participating 
in  the  automated  processing  system  should  complete  and  return  an  enrollment  form.  The  forms  are  avail- 
able by  calling  toll-free:  1-800-638-7072.  Providers  who  desire  information  concerning  the  status  of  program 
claims  can  also  use  this  toll-free  number  for  such  assistance.  Written  inquiries  about  the  program  may  be 
sent  to:  Federal  Black  Lung  Program,  PO  Box  34915,  West  Bethesda,  MD  20817. 

NEW  BROCHURE  EXPLAINS  ‘UCR’  CONCEPT  TO  PATIENTS.  On  occasion  physicians’  patients  have  been 
told  by  insurance  carriers  that  their  physician’s  fee  exceeds  “Usual,  Customary  or  Reasonable”  (UCR) 
charges  as  determined  by  the  carrier  and  have  been  advised  not  to  pay  the  “balance 
due”  on  the  physician’s  bill.  A new  brochure  published  by  SMS  explains  what  UCR 
is,  how  misunderstandings  concerning  it  can  be  avoided,  and  how  problems  can  be 
resolved  when  they  occur.  The  conveniently-sized  brochure  is  suitable  for  insertion  in 
physicians’  statements  and  is  written  in  simple,  everyday  language.  SMS  members  are 
entitled  to  receive  their  first  200  copies  of  the  brochure  free.  Additional  copies  are 
available  at  a cost  of  $4.00  per  100  plus  5%  sales  tax  and  a $3.00  handling  fee  from 
the  SMS  Communications  Department,  PO  Box  1 109,  Madison,  WI  53701 . ■ 


Putting  the 
UCR  Fee 
Puzzle 
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The  weight  of 

objective  evidence 

the  clinical 


supports  I 

efficacy  of  ^ 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  241:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  i5th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 


Dalmane®  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e  g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SCOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
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RECALL 

NOTICE. 


We  hereby  announce  the  follow- 
ing recall:  heart  patients,  surgery  patients, 
orthopedic  patients,  and  perfectly  healthy 
patients  who  are  due  for  preventive 
maintenance. 

The  point  is  that  we’ll  recall  any 
of  your  patients,  automatically,  at  what- 
ever interval  you  specify  up  to  five  years. 

The  cost?  Barely  a dime  each, 
"plus  postage. 

You  don’t  lick  a stamp.  You  don’t  address  an  envelope. 
You  don’t  forget  a single  patient.  It’s  an  absolutely  effortless 
way  to  serve  your  people  better. 

Actually,  issuing  recall  notices  is  just  one  small  service 
of  Management  Systems  of  Wausau.  By  plugging  into  our 
master  computers,  your  statements  and  collection  notices 
can  also  be  mailed  automatically 

Our  computer  systems  will  be  customized  to  your 
needs  and  desires.  They  can  lead  to  higher  collection  rates, 
faster  accounts-receivable  turnaround  time,  greater  financial 
management  and  control,  better  use  of  staff  time,  and  more. 

No  need  for  additional  staff  or  technical  education. 
We  train  your  people  and  guide  them  every  step  of  the  way 
Even  if  you  are  already  computerized,  it  may  pay  to 
talk  to  us.  All  we’re  offering  is  better  efficiency  better  control, 
better  support,  and  better  service  for  your  patients. 

With  less  effort. 


MANAGEMENT 
SYSTEMS 
of  WAUSAU 


1 800  826-0028.  We  work  hard  to  support  you. 

In  Wisconsin:  1 800  472-0023 


Presidents  Ic^e 


Gerald  C Kempthorne,  MD 


Quality  care— a continuing  commitment 


One  does  not  serve  as  President  without  profound 
reflection  on  the  year  of  his  presidency.  Through- 
out my  extensive  travels,  I always  return  to  one 
fundamental  premise.  Despite  the  complex  and 
changing  atmosphere  surrounding  the  practice  of 
medicine,  I find  physicians  are  continuing  to  do 
what  they  have  always  done — practice  quality  med- 
icine for  the  patients  they  are  committed  to  serve. 
Certainly,  the  delivery  systems  have  changed  dra- 
matically. However,  I have  seen  no  diminution  in  the 
physician’s  fervor  in  continuing  the  role  of  patient’s 
advocate.  In  view  of  the  rapidly  changing  scene,  the 
one  solid  profession  behind  the  welfare  of  the  pa- 
tient is  the  house  of  medicine.  Schemes  and  scenarios 
may  come  and  go,  but  when  the  dust  settles,  the 
physician  will  be  there,  as  usual,  caring  for  his  or 
her  patient. 

This  is  an  exciting  era  in  which  to  live.  We  have 
seen  so  many  wonderful  changes  in  medical  practice 
that  it  really  keeps  us  on  our  toes.  Keeping  up  is  an 
important  part  of  our  profession.  There  is  no  other 
health  caring  profession  which  can  demonstrate 
more  effectively  the  advances  in  human  health  care 
that  we  have  witnessed  in  medicine.  Examples  of  this 
are  everywhere.  Mortality  from  heart  attacks  is 
down.  Measles  has  been  licked.  Tuberculosis  is 
rare.  How  many  of  us  remember  polio  and  our  dear 
friends  who  still  carry  the  crippling  effects?  Society 
cannot  thank  Dr  Jonas  Salk  and  Dr  Albert  Sabin 
— enough!  Isn’t  it  interesting  to  contemplate  the 
“money”  saved  from  hospital  care  for  polio  victims 
we  rarely  see  anymore.  Smallpox  has  been  eradi- 
cated. How  many  important  executives  do  we  keep 
on  the  job  by  coronary  bypass  surgery?  Clearly,  we 
have  reached  that  era  of  exciting  technology  which 
helps  us  provide  extraordinary  medical  care,  un- 
heard of  but  a few  years  ago.  We  are  now  able  to 
diagnose  serious  illness  without  dangerous  invasion 
of  the  body.  There  is  hardly  a condition  of  the 
human  body  we  cannot  treat  in  one  manner  or  an- 
other with  varying  degrees  of  success.  People  want 
expert  medical  care,  and  it  has  been  laid  at  the  door- 
step of  every  patient. 

Western  civilization  places  an  emphasis  on  dura- 
tion and  quality  of  life.  Not  many  of  us  eagerly 
await  death,  with  or  without  suffering.  Consequen- 
tly, each  one  of  us  wants  the  best  care  possible  for 
ourselves.  Virtually  nothing  is  too  much  when  it 
comes  to  prolonging  our  lives  to  avoid  the  inevitable! 
Furthermore,  our  culture  frowns  on  suffering,  even 


if  temporary.  Essentially,  most  people  want  freedom 
from  disease  and  long  life.  Is  that  an  unreasonable 
aspiration?  Only  recently  have  people  begun  to  do 
their  part  with  efforts  at  wellness  and  prevention  of 
disease.  Until  the  long-term  benefit  from  that  ac- 
tivity arrives,  society  will  still  be  faced  with  the  need 
to  treat  disease  and  illness. 

Virtually  no  obstacles  stood  in  the  way  of  achiev- 
ing the  long,  good  life  until  it  was  finally  recognized 
that  it  really  does  cost  money  to  underwrite  such  an 
ambitious  endeavor.  Now,  the  realization  is  upon  us 
that  optimal  medical  care  is  costly.  Who  wants  to 
say  that  we  should  deemphasize  the  importance  of  a 
healthy,  long  life?  If  it  takes  10%  of  the  GNP  in 
order  to  assure  that  quality  of  life,  is  that  bad,  even 
if  we  could  be  more  efficient  in  the  system? 

To  malign  the  hospital  system  and  physicians  in 
America  as  the  culprits  of  the  escalating  cost  sce- 
nario is  far  too  simple.  The  current  preoccupation 
with  health  care  costs  won’t  mean  much  unless  so- 
ciety at  large  decides  to  take  an  active  role.  If  health 
care  is  to  be  optimal  in  all  circumstances,  then  there 
will  be  a substantial  price  tag  attached,  despite  all 
efforts  at  economizing.  Will  someone  have  the  brav- 
ery to  suggest  that  ordinary  or  adqeuate  care  is  good 
enough?  If  we  can’t  afford  optimal  care,  who  will 
suggest  rationing?  Can  you  imagine  writing  guide- 
lines for  limits  on  medical  care  because  of  the  cost? 
Currently,  it  is  fashionable  to  “penalize”  the  poor 
by  requesting  a copayment  for  services  after  giving 
them  a medical  card  because  they  couldn’t  afford 
medical  care  in  the  first  place. 

Until  we  can  “cure”  the  insatiable  appetite  for 
optimal  health  care  by  all  of  us,  we  are  truly  facing 
an  enigma.  We  (meaning  our  social  order)  have  vir- 
tually encouraged  all  of  our  citizens  to  seek  optimal 
care  in  the  past.  Now  we  are  “hinting”  that  we  can’t 
afford  it,  and  we  are  spending  a lot  of  time  and  ef- 
fort to  find  the  cause  of  the  problem  we  created  in 
the  first  place. 

The  current  “cost  of  health  care”  is  much  like  a 
red  ink  jigsaw  puzzle  without  form.  There  are  so 
many  parts  in  the  faceless  form  that  it  makes  it  dif- 
ficult and  depressing  to  try  to  put  it  all  together. 
Experts  and  ideas  will  come  and  go  to  solve  the 
amorphous  riddle.  Whatever  set  of  principles  finally 
evolves,  the  medical  profession  will  remain  at  the 
“bedside”  of  the  patient  and  never  abandon  his 
or  her  calling,  despite  the  cry  from  the  outside.  ■ 
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Editorials 


WAYNE  J BOULANGER,  MD,  Editorial  Director 
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and  not  necessarily  those  of  the  Society 


Sporotrichosis  in  Wisconsin 

In  this  issue  of  the  Wisconsin  Medical  Journal 
there  is  an  article  originating  from  the  Bureau  of 
Community  Health  and  Prevention  of  the  Wisconsin 
Division  of  Health,  the  Wisconsin  State  Laboratory 
of  Hygiene,  and  the  University  of  Wisconsin  Medical 
School.  The  article  represents  a review  of  31  cases  of 
sporotrichosis  identified  at  the  State  Laboratory  of 
Hygiene. 

This  article  is  particularly  important  since  it  identi- 
fies risk  factors  for  acquiring  sporotrichosis  and  the 
unnecessary  morbidity  and  cost  currently  associated 
with  the  disease.  The  article  provides  physicians  with 
recommendations  on  prevention,  diagnosis,  and  treat- 
ment. Sporotrichosis  is  of  particular  interest  to  physi- 
cians in  Wisconsin  because  the  disease  is  endemic  in 
certain  areas  of  the  state  and  Wisconsin  is  the 
nation’s  leading  producer  of  sphagnum  moss  that  is 
commonly  associated  with  sporotrichosis. 

The  article  also  emphasizes  a commendable  coop- 
erative effort.  It  is  a combined  study  involving  the 
Wisconsin  Division  of  Health,  the  State  Laboratory 
of  Hygiene,  and  the  University  of  Wisconsin  Medical 
School.  At  the  time  the  article  was  written  one  of  the 
coauthors  was  a fourth  year  medical  student  partici- 
pating in  an  elective  rotation  offered  at  the  Division 
of  Health.— VSF 


I can  drive  a tank 

I can  drive  a tank — or,  I can  fly  a chopper  gunship 
— or,  I can  be  drafted  to  defend  our  country — or,  1 
can  vote  in  any  election.  I can  do  all  of  these  things  at 
age  18,  and  by  damn  I should  be  able  to  buy  beer  or 
anything  else  I want  to  drink.  These  are  old  argu- 
ments and  they’re  going  to  be  heard  more  frequently 
in  the  near  future. 

In  this  issue  of  the  Wisconsin  Medical  Journal 
is  an  article  by  Dunham  and  Detmer  about  traffic 
accidents  and  the  legal  drinking  age  in  Wisconsin. 
Their  conclusion  is  that  minimum  drinking  laws  can 
be  valuable  mechanisms  for  reducing  the  frequency 
of  alcohol-related  traffic  accidents. 

Figures  compiled  by  the  Meharry  Medical  College 
not  only  confirm  the  authors’  statistics  and  con- 
clusions but  also  even  amplify  them.  For  example, 
the  death  rate  among  ages  15-19  has  increased  over 
10%  and  that  among  ages  20-24  has  increased  8% 
between  1966  and  1977.  The  three  leading  causes  of 
death  among  15-24  year-olds  are  accidents,  homi- 
cides, and  suicides.  Accidents  caused  nearly  55%  of 
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all  deaths  among  young  people  in  1978.  Approxi- 
mately one-half  were  alcohol-related  and  nearly 
three-fourths  were  the  result  of  automobile  acci- 
dents. In  addition,  homicides  over  the  past  20  years 
have  nearly  tripled  in  rate  for  15-24  year  olds.  It  was 
estimated  that  one-quarter  of  those  were  related  to 
alcohol  abuse.  Suicide  rates  for  young  people  have 
increased  by  75%  since  1968.  For  every  suicide  death 
there  are  an  additional  100  attempts.  It  is  estimated 
that  one-third  of  adolescent  suicides  are  either  al- 
cohol- or  drug-related. 

Wisconsin  has  gained  fame  as  an  alcohol  island 
for  the  young  people  of  surrounding  states.  A recent 
TV  documentary  focused  on  Hudson,  Wisconsin 
which  is  just  across  the  St  Croix  River  from  Minne- 
sota. The  southern  tier  of  counties  in  Wisconsin  has 
presented  problems  for  law  enforcement  officers  be- 
cause of  the  influx  of  young  Illinois  residents.  The 
same  is  true  where  Wisconsin  borders  Iowa  and 
Michigan. 

Although  the  authors  have  directed  their  article  to 
physicians  through  the  Wisconsin  Medical  Journal, 
the  message  is  also  clear  to  Wisconsin  legislators. 

—VSF 


TB  san 

Not  too  many  years  ago  many  of  the  counties  in 
Wisconsin  had  sanitariums  specifically  for  the  care 
of  tuberculosis  patients.  Milwaukee  County  had 
Muirdale  in  its  large  complex,  Madison  had  its  Dane 
County  institution  known  as  Lakeview  as  well  as  a 
private  tuberculosis  institution  called  Morningside, 
and  the  State  of  Wisconsin  had  a hospital  near  Wales 
called  Statesan.  An  additional  floor  was  added  to  the 
top  of  the  old  Wisconsin  General  Hospital  for  the 
care  of  complicated  tuberculosis  cases.  The  Vet- 
erans Administration  Hospital  in  Madison  was 
originally  designated  as  one  especially  for  the  care  of 
tuberculosis  patients. 

In  more  recent  years  as  the  incidence  of  tuber- 
culosis decreased  sharply  all  of  these  institutions 
were  closed.  It  appeared  that  the  white  plague  had 
become  a relic  of  the  past. 

Now  there  is  disturbing  news  of  a resurgence  of 
cases  of  tuberculosis.  Since  our  index  of  suspicion 
relative  to  tuberculosis  has  been  lowered,  a large 
number  of  people  are  being  exposed  to  tuberculosis 
before  active  cases  are  diagnosed. 

There  are  reports  from  Chicago  that  large  num- 
bers of  tuberculosis  patients  are  being  treated  in 
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cheap  hotels  or  flop  houses.  With  living  conditions 
such  as  these,  the  treatment  and  isolation  is  un- 
doubtedly inadequate  and  increasing  numbers  of 
derelicts  are  being  exposed  to  the  disease. 

However,  it  is  not  necessary  to  go  to  Chicago  to 
find  active  tuberculosis.  There  was  a story  in  a Mad- 
ison newspaper  and  aired  on  the  TV  stations  about  a 
patient  who  walked  away  from  the  University  Hos- 
pital in  January.  He  apparently  hitchhiked  to  a 
friendly  tavern  where  he  spent  enough  time  to  expose 
60  patrons,  according  to  the  bartender.  He  then 
hitchhiked  another  30  miles  to  his  home  town  where 
he  headed  for  another  tavern.  He  finally  arrived  at 
the  local  hospital  where  he  had  exposed  a fair  per- 
centage of  the  staff  several  months  ago  until  his 
diagnosis  had  been  established.  This  particular 
patient  had  been  uncooperative  about  his  medication 
and  as  is  often  the  case  he  preferred  ethanol  to  iso- 
niazid.  His  sputum  specimens  have  been  consistently 
positive. 

Although  tuberculosis  can  occur  in  many  circum- 
stances, it  appears  now  that  the  patients  tend  to  be 
alcoholic,  unemployed,  and  not  infrequently,  un- 
cooperative. 

If  this  trend  continues,  it  might  be  worthwhile  to 
consider  the  possibility  of  reopening  one  or  more  of 
the  old  TB  sans  to  accommodate  this  new  group  of 
patients. — VSFh 


An  editor’s  instructions 
for  authors 

* Now  terms  such  as  “stormy” 
and  “conservative”  bore  me  . . . 
and  “downhill”  I truly  abhor. 

Let  there  be  no  trace 
of  cliches  in  this  place . . . 

We  like  accurate  wording  much  more. 

“Operation  reveals” 

“Subclavian  steals” 

Have  caught  on  in  our  work,  I’m  afraid; 

But  to  humor  this  purist 

Take  the  route  that’s  the  surest 

and  as  writers  we’ll  all  make  the  grade. 

“Well-developed”— “well-nourished” 

Too  long  they  have  flourished! 
and  really  mean  nothing  at  all. 

So,  for  cure;  this  prescription: 

Try  just  plain  description. 

It’s  a method  with  more  on  the  ball. 

* Not  to  mention  “bottom  line,” 
“parameter,”  and  “ball  park  figure.” 

— WJB 

(Written  earlier,  but  resurrected  to  accompany 
the  editorial,  “Anguish  languish  ") 


Year  of  the  Child 
minus  42,000  daily 

This  has  been  designated  the  Year  of  the  Child  by 
the  United  Nations  Children’s  Fund  (UNICEF).  The 
distressing  news  is  that  in  1982  nearly  42,000  children 
died  each  day.  Most  of  these  were  in  part  of  the 
world  lacking  clean  water,  safe  sanitation,  and  ade- 
quate medical  care.  These  figures  include  newborn 
infants  to  four-year -olds. 

The  biggest  killer  is  diarrhea  resulting  in  dehydra- 
tion. Every  six  seconds  somewhere  in  the  under- 
developed world  a child  dies  of  diarrhea.  This  adds 
up  to  ten  every  minute. 

The  British  medical  journal,  The  Lancet,  has 
described  a simple  method  of  oral  rehydration.  The 
ingredients  are  eight  teaspoons  of  sugar  and  one  of 
salt  in  a liter  of  pure  water.  That  sounds  very  simple, 
but  pure  water  is  a rarity  in  much  of  the  world,  and 
sugar  and  salt  are  not  available  in  many  of  the 
world’s  villages. 

In  America’s  dairyland,  many  of  us  are  inclined 
to  eat  excessively.  When  we  were  youngsters,  we 
were  admonished  to  eat  all  our  food  and  “think  of 
the  poor  starving  Armenians.”  Now  we  should  think 
of  the  42,000  children  dying  daily. — VSF 

Anguish  languish 

Some  years  ago  there  was  a whimsical  pastime 
which  involved  making  a game  of  the  English  lan- 
guage. In  it  the  object  was  to  substitute  a perfectly 
good  English  word  for  another  that  sounded  some- 
what like  it.  For  example  English  language  became 
anguish  languish  and  Little  Red  Riding  Hood  might 
become  Lily  Rat  Raiding  Hut. 

The  popularity  of  anguish  languish  soon  faded 
out,  but  torturing  the  English  language  has  become 
a popular  or  popularized  pastime. 

Patients  without  gallbladders  have  been  chole- 
cystectomized.  Patients  are  phlebotomized  by  phle- 
botomists.  Priorities  are  prioritized  and  concepts  are 
conceptualized. 

In  England,  industries  that  had  been  nationalized 
by  an  earlier  government  have  recently  been  pri- 
vatized. Problems  are  categorized. 

In  1920  President  Harding  coined  a new  word 
when  he  said  the  nation  would  return  to  normalcy. 
Undoubtedly,  the  more  recent  politicians  would 
normalize  the  situation. 

The  tendency  to  write  a scientific  article  so  that 
it  emerges  like  the  jargon  on  a hospital  chart  is  not 
doing  much  for  the  English  language.  But  many 
authors  certainly  have  innovativized. — VSF  ■ 
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Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1109,  Madison,  Wis  53701. 


Barrier  ultrasound 

To  the  Editor:  The  use  of  a barrier  technique  in 
ultrasonography  has  not  previously  been  reported. 
In  the  past  it  was  not  considered  possible  to  use 
ultrasound  over  an  open  or  infected  wound. 

At  St  Francis  Hospital  in  Milwaukee  a simple 
technique  has  been  used  by  applying  a Vi-Drape® 
similar  to  that  used  in  surgery.  The  dressings  are  re- 
moved, the  abdomen  is  sprayed  with  a Betadine® 
solution,  the  surface  is  patted  dry  with  sterile  towels, 
and  the  drape  is  applied  smoothly  to  eliminate  bub- 
bles. It  is  then  possible  to  proceed  with  the  ultra- 
sonography over  an  open  wound. 

The  first  patient  upon  whom  this  technique  was 
used  had  had  gastric  surgery  and  postoperatively 
had  developed  a seroma  that  required  incision.  This 
was  further  complicated  by  fever  and  an  elevated 
bilirubin  and  alkaline  phosphatase.  Ultrasound  had 
been  ordered  following  intravenous  cholangiography 
but  was  not  carried  out  because  of  the  danger  of  con- 
taminating the  open  wound.  However,  when  the 
barrier  technique  was  used,  ultrasound  was  per- 
formed. This  showed  a dilated  gallbladder  with 
thickened  walls  and  also  suggestive  of  sludge.  The 
patient  subsequently  underwent  a cholecystectomy 
and  was  found  to  have  an  acute  acalculus  cholecys- 
titis with  a walled-off  perforation. 

Additional  ultrasonography  has  been  carried  out 
using  the  barrier  technique,  and  it  is  anticipated  that 
a series  of  cases  will  be  written  up  for  publication  in 
a journal  of  ultrasonography. 

Walter  P Stenborg,  MD 

Surgeon 

3201  South  16th  Street 

Milwaukee,  Wisconsin  53215 


To  recognize  our  role 

To  the  Editor:  Dr  Russell  Lewis  has  a very  inter- 
esting and,  I am  sure,  very  controversial  editorial  in 
the  January  issue  of  the  Wisconsin  Medical  Journal. 
The  real  meat  of  the  whole  thing  is  in  his  last  sen- 
tence: “Society  will  make  those  decisions  through 
government  actions,  but  the  medical  profession  must 
remain  a part  of  that  process.” 

To  grasp  the  full  meaning  of  the  need  for  the  med- 
ical profession  to  remain  a part  of  cost  containment 
we  must  first  recognize  that  we  are  included  as  a 


part  of  the  cause  of  the  problem.  The  cliche  of  the 
gatekeeper  seems  to  have  fallen  by  the  wayside,  at 
least  the  literature  I have  been  reading  of  recent. 
Nevertheless,  physicians  have  been  the  gatekeeper  to 
medical  care.  We  have  always  held  the  gate  wide 
open  (passive  acceptance  of  escalating  costs)  and 
have  at  times  encouraged  and  waved  people  through 
the  gate  (active  enhancement  of  escalating  costs). 
This  is  not  to  say  that  we  are  the  entire  cause.  The 
seven  points  made  by  Doctor  Lewis  are  indeed  all 
very  real  causes  as  well.  Nor  is  this  to  say  that  our 
past  performance  at  the  gate  is  “bad”  or  “wrong.” 
We  have  one  of  the  finest  medical  care  systems  in 
the  world  and  the  needs  and  desires  of  the  popula- 
tion have,  for  the  most  part,  been  met.  We  should 
be  proud  of  this.  Nevertheless,  if  we  now  intend  to 
change  the  patterns,  the  established  pathways,  and 
the  costs,  we  must  recognize  our  role  in  leading  to 
the  current  situation,  not  with  guilt  but  with  a ra- 
tional acceptance  and  desire  to  change. 

Geoffrey  C Kloster,  MD 

Diplomate,  ABFP 
Family  Medical  Clinic,  SC 
1205  O’Day  Street 
Merrill,  Wisconsin  54452H 
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Maintain  records  for  up  to  8000  patients 

Good  things  do  come  in  small  packages.  Like  the  new, 
compact  Medical  Computer  System  from  Advanced 
Technology  Associates.  Occupying  no  more  space  than 
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flTfl 

advanced  technology  associates 


ENDORSED  BY 

SMS  SERVICES,  INC. 

FOR  MEMBERS  OF  THE 
STATE  MEDICAL  SOCIETY 
OF  WISCONSIN 


Medical  Computer  Systems 
4710  West  North  Avenue 


Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


-Special 


Traffic  accidents  and  the  legal  drinking  age 

in  Wisconsin . . ■ Nancy  Cross  Dunham,  MS  and  Don  E Detmer,  MD 

Madison,  Wisconsin 


ABSTRACT.  The  1981  Wisconsin  vehicular  accident  rates 
per  1,000  licensed  drivers  were  examined  by  age  group  and 
level  of  reported  alcohol  involvement.  Drivers  age  18  to  20 
are  more  than  twice  as  likely  as  16-  to  17-year-olds  to  be  in 
an  accident  in  which  alcohol  was  involved  (30.0  vs 
14.2/1000  drivers)  and  50%  more  likely  than  drivers  age  21 
to  24  (19.7/1000  drivers).  The  peak  age  of  incidence  for 
alcohol-related  accidents  in  Wisconsin  is  18.  These  rates 
decrease  only  slightly  for  19-  and  20-year-olds.  Applying  the 
experience  of  other  states,  it  is  estimated  that  had  the  legal 
age  for  drinking  been  19  in  1981,  approximately  520  fewer 
drivers  would  have  been  involved  in  traffic  accidents  in 
Wisconsin  in  1981.  Had  the  legal  age  been  21,  over  1450 
fewer  drivers  would  have  been  involved.  Thus,  if  the  min- 
imum drinking  age  in  Wisconsin  were  raised  to  21  rather 
than  19,  it  is  expected  that  the  impact  on  reduction  of  traffic 
accidents  would  be  approximately  three  times  greater. 

The  consumption  of  beverage  alcohol  in  the  United 
States  creates  a major  public  health  problem,  by 
being  implicated  in  a significant  portion  of  the  traffic 
accidents  which  occur  each  year.  Recently,  much  of 
the  concern  over  drinking  and  traffic  accidents  has 
centered  on  the  adolescent  driver.  Between  1970  and 
1975,  29  of  the  50  states  lowered  their  minimum  legal 
drinking  age,  most  typically  from  21  to  18  or  19.' 
This  trend  toward  reductions  in  drinking  age  accom- 
panied the  general  movement  toward  lowering  the 
age  of  majority  which  took  place  in  the  early  1970s. 
Results  of  several  major  investigations  into  the  im- 
pact of  reduced  drinking  ages  generally  showed  sig- 
nificant increases  in  alcohol-related  motor  vehicle 
crash  involvement  among  young  drivers  following 
these  reductions.2  6 

By  1975,  the  national  trend  toward  lowered  drink- 
ing ages  began  to  be  reversed,  as  the  evidence  pertain- 
ing to  the  impact  of  legal  alcohol  availability  on  traf- 
fic accidents  of  young  drivers  began  to  mount.  Be- 
tween 1975  and  1982  many  state  legislatures  revoked 
their  earlier  decisions  and  raised  minimum  legal 
drinking  ages.  Presently  Wisconsin  is  one  of  only  five 
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states  whose  legal  drinking  age  for  all  beverage 
alcohol  is  18. 

Whether  Wisconsin  should  raise  its  minimum 
drinking  age  in  an  attempt  to  reduce  the  magnitude 
of  this  problem  is  a topic  of  extensive  debate.  In  the 
1981  session  of  the  State  Legislature  two  bills  were  in- 
troduced which  supported  raising  the  legal  drinking 
age  to  21;  nine  others  would  have  set  the  minimum 
drinking  age  at  19.  So  far,  Wisconsin’s  legal 
minimum  drinking  age  remains  at  18  and  debate  con- 
tinues. 

This  study  examines  the  relationship  of  age  and 
reported  alcohol  involvement  to  the  incidence  of  traf- 
fic accidents  in  Wisconsin  in  1981.  The  analysis 
presents  the  reported  consequences  of  Wisconsin’s 
18-year-old  legal  drinking  age  with  respect  to  the  fre- 
quency of  alcohol-related  accidents  of  young  drivers 
in  1981.  It  also  estimates  what  the  likely  impact 
would  have  been  in  1981  had  the  legal  age  for  alcohol 
consumption  been  either  19  or  21.  The  extent  to 
which  drivers  at  ages  18,  19,  and  20  exhibit  a pattern 
of  alcohol-related  traffic  accidents  different  from 
younger  or  older  drivers  is  also  examined. 


METHODS.  The  Wisconsin  data  used  in  this  analysis 
were  provided  by  the  Traffic  Accident  Data  Section 
of  the  Wisconsin  Division  of  Motor  Vehicles.  The 
data  for  1981  included,  by  age,  the  number  of  li- 
censed drivers,  total  number  of  drivers  involved  in 
reported  accidents,  and  number  of  drivers  in  acci- 
dents who  were  reported  “had  been  drinking”  by  the 
investigating  officer. 

The  two  major  dependent  variables  of  interest  in 
this  study  are,  by  age  group:  (1)  the  overall  rate  per 
1000  drivers  in  accidents  and,  (2)  drivers  per  1000  in 
alcohol-related  accidents.  This  second  measure 
assesses  the  overall  impact  of  alcohol  on  the  fre- 
quency of  traffic  accidents  and  indicates  the  likeli- 
hood of  a driver  being  in  an  accident  in  which  the 
consumption  of  alcohol  was  involved. 

Analysis  of  variance  was  used  to  test  the  statistical 
significance  of  effects  of  age  and  alcohol  involvement 
in  traffic  accidents.  Analysis  of  variance  is  a differ- 
ence-of-means  test  which  is  useful  for  examining  the 
relationship  of  a categorical  variable  (eg,  age  group) 
on  interval  or  ratio  level  variables  (eg,  ratios  or 
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Table  1—  Accident  rates  per  1000  licensed  drivers 
in  W isconsin  in  1981,  by  age  group 


Age  group 
(years) 

Overall 
rate  per 
1000  drivers 

Rate  per  1000 
drivers  in  alcohol- 
related  accidents 

16-17 

127.0 

14.2 

18-20 

117.6 

30.0 

21-24 

83.9 

19.7 

25  and  over 

43.1 

5.6 

Total 

56.4 

9.4 

Differences  among  age  groups  significant  at  p<  .001 


percentages).  In  this  test  the  amount  of  variability 
within  the  categories  of  the  independent  or 
“criterion”  variable,  compared  with  differences  be- 
tween categories,  determines  how  closely  it  is  related 
to  the  dependent  variable  under  consideration. 

RESULTS.  Table  1 presents  the  overall  rate  of  drivers 
per  1000  involved  in  traffic  accidents.  Drivers  age 
16-17  and  18-20  are  almost  three  times  as  likely  as 
drivers  over  25  to  be  in  traffic  accidents  in  Wisconsin. 
For  every  1000  drivers  age  16-17  in  Wisconsin,  127 
were  involved  in  a traffic  accident  in  1981 . The  figure 
for  18-  to  20-year-olds  is  117.6  per  1000  drivers.  The 
overall  accident  rate  per  1000  drivers  drops  to  83.9 
for  age  21-24,  and  to  43.1  for  older  drivers.  Differ- 
ences among  age  groups  for  this  measure  were  found 
to  be  significant  at  p<  .001  . 

Table  1 also  gives  an  indication  of  the  degree  to 
which  alcohol  is  a factor  in  the  frequency  of  drivers 
involved  in  accidents  by  age  group.  A significant  dif- 
ference in  the  degree  of  reported  alcohol  involvement 
of  drivers  age  18-20,  as  compared  to  drivers  in  other 
age  groups,  is  reflected  in  the  rate  of  drivers  per  1000 
in  alcohol-related  accidents.  For  every  1000  drivers 
age  18-20  in  Wisconsin  in  1981,  30  were  involved  in 
an  accident  in  which  they  were  reported  as  having 
been  drinking.  These  drivers  were  more  than  twice  as 
likely  as  16-  to  17-year-olds  to  be  in  alcohol-related 
accidents  (30.0  vs  14.2  per  1000  drivers).  The  data  in- 
dicate that  although  the  legal  drinking  age  of  18  does 
not  completely  prevent  drinking  and  driving  ac- 
cidents among  16-  and  17-year-old  drivers,  the  inci- 
dence of  alcohol-related  accidents  for  these  drivers  is 
much  lower  than  it  is  for  18-  to  20-year-old  drivers, 
for  whom  alcohol  is  legally  available. 

The  rate  per  1000  drivers  in  alcohol-related  ac- 
cidents is  also  much  lower  for  those  age  21-24  than  it 
is  for  drivers  age  18-20  (19.7  vs  30.0).  Eighteen-  to 
20-year-olds  are  more  than  50%  as  likely  to  be  in 
alcohol-related  accidents  than  are  2 1 - to  24-year-olds. 
These  data  also  indicate  that  drivers  in  all  age  groups 
under  25  have  a much  greater  likelihood  of  being  in 
an  alcohol-related  accident  than  drivers  over  25.  The 
rate  per  1000  drivers  in  alcohol-related  accidents  for 
older  drivers  (5.6  per  1000)  is  significantly  lower  than 
the  rates  for  drivers  under  the  age  of  25. 

12 


DISCUSSION.  The  data  presented  are  consistent  with 
the  hypothesis  that  accident  rates  of  young  Wisconsin 
drivers  are  determined  to  a large  measure  by  the  driv- 
ing experience  which  comes  with  age,  the  legal  access- 
ibility of  beverage  alcohol,  and  mature  judgments 
about  alcohol  consumption  in  driving  situations. 
Would  an  increase  in  the  legal  drinking  age  signifi- 
cantly lower  the  incidence  of  alcohol-related  traffic 
accidents  for  young  drivers  in  Wisconsin?  To  address 
this  question,  we  looked  at  the  experience  of  other 
states  which  have  recently  raised  their  minimum  legal 
drinking  ages.  A recent  study  conducted  by  the  High- 
way Safety  Research  Institute  (HSRI)  in  Ann  Arbor, 
Michigan,  found  that  in  Maine  and  Michigan,  where 
minimum  drinking  ages  were  raised,  alcohol-related 
automobile  crashes  involving  young  drivers  dropped 
sharply.7-8 

In  Maine,  alcohol-related  property  damage  acci- 
dents decreased  17%  to  22%  among  18-  and  19-year- 
olds  the  first  year  after  the  minimum  drinking  age 
was  raised  from  18  to  20  in  1977.  In  Michigan, 
alcohol-related  injury  and  property  damage  accidents 
dropped  approximately  20%  among  drivers  18-  to 
20-years-old  when  the  drinking  age  was  raised  from 
18  to  21.  There  were  no  measurable  increases  in 
nonalcohol-related  crash  involvement  for  drivers  in 
these  age  groups  in  either  Maine  or  Michigan. 

The  HSRI  study  compared  the  Maine  and 
Michigan  data  with  the  frequency  of  alcohol-related 
crashes  in  Pennsylvania  and  New  York,  states  which 
at  the  time  had  legal  drinking  ages  of  21  and  18  years, 
respectively  (New  York  has  since  raised  its  drinking 
age  to  19).  No  comparable  decreases  in  alcohol- 
related  traffic  accidents  for  drivers  18-  to  20-years-of- 
age  were  found  in  these  states  during  the  time  period 
covered  by  the  research.  The  study  also  compared  the 
age  groups  presumably  affected  by  changes  in  drink- 
ing age  laws  in  Maine  and  Michigan  with  younger 
and  older  age  groups.  No  significant  changes  in  the 
frequency  of  alcohol-related  crashes  of  older  drivers 
were  found  in  either  state.  In  Michigan,  the  increased 
drinking  age  may  have  had  some  small  effect  on  the 
frequency  of  alcohol-related  crashes  among  drivers 

16-  to  17-years-old.  During  the  study  period,  16-  to 

17- year-olds  were  involved  in  17%  fewer  alcohol- 
related  crashes,  but  they  were  also  involved  in  9% 
fewer  nonalcohol-related  crashes. 

The  study  concluded  that  about  20%  of  all 
alcohol-related  crashes  involving  18-  to  20-year-old 
drivers  could  be  prevented  by  raising  the  legal  drink- 
ing age  from  18  to  21  for  all  alcoholic  beverages. 
Some  reduction  in  alcohol-related  traffic  accidents 
might  also  be  expected  for  underage  drinkers,  as  it  is 
hypothesized  that  16-  to  17-year-olds  would  have  less 
access  to  alcohol  obtained  illegally.  The  extent  of 
reduction  expected  for  underage  drinkers,  however, 
is  not  clear. 

Application  of  this  estimate  of  a 20%  decrease  in 
the  number  of  drivers  involved  in  alcohol-related 
crashes  to  Wisconsin’s  1981  data  would  mean  that 
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Table  2 — The  1 981  Wisconsin  experience  with  alcohol-related 
accidents,  including  the  rate  per  WOO  licensed  drivers  at  each  age 
level  from  16  to  25  years  of  age 

Age 

Number  of  drivers  in 
alcohol-related  accidents 

Rate  per  1000  drivers  in 
alcohol-related  accidents 

16 

426 

11.9 

17 

1057 

15.5 

18 

2584 

33.7 

19 

2392 

30.7 

20 

2217 

26.0 

21 

1943 

23.7 

22 

1649 

19.1 

23 

1558 

19.5 

24 

1374 

16.2 

25 

1199 

15.2 

approximately  1450  fewer  drivers  age  18-20  would 
have  been  involved  in  traffic  accidents  in  1981,  if  the 
State’s  minimum  drinking  age  had  been  raised  to  21. 
A drinking  age  of  19  would  have  been  expected  to 
yield  a decrease  in  the  number  of  drivers  in  accidents 
of  only  about  520. 

The  basis  for  these  estimates  is  presented  in  Table 
2,  which  shows  the  number  and  incidence  of  alcohol- 
related  accidents  for  individual  age  cohorts  of  young 
Wisconsin  drivers.  The  data  indicate  that  while  the 
patterns  of  alcohol  involvement  in  traffic  accidents 
for  19-  to  20-year-olds  (rate  per  1000  in  alcohol- 
related  crashes)  are  somewhat  better  than  the  pattern 
exhibited  by  18-year-olds,  they  are  still  substantially 
higher  than  the  rates  for  older  drivers. 

The  data  presented  in  Table  2 also  show  that  the 
likelihood  of  being  in  an  alcohol-related  accident 
decreased  almost  linearly  for  each  increment  of  age 
from  18  through  25.  These  data  also  suggest  that 
there  is  no  ideal  minimum  drinking  age  which  would 
completely  ameliorate  the  problem  of  drinking  and 
driving  among  young  Wisconsin  drivers.  However, 
age-related  differences  in  patterns  of  alcohol  involve- 
ment in  motor  vehicle  collisions  are  consistent  and 
substantial.  Therefore,  an  increase  in  the  legal  drink- 
ing age  of  three  years  (to  21)  would  be  expected  to  be 
more  effective  in  reducing  traffic  accidents  than  an 
increase  of  one  year  would  be. 


CONCLUSION.  Recent  studies  have  concluded  that 
minimum  drinking  age  laws  can  be  valuable  mechan- 
isms for  reducing  the  frequency  of  alcohol-related 
traffic  accidents.  The  impact  of  an  increase  in  Wis- 
consin’s minimum  drinking  age  law  would  be  ex- 
pected to  be  roughly  three  times  greater  if  the  mini- 
mum age  were  raised  to  21  than  if  it  were  raised  to  19. 
While  such  a law  could  not  be  expected  to  totally 
eliminate  the  drinking  and  driving  behavior  of  16-  to 
20-year-olds,  an  increase  in  the  drinking  age  could  be 
expected  to  prevent  many  fatalities  and  injuries  re- 
sulting from  alcohol-related  accidents  of  these 
drivers. 


An  increase  in  the  drinking  age,  enacted  as  part  of 
a comprehensive  effort  to  attack  the  drinking-driver 
problem  by  means  of  surveillance,  enforcement,  and 
educational  approaches,  could  be  expected  to  have  a 
significant  impact  on  reducing  mortality  and  morbid- 
ity resulting  from  traffic  accidents  of  young  drivers  in 
Wisconsin.  Failure  to  enact  legislation  raising  the 
legal  alcohol  consumption  age  to  21  years  must  be 
argued  on  grounds  other  than  the  impact  it  would 
have  on  avoidable  accidents,  physical  injury,  and  loss 
of  human  life. 
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-Special 


Wisconsin  physicians’  response  to  child  abuse 
and  neglect  (CAN) . . . Part  II:  How  can  it  be  improved? 

Gerald  E Porter,  MD,  Marshfield,  Wisconsin 


The  first  part  of  this  paper  published  last  month 
reviewed  the  history  of  child  abuse  legislation  in  Wis- 
consin, the  provisions  of  the  present  Wisconsin 
Child  Abuse  and  Neglect  (CAN)  Act,  and  data  re- 
garding Wisconsin  physicians’  response  to  this  law. 
This  month  I outline  what  I consider  an  optimal 
role  for  the  Wisconsin  physician  to  play  regarding 
CAN. 

IV.  The  optimum  role  for  physicians  in  CAN 

A.  Physician  as  detector.  The  physician  is  in  a 
unique  position  to  detect  certain  types  of  CAN:  (1) 
Abuse  in  the  preschool  child — on  routine  exami- 
nations and  in  the  emergency  room.  (2)  Failure  to 
thrive  and  other  evidence  of  neglect,  especially  in 
the  preschool  child.  (3)  Severe  trauma  such  as  severe 
burns,  fractures,  head  injuries,  poisonings,  etc.  (4) 
Sexual  abuse — an  area  said  to  be  markedly  under- 
diagnosed. (Sexual  abuse  is  defined  under  Section 
48.981  as  “sexual  intercourse  or  other  sexual  contact 
as  defined  under  Section  940.225.”  That  section  of 
the  statutes  is  too  detailed  to  reproduce  here.  How- 
ever, any  sexual  contact  including  even  fondling  of  a 
person  under  the  age  of  12  is  First  degree  sexual 
assault,  a person  under  age  15  is  incapable  of  con- 
sent as  a matter  of  law,  and  a person  15  to  17  is  pre- 
sumed incapable  of  consent  but  that  presumption 
may  be  rebutted  by  competent  evidence.  Thus,  all 
cases  of  sexual  intercourse  or  contact,  defined  spec- 
ifically in  940.225,  in  children  under  15  should  be  re- 
ported as  sexual  abuse.  In  most  cases  children  15  to 
17,  sexual  contact  or  intercourse  should  be  reported 
unless  there  is  good  evidence  consent  was  given, 
better  determined  by  law  enforcement  or  social  agen- 
cies than  by  us  physicians.)  I(pp22'23) 

B.  Physician  as  reporter.  We  are  given  the  option 
of  reporting  suspected  cases  of  CAN  to  either  the 
County  Department  of  Social  Services  (CDSS)  or 
the  police  department  or  sheriff  of  the  locality  in 
which  the  child  lives.  Any  case  reported  to  a law  en- 
forcement agency  is  automatically  reported  by  them 
to  CDSS.  In  most  cases  where  there  is  no  immediate 
threat  to  the  child’s  safety,  a report  should  be  made 
to  the  CDSS  whose  workers  may  be  perceived  by  the 


family  as  less  threatening  and  perhaps  as  being  more 
helping  than  law  enforcement  personnel.  All  CDSS 
are  required  to  have  personnel  available  24  hours  a 
day,  seven  days  a week;  but  if  for  some  reason  the 
physician  is  unable  to  contact  them,  or  if  the  child 
appears  to  be  in  immediate  danger,  one  should  con- 
tact a law  enforcement  agency.  The  child  should  be 
admitted  to  a hospital  if  necessary  to  protect  him/ 
her  even  if  not  absolutely  medically  indicated. 

We  should  be  very  forthright  with  parents  about 
the  legal  necessity  for  us  to  report  such  cases.  One 
can  say,  “These  injuries  seem  more  severe  than  the 
fall  you  describe  should  cause  and  there  is  always  the 
possibility  someone  could  have  injured  or  abused 
your  child.  The  law  requires  me  to  report  such 
cases  to  the  CDSS  and  they  will  no  doubt  be  con- 
tacting you.  I am  not  accusing  you  of  abusing  your 
child,  but  everything  does  not  fit  together  and  that 
is  why  I have  to  report  this.”  Such  openness  is  pre- 
ferable to  reporting  without  the  parents’  knowledge 
and  their  feeling  betrayed  by  us  when  a social  worker 
comes  to  call.  Because  of  the  widespread  publicity  in 
the  media,  most  people  nowadays,  even  if  unjustly 
“accused,”  understand  the  legal  requirement  for  us 
to  report. 

The  physician  has  the  legal  right  and  moral  obliga- 
tion, even  without  parental  consent,  to  obtain  medi- 
cal studies,  x-rays,  and  photographs  in  suspected 
cases  of  CAN.1(pll)  If  bruising  is  present,  one  should 
obtain  a complete  blood  cell  count,  platelet  count, 
partial  thromboplastin  time,  prothrombin  time,  and 
bleeding  time  to  exclude  a bleeding  diathesis.  In  a 
case  of  suspected  physical  abuse  x-ray  films  of  the 
skull,  long  bones,  and  chest  should  be  obtained. 
Colored  photographs  should  be  taken  in  large  num- 
bers from  different  angles  with  different  lighting  to 
document  bruises  which  are  frequently  of  different 
colors  indicating  different  stages  of  healing  and  thus 
different  episodes  of  trauma.  These  photographs 
should  be  taken  at  the  time  of  first  examination 
(unless  medically  contraindicated)  so  that  time  and/ 
or  medical  treatment,  eg,  iodine  solutions,  do  not 
alter  the  appearance. 

The  medical  record  should  contain  explicit  de- 
scriptions of  injuries;  eg,  “a  3.0  by  2.5  cm  ecchy- 
mosis  of  yellowish-brown  color  just  inferior  to  left 
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scapula,”  as  well  as  descriptions  of  naturally  occur- 
ring marks;  eg,  “a  3.0  by  4.0  cm  cafe  au  lait  spot 
with  smooth  borders.”  If  a case  goes  to  court,  such 
specificity  is  necessary  and  also  will  allow  one  to 
testify  that  the  photographs  obtained  accurately 
represent  the  injuries  described  in  the  medical 
record. 

C.  Physician  as  therapist.  Naturally  the  physician 
should  treat  any  condition  which  requires  it,  ranging 
from  a small  laceration  to  an  epidural  hemorrhage, 
from  mild  failure  to  thrive  to  severe  dehydration. 
Such  medical  therapy  is  beyond  the  scope  of  this 
paper. 

Additionally  the  primary  physician  will  usually 
continue  to  care  for  the  child,  whether  left  in  the 
home  or  placed  in  a foster  home,  and  for  his/her 
family.  The  physician  should  be  as  supportive  as 
possible  during  this  stressful  time  for  the  family.  To 
do  this  well,  the  physician  needs  to  know  what  type 
of  services  the  family  is  receiving  and  by  law  the 
CDSS  is  required  to  keep  the  physician  informed 
within  the  bounds  of  confidentiality. 1(pl  11  However, 
this  actually  happens  in  only  26%  to  70%  of  cases, 
depending  upon  the  study  made.2(p41)’16  The  phy- 
sician should  contact  the  CDSS  if  he  does  not  have 
such  regular  reports. 

Most  of  us  have  neither  the  training  nor  the  time 
to  provide  the  psychological  therapy  or  social  in- 
tegration these  families  need.  This  is  best  provided 
by  CDSS,  private  social  agencies  and  self-help 
groups;  eg.  Parents  Anonymous,  and  in  the  case  of 
psychotic  abusing  parents,  psychiatrists  or  psychol- 
ogists. 

D.  Physician  as  expert  witness.  A small  percentage 
of  cases,  usually  involving  severe  CAN,  end  up  in 
court;  most  in  juvenile  or  family  courts  where  the 
CDSS  requests  a supervisory  role  or  removal  of  the 
child  from  the  home,  and  the  family  objects.  Rarely 
these  cases  go  to  criminal  court  where  convictions 
are  difficult  to  obtain  because  of  the  lack  of  wit- 
nesses to  the  actual  abuse. 

If  the  physician  is  not  an  expert  on  child  abuse, 
he/she  should  at  least  testify  as  to  the  extent  of  the 
injuries,  whether  the  history  given  seems  likely  to 
explain  such  injuries,  the  general  appearance  of 
the  child,  the  promptness  with  which  the  parents 
sought  treatment,  and  any  observations  as  to  the  de- 
meanor of  the  child  and  interactions  between 
parents  and  child  while  under  the  physician’s  care. 
He/she  should  suggest  to  the  CDSS,  attorneys  in- 
volved, or  the  judge,  that  he/she  is  not  an  expert 
and  that  if  more  than  factual  information  is  req- 
quired,  a physician  who  deals  with  child  abuse  more 
frequently  should  be  consulted. 

Court  appearances  in  these  cases  can  be  very 
frustrating  because  of  continuances,  delays,  legal 
machinations,  etc.  However,  if  we  are  truly  inter- 
ested in  helping  abused  and  neglected  children,  we 
should  put  up  with  such  inconveniences.  At  a recent 


juvenile  judges’  seminar,  a senior  judge  told  me, 
“The  biggest  trouble  I have  in  CAN  cases  is  getting 
doctors  to  testify.” 

E.  Physician  as  member  of  multidisciplinary  team. 
In  many  parts  of  Wisconsin,  especially  urban  areas, 
multidisciplinary  teams  dealing  with  CAN  have  been 
formed.  Frequently  these  are  hospital-based  and  in- 
clude nurses  (hospital  and  public  health),  social 
workers,  (hospital  and  CDSS),  educators,  psycholo- 
gists, and  physicians  (pediatricians,  family  phy- 
sicians, psychiatrists,  and  others).  These  teams  eval- 
uate cases  of  possible  CAN  and  follow  these  cases 
to  insure  optimum  management.  These  teams  are 
frequently  looking  for  interested  and  knowledgeable 
physicians  to  serve  as  members. 

F.  Physician  as  advocate.  CDSS  resources  are 
limited  (and  apt  to  become  more  so).  CAN  cases 
form  a small  part  of  these  agencies’  responsibilities. 
Continued  interest  by  the  physician  in  a particular 
CAN  case  can  be  an  important  factor  in  resolution 
of  the  family’s  many  problems  by  the  CDSS.  Our 
first  priority  always  is  to  protect  the  child,  in  or  out 
of  the  natural  home  as  necessary;  but  also  whenever 
possible,  we  should  promote  strengthening  of  the 
family,  making  it  a safer  and  happier  place  for  all 
family  members. 

We  physicians  should  support  good  programs  for 
the  detection  of  CAN  and  treatment  of  their  victims, 
both  the  children  and  their  families.  More  import- 
antly as  more  research  information  becomes  avail- 
able, we  should  support  programs  which  aim  at  the 
primary  prevention  of  CAN.17  This  support  should 
be  for  both  public  and  private  programs,  at  the 
national  and  state  levels,  but  especially  in  our  local 
communities,  where  our  support  may  make  the  dif- 
ference between  a good  program,  an  adequate  pro- 
gram, or  no  program  at  all.  Noting  our  interest  in 
specific  cases,  CDSS  will  appreciate  our  support  and 
we  can  play  a significant  role  in  developing  and 
maintaining  good  programs  for  children  and  fami- 
lies in  our  local  areas. 

Although  we  Wisconsin  physicians  are  probably 
doing  as  well  as  our  colleagues  throughout  the 
country  in  detecting,  reporting,  and  managing  CAN 
cases,  we  could  do  better.  We  should  learn  more 
about  this  disease  complex,  think  of  it  when  we  see 
children,  and  respond  appropriately.  For  a few 
children,  such  a response  may  be  lifesaving. 

ADDENDA:  Persons  desiring  copies  of  the  Legis- 
lative Handbook  or  Annual  Reports,  listed  above, 
may  write  Miss  Anne  Faletto,  Bureau  for  Children 
Youth  and  Families,  Department  of  Health  and 
Social  Services,  1 West  Wilson  Street,  Madison, 
Wisconsin  53707. 

The  author  is  willing  to  discuss  general  problems 
relating  to  CAN  or  specific  cases  if  physicians  wish 
to  contact  him  at  715/387-525 1 . ■ 

References  are  listed  in  Part  I,  February  issue. 
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Commentary 


Religious  limitations  to  medical  care 

Reverend  Richard  C Eyer,  Milwaukee,  Wisconsin 


It  is  always  helpful  to  know  history  in  order  to 
understand  why  movements  and  groups  arise  and  do 
what  they  do.  As  a means  to  understanding  the 
reason  for  religious  limitations  on  medical  care  by 
some  denominations,  it  is  worth  looking  at  the  set- 
ting in  which  these  denominations  developed  their 
positions.  It  is  interesting,  for  example,  that  the  three 
main  denominations  which  place  some  limits  on 
medical  care  all  arose  within  a period  of  half  a cen- 
tury of  each  other. 

For  as  far  back  in  history  as  can  be  traced  the 
role  of  religion  and  healing  has  always  been  inter- 
related. This  is  especially  true  within  the  Judeo- 
Christian  faith  where  there  has  always  been  a rela- 
tionship between  one’s  faith  and  one’s  physical  well- 
being. This  is  true  on  a corporate  level,  where  in  the 
Old  Testament  plagues  were  sent  on  entire  popula- 
tions because  of  the  “sins  of  the  few,’’  and  it  is  like- 
wise true  in  the  New  Testament  times  that  there  was 
an  understanding  of  a correlation  between  sin  and 
sickness.  Jesus’  disciples  ask  Him  at  one  point, 
“Who  sinned,  this  man  or  his  parents  that  he  was 
born  blind?”  So  it  has  always  been  taken  for  granted 
that  disease  and  religion  played  out  their  roles  in  life 
together. 

It  was  not  until  what  history  called  the  “period  of 
Enlightenment”  that  philosophers  began  to  separate 
religion  from  science  and  hence  from  disease  and  its 
treatment.  Emmanuel  Kant,  a rationalistic  philo- 
sopher of  the  19th  century,  who  died  in  1804,  was 
the  one  whose  work  marked  the  turning  point  in  this 
division.  It  was  at  this  time  that  ethics  became  fi- 
nally separated  from  theology,  and  the  terms  secular 
and  sacred  became  distinct  concepts  for  approaching 
life’s  moral  issues. 

It  is  no  accident  or  coincidence  that  at  this  time  the 
Christian  Scientists,  Jehovah’s  Witnesses,  Seventh 
Day  Adventists,  and  the  Mormons  came  into  being, 
and  with  them  some  limitations  on  medicine.  (Mor- 
mons play  a minor  role  in  these  limits  which  will  be 
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discussed  later).  Each  of  them  may  well  have  been  a 
reaction  to  the  rising  tide  of  rationalism  and  the  re- 
jection of  traditional  Judeo-Christian  belief.  It  is  as 
if  people  reacted  against  rejecting  religion,  but  in 
trying  to  redefine  their  religion  they  unknowingly  (or 
knowingly)  adopted  the  very  rationalistic  approach 
of  the  culture  of  the  times  and  created  what  have  be- 
come separatistic  sects  with  strict  rules  and  limits  to 
their  religious  and  scientific  views. 

It  is  true  that  the  mainstream  of  Catholic  Chris- 
tianity has  had  its  conflicts  with  science  since  the 
time  of  Copernicus,  but  not  in  any  separatistic  way. 
Much  the  opposite,  the  Church  reacted  to  these 
“scientists”  because  it  saw  itself  as  having  authority 
over  “science”  as  well  as  faith. 

Another  feature  of  the  period  of  the  Enlighten- 
ment is  the  rise  of  “individualism”  which  today 
gives  rise  to  the  belief  in  the  autonomy  of  the  in- 
dividual, ie,  everyone  has  the  right  to  do  his/her  own 
thing.  This  approach  is  what  makes  it  possible  to 
meet  here  today  and  discuss  the  patient’s  right  to  do 
his/her  own  thing  medically  even  when  the  medical 
profession  would  normally  act  otherwise.  Although 
individualism  characterizes  our  society  as  a whole 
and  filters  into  every  institution,  including  the 
churches,  it  can  be  safely  said  that  some  religions  al- 
low the  individual  to  make  medical  decisions  purely 
on  the  basis  of  his/her  own  conscience  while  others 
prohibit  their  members  from  receiving  certain  med- 
ical care  under  any  circumstances.  The  denomi- 
nations that  place  strong  prohibitions  on  the  indi- 
vidual and  therefore  inhibit  “situational  ethics”  are 
the  subject  of  this  discussion.  The  following  denom- 
inations and  religious  groups  will  be  addressed: 
Christian  Science,  Jehovah’s  Witnesses,  Seventh 
Day  Adventists,  and  Mormons. 

CHRISTIAN  SCIENCE.  Theology  . . . Mary  Baker 
Eddy,  born  in  1821,  and  having  lived  for  90  years,  is 
the  founder  of  Christian  Science.  Her  book,  Science 
and  Health;  Key  to  the  Scriptures,  is  equivalent  to 
the  Bible  for  its  adherents.  Perhaps  the  strangest  of 
contemporary  religious  beliefs,  it  is  based  on  the  idea 
of  the  Platonic  Ideal  which  says  that  reality  exists 
only  in  the  spiritual  world,  not  in  the  physical.  The 
physical  or  material  world  is  only  a dream  world  of 
the  real  one.  Sickness  and  death,  then,  are  only  a 
“state  of  mind”  or  bad  dream.  The  cure  is  “right 


16 


WISCONSIN  MEDICAL  JOURNAL,  MARCH  1983:V0L.82 


thinking”  and  getting  in  harmony  with  the  ideal  or 
spiritual  world. 

Christian  Science  does  not  teach  “faith  healing” 
in  the  common  sense  of  the  word.  Prayer  is  not  for 
healing,  but  for  “becoming  one  with  the  Eternal 
Mind.”  Accidents,  sickness,  and  hereditary  diseases 
do  not  exist  in  the  Mind  of  God;  therefore,  they  are 
creations  of  the  mind  of  man,  and  hence  do  not 
exist,  except  as  a bad  dream.  Illness  is  not  seen  as  the 
result  of  sin,  since  sin  does  not  exist  either.  What  we 
call  sin  is,  to  the  Christian  Scientist,  an  error  in 
thinking  properly.  Therefore,  it  follows  that  if  there 
is  no  sin  there  is  no  need  for  redemption  and  no  need 
for  Jesus  Christ  as  Savior. 

Practice  ...  In  spite  of  the  denial  of  illness  and 
death,  Christian  Scientists  are  not  militantly  opposed 
to  the  medical  profession.  They  do  not  impose  their 
beliefs  on  others,  but  only  on  themselves.  In  prac- 
tical matters  of  treatment  the  first  line  of  defense 
against  “wrong  thinking”  is  to  read  Mary  Baker 
Eddy’s  book,  Science  and  Health , or  other  literature 
provided  by  the  Christian  Science  Reading  Room. 
There  are  no  clergy  in  this  religion,  but  there  are  lec- 
turers (or  public  relations  people),  readers  (who  read 
at  public  services)  and  practitioners  who  as  desig- 
nated healers  serve  as  substitutes  for  the  Medical 
Doctor. 

Practitioners  are  licensed  by  the  denomination 
and  charge  a fee  for  their  visits  to  their  members. 
The  members  are  aware  of  these  fees  before  they 
call  for  a practitioner.  Mrs  Eddy  writes,  “A  genuine 
Christian  Scientist  loves  Protestant  and  Catholic, 
D.O.  and  M.D.  . . . loves  all  who  love  God  good: 
and  he  loves  his  enemies.” 

It  is  mistaken  to  assume  that  people  of  this  faith 
are  forbidden  to  seek  medical  assistance  if  they  feel 
they  must  have  it.  Some  practical  notations  should 
be  made: 

1.  A Christian  Science  Visiting  Nurse  can  be 
called  in  some  communities. 

2.  Legal  advice  can  be  obtained. 

3.  A practitioner,  if  called  in,  will  not  try  to  inter- 
fere with  treatment. 

4.  The  Good  Samaritan  Act  allows  a hospital  to 
treat  someone  who  is  in  life-threatening  danger 
without  approval  from  anyone. 

5.  The  patient  will  probably  show  some  signs  of 
guilt,  fear,  etc,  and  will  enter  with  mixed  feel- 
ings a hospital  or  doctor’s  office.  A Christian 
Scientist  will  entertain  a “minor  error”  to  over- 
come a “major”  one  such  as  the  possibility 
of  death. 

JEHOVAH’S  WITNESSES.  Theology  ...  Anyone 
who  has  met  a Jehovah’s  Witness  is  aware  that  they 
are  a people  of  strong  belief.  Although  there  are  only 
a few  medical  restrictions  demanded,  the  general 

WISCONSIN  MEDICAL  JOURNAL,  MARCH  1983:  VOL.  82 


tone  of  contact  may  be  somewhat  distant,  sus- 
picious, and  sometimes  militant.  This  is  no  doubt 
due  to  their  belief  that  everyone  who  is  not  a Jeho- 
vah’s Witness  is  considered  a part  of  the  Satanic  plot 
to  destroy  the  rule  of  God  on  Earth. 

The  name  Jehovan  is  the  name  for  God  in  the  Old 
Testament  (at  least  a version  of  it).  People  of  this 
faith  believe  in  the  hidden  meanings  of  all  of  Scrip- 
ture and  believe  that  only  the  New  World  Trans- 
lation of  the  Bible  (their  own)  is  the  accurate  one. 
Their  beliefs  include  the  following:  that  Jesus  is  not 
God,  nor  is  the  Holy  Spirit,  and  they  are  not  con- 
sidered therefore  to  be  a Christian  denomination  in 
the  Trinitarian  sense  of  the  word. 

Practical ...  It  is  well-known  that  Jehovah’s  Wit- 
nesses do  not  allow  blood  transfusions  to  be  per- 
formed on  their  members.  This  is  not  entirely  ac- 
curate, however,  and  there  are  some  substitutionary 
methods  that  can  be  employed.  The  basis  for  this 
belief  is  found  in  Genesis  9:4  and  Leviticus  7:26-27. 
Since  this  group  takes  things  literally,  but  also  al- 
legorizes the  meaning  of  the  Scriptures,  it  follows 
that  any  intake  of  blood  is  considered  a violation  of 
the  law  of  God,  hence  blood  transfusions  are  not 
permitted. 

One  medical-legal  aspect  that  must  be  made 
known  is  that  a Jehovah’s  Witness  patient  has  the 
right  to  withhold  his  or  her  consent  to  lifesaving 
measures,  including  blood  transfusion.  The  Supreme 
Court  has  ruled  that  the  physician  is  not  liable  in 
such  a case  if  the  patient  is  aware  and  alert.  Chil- 
dren under  12  years  must  have  parental  consent. 
Conversely,  a physician  knowingly  violating  this 
principle  is  liable  for  suit. 

There  are  ways  around  this  dilemma.  For  one 
thing  other  fluids  can  be  used  in  place  of  blood. 
There  is  a chemical  substance  called  fluosol,  some- 
times referred  to  as  “artificial  blood,”  which  may 
be  an  answer  to  the  patient-physician  dilemma. 
Fluosol  has  not  been  approved  as  yet  by  the  FDA, 
since  it  is  still  in  an  experimental  stage.  Another 
possibility  used  in  surgery  is  the  use  of  electrocautery 
to  minimize  bleeding.  Still  another  possibility  is  that 
the  patient,  anticipating  surgery  in  the  near  future, 
may  choose  to  have  his  or  her  own  blood  withdrawn 
and  used  later  during  surgery  if  necessary.  This 
blood  is  kept  in  storage  with  the  donor’s  name  on  it. 
Plasma  expanders  and  other  possibilities  exist  as 
well.  However,  controversies  can  arise  when  a 
patient’s  wishes  may  not  agree  with  family  mem- 
bers and  this  can  place  the  attending  medical  per- 
sonnel in  an  embarrassing  and  compromising 
position;  but  as  noted  above,  the  courts  recognize 
patients’  rights. 
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SEVENTH  DAY  ADVENTISTS.  Theology  ...  This 
denomination,  less  than  the  previous  two,  expresses 
prohibitions  against  medical  treatment  for  its  mem- 
bers, but  some  things  are  “discouraged.”  In  order 
to  understand  the  approach  and  attitude  of  this 
group  toward  medical  matters,  it  might  be  helpful 
to  understand  their  general  approach  to  religion.  Ad- 
ventists are  literalists  in  interpreting  the  Bible:  The 
Sabbath  is  taken  to  be  that  of  the  Old  Testament 
“Saturday.”  Adventists  are  vegetarians  and  prohibit 
smoking  by  members.  Some  of  the  best  anti-smok- 
ing  programs  in  medical  centers  are  conducted  by 
Adventists. 

Although  this  group  professes  to  be  a Christian 
group,  there  are  many  “procedural”  ties  to  Judaism. 
The  Old  Testament  becomes  the  guide.  Jesus,  in  the 
New  Testament,  is  seen  as  a law-giver  much  the 
same  as  Moses  in  the  Old.  This  group  does  not  prac- 
tice faith  healing  in  the  popular  sense  of  the  word, 
but  does  practice  annointing  with  oil  and  prayer. 
Since  1865  the  church  has  always  maintained  chap- 
lains and  physicians  as  inseparable  in  its  institutions. 

Practice  ...  In  spite  of  the  strictly  law-keeping 
approach  of  members  of  this  group,  there  are  rela- 
tively few  restrictions  placed  on  medical  care.  It  is 
recommended  that  members  of  this  denomination 
stay  away  from  drugs  if  at  all  possible,  although  at 
times  they  are  recognized  as  necessary.  Physical 
Medicine  and  Rehabilitation  are  emphasized  and 
recommended  along  with  therapeutic  diets,  (vege- 
tarian). Blood  transfusions  and  vaccines  are  per- 
mitted. The  Adventist  Church  is  opposed  to  the  use 
of  hypnotism  in  the  practice  of  medicine  or  under 
any  other  circumstances.  Those  who  have  contact 
with  Adventists  in  a medical  setting  will  find  them 
knowledgeable  as  professionals  and  cooperative  as 
patients  insofar  as  their  faith  practices  permit. 


Medicare  brochure  for  elderly 

A patient  education  brochure  entitled: 
“Medicare:  What  It  Will  and  Will  Not  Pay 
For”  published  by  the  American  Society  of 
Internal  Medicine  and  updated  annually  with 
assistance  from  the  Health  Care  Financing  Ad- 
ministration is  available  for  purchase.  The 
brochure  explains  who  is  eligible,  how  benefits 
are  claimed,  and  provides  information  on  the 
patient’s  right  of  appeal.  Prices  are  $20/100, 
$90/500,  and  $180/1000.  Orders  should  be 
mailed  with  a check  for  the  desired  quantity 
to  ASIM,  Literature  Order  Dept  MJ,  1101 
Vermont  Ave,  NW,  Suite  500,  Washington, 
DC  20005.  ■ 


MORMONS.  Theology  . . . The  Mormons,  like  the 
Christian  Scientists,  come  out  of  a rather  unusual 
understanding  of  religion.  Because  of  their  rejection 
of  the  Trinity  as  traditionally  understood,  they 
cannot  be  termed  a Christian  denomination.  Al- 
though they  use  the  same  terminology  as  other 
Christian  denominations,  they  mean  something 
quite  different;  ie,  Jesus  is  like  God,  but  not  equal 
to  God  as  is  confessed  in  the  three  ecumenical  creeds 
of  the  Christian  faith.  They  believe  in  the  preexist- 
ence of  souls  and  practice  baptism  by  proxy  in  behalf 
of  the  dead.  In  contrast  to  Christian  Scientists, 
Mormons  do  not  deny  the  reality  of  material  things, 
but  emphasize  it.  Theirs  is  a very  physical  belief 
characterized  by  strong  prohibitions  and  social  pres- 
sure. They  are  a very  disciplined  and  dedicated 
people  who  seek  support  within  the  limits  of  their 
own  religious  tradition. 

Practical  . . . Because  the  Mormon  Church  is  a 
patriarchal  system  and  thus  male  dominated,  there 
might  be  a preference  for  male  physicians  as  com- 
pared to  female,  although  there  are  a few  female 
Mormon  physicians  in  practice.  There  are  no  clergy 
as  such,  but  “Elders  of  the  church,  through  prayer 
and  the  laying  on  of  hands,  promote  healing  as  one 
manifestation  of  power  of  the  higher  Priesthood 
through  faith  in  Jesus  Christ  and  as  witnessed  by 
the  Holy  Ghost,”  one  source  writes.  The  use  of 
drugs  is  permitted,  but  coffee  and  tea  along  with 
alcoholic  beverages  and  tobacco  are  not  permitted. 
It  would  no  doubt  be  a support  to  patients  of  this 
faith  to  have  contact  with  other  members  of  their 
faith  in  times  of  crisis  during  illness. 

Concluding,  then,  I would  add  a word  about  min- 
istering to  people  of  faiths  other  than  your  own.  It 
is  not  entirely  necessary  to  understand  or  even  give 
approval  to  people  with  whom  we  find  ourselves  at 
odds  over  religious-medical  problems.  It  is  neces- 
sary, however,  to  relate  to  these  people  as  people 
rather  than  as  a stereotypes.  Not  all  members  of 
the  groups  I have  cited  are  as  strict  in  the  observance 
of  their  faith  as  others  in  their  faith.  Each  member 
must  decide  for  him/herself  to  what  extent  he/she 
wishes  to  comply  with  it. 

In  the  absence  of  accurate  information  regarding 
what  it  is  a given  religious  tradition  allows  or  pro- 
hibits, one  can  still  give  compassion,  caring,  pa- 
tience, and  kindness  regardless  of  the  person  or 
circumstances.  We  are  one  by  virtue  of  our  common 
humanity  if  not  by  virtue  of  our  common  faith.  Our 
ministries  to  people  are  gifts  of  God’s  mercy  toward 
them  as  their  kindness  is  God’s  mercy  toward  us.  ■ 
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When  does 
two 
equal 
four? 


Only  you  can  provide  the  answer... 


Squibb  invites  you 
to  conduct  your  own  clinical  trial 

with 


VdOSCf Capsules 

(Cephradine  Capsules  USP) 


BID 


How  else  can  you  decide  that  Velosef  Capsules  500  mg  BID  are 
as  effective  as  250  mg  QID  of  the  leading  oral  cephalosporin? 
We're  so  confident  about  the  results  that  we'll  send  you  a 
clinical  trial  supply  of  Velosef  Capsules  500  mg  for  use  in 
the  treatment  of  infections  of  the  respiratory  tract. 

To  find  out  how  two  500  mg  Velosef  Capsules  equal 
four  250  mg  capsules  of  the  leading  cephalosporin, 
simply  fill  out  the  attached  postage-paid  reply  card. 

We'll  send  your  clinical  trial  supply  of  Velosef 
Capsules  500  mg  right  away. 


100  capsules  NDC  0003-0114-5 

500  mg 

VELOSEF '500’ 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  TABLETS  1 GRAM 
Cephradine  Tablets 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 


DESCRIPTION:  Velosef  ‘250’  Capsules  and  Velosef  ‘500’ 
Capsules  (Cephradine  Capsules  USP)  provide  250  mg  and 
500  mg  cephradine,  respectively,  per  capsule.  Velosef  Tablets 
(Cephradine  Tablets)  provide  1 g cephradine  per  tablet. 
Velosef  ‘125’  for  Oral  Suspension  and  Velosef  ‘250’  for  Oral 
Suspension  (Cephradine  for  Oral  Suspension  USP)  after  con- 
stitution provide  125  and  250  mg  cephradine,  respectively, 
per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are 
indicated  for  the  treatment  of  infections  caused  by 
susceptible  strains  of  designated  microorganisms  as  follows: 
Respiratory  Tract  Infections  (e  g.,  tonsillitis,  pharyngitis,  and 
lobar  pneumonia)  due  to  S.  pneumoniae  (formerly 
D.  pneumoniae)  and  group  A beta-hemolytic  streptococci 
[penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  pro- 
phylaxis of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the 
nasopharynx;  substantial  data  establishing  the  efficacy  of 
Velosef  in  the  subsequent  prevention  of  rheumatic  fever  are 
not  available  at  present];  Otitis  Media  due  to  group  A beta- 
hemolytic  streptococci,  H.  influenzae,  staphylococci,  and 


S.  pneumoniae;  Skin  and  Skin  Structures  Infections  due  to 
staphylococci  and  beta-hemolytic  streptococci;  Urinary  Tract 
Infections,  including  prostatitis,  due  to  E.  coli,  P.  mirabilis, 
Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated 
prior  to  and  during  therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersen- 
sitivity to  the  cephalosporin  group  of  antibiotics. 
WARNINGS;  Use  cephalosporin  derivatives  with  great 
caution  in  penicillin-sensitive  patients  since  there  is  clinical 
and  laboratory  evidence  of  partial  cross-allergenicity  of  the 
two  groups  of  antibiotics;  there  are  instances  of  reactions  to 
both  drug  classes  (including  anaphylaxis  after  parenteral 
use).  In  persons  who  have  demonstrated  some  form  of 
allergy,  particularly  to  drugs,  use  antibiotics,  including 
cephradine,  cautiously  and  only  when  absolutely  necessary. 

Pseudomembranous  colitis  has  been  reported  with 
the  use  of  cephalosporins  (and  other  broad  spectrum 
antibiotics);  therefore,  it  is  important  to  consider  its 
diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum 
antibiotics  alters  normal  flora  of  the  colon  and  may  permit 
overgrowth  of  Clostridia.  Studies  indicate  a toxin  produced 
by  Clostridium  difficile  is  one  primary  cause  of  antibiotic- 
associated  colitis.  Cholestyramine  and  colestipol  resins  have 
been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis 
may  respond  to  drug  discontinuance  alone.  Manage  moderate 
to  severe  cases  with  fluid,  electrolyte  and  protein  supplemen- 
tation as  indicated.  Oral  vancomycin  is  the  treatment  of 
choice  for  antibiotic -associated  pseudomembranous  colitis 


produced  by  C difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of 
colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to 
detect  any  side  effects  or  unusual  manifestations  of  drug 
idiosyncrasy.  If  a hypersensitivity  reaction  occurs,  discon- 
tinue the  drug  and  treat  the  patient  with  the  usual  agents, 
e.g.,  pressor  amines,  antihistamines,  or  corticosteroids. 
Administer  cephradine  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  In  patients  with  known  or 
suspected  renal  impairment,  make  careful  clinical  observation 
and  appropriate  laboratory  studies  prior  to  and  during 
therapy  as  cephradine  accumulates  in  the  serum  and  tissues. 
See  package  insert  for  information  on  treatment  of  patients 
with  impaired  renal  function.  Prescribe  cephradine  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis.  Prolonged  use  of  antibiotics  may 
promote  the  overgrowth  of  nonsusceptible  organisms.  Take 
appropriate  measures  should  superinfection  occur  during 
therapy.  Indicated  surgical  procedures  should  be  performed 
in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that 
false  results  may  occur  with  urine  glucose  tests  (see 
PRECAUTIONS,  Drug/Laboratory  Test  Interactions).  Advise 
the  patient  to  comply  with  the  full  course  of  therapy  even  if 
he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as 
possible.  Tell  the  patient  he  may  take  this  medication  with 
food  or  milk  since  G.I.  upset  may  be  a factor  in  compliance 
with  the  dosage  regimen.  The  patient  should  report  current 
use  of  any  medicines  and  should  be  cautioned  not  to  take 
other  medications  unless  the  physician  knows  and  approves 
of  their  use  (see  PRECAUTIONS,  Drug  Interactions). 
Laboratory  Tests:  In  patients  with  known  or  suspected 
renal  impairment,  it  is  advisable  to  monitor  renal  function. 
Drug  Interactions:  When  administered  concurrently,  the 
following  drugs  may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere 
with  the  bactericidal  action  of  cephalosporins  in  acute  infec- 
tion; other  agents,  e.g.,  aminoglycosides,  colistin,  poly- 
myxins, vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and 
ethacrynic  acid)  — Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of 
cephalosporins,  resulting  in  increased  risk  of  nephrotoxicity. 
Drug/Laboratory  Test  Interactions:  After  treatment  with 
cephradine,  a false -positive  reaction  for  glucose  in  the  urine 
may  occur  with  Benedict’s  solution,  Fehling’s  solution,  or 
with  Clinitest®  tablets,  but  not  with  enzyme-based  tests  such 
as  Clinistix®  and  Tes-Tape®.  False -positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a 
cephalosporin  prior  to  delivery.  Cephalosporins  have  been 
reported  to  cause  false-positive  reactions  in  tests  for  urinary 
proteins  which  use  sulfosalicylic  acid,  false  elevations  of 
urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in 
animals  have  not  been  performed  to  evaluate  carcinogenic 
potential  or  mutagenesis. 

Pregnancy:  Teratogenic  Effects/Impairment  of 
Fertility  — Category  B:  Reproduction  studies  have  been 
performed  in  mice  and  rats  at  doses  up  to  4 times  the  maxi- 
mum indicated  human  dose  and  have  revealed  no  evidence 
of  impaired  fertility  or  harm  to  the  fetus  due  to  cephradine. 
There  are,  however,  no  adequate  and  well-controlled  studies 
in  pregnant  women.  Because  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  use  this  drug 
during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast 
milk  during  lactation,  exercise  caution  when  administering 
cephradine  to  a nursing  woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the 
efficacy  of  b.i.d.  regimens  in  children  under  nine  months  of 
age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited 
essentially  to  G.I.  disturbances  and,  on  occasion,  to  hyper- 
sensitivity phenomena.  The  latter  are  more  likely  to  occur  in 
persons  who  have  previously  demonstrated  hypersensitivity 
and  those  with  a history  of  allergy,  asthma,  hay  fever,  or 
urticaria. 

(continued  on  next  page) 
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(continued) 

The  following  adverse  reactions  have  been  reported 
following  use  of  cephradine:  G.l.  — Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  therapy; 
nausea  and  vomiting  have  been  reported  rarely.  Skin  and 
Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash, 
pruritus,  joint  pains.  Blood  — mild  transient  eosinophilia, 
leukopenia  and  neutropenia.  Liver  — transient  mild  rise  of 
SGOT,  SGPT,  and  total  bilirubin  with  no  evidence  of 
hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins; 
their  frequency  increases  in  patients  over  50  years  old.  In 
adults  for  whom  serum  creatinine  determinations  were 
performed,  the  rise  in  BUN  was  not  accompanied  by  a rise  in 
serum  creatinine.  Others  — dizziness,  tightness  in  the  chest, 
and  candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other 
than  lobar  pneumonia)  and  skin  and  skin  structures 
infections:  250  mg  q.  6 h or  500  mg  q.  12  h.  For  lobar 
pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncomplicated 
urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious 
UT1,  including  prostatitis,  500  mg  q.  6 h or  1 g q.  1 2 h. 

Severe  or  chronic  infections  may  require  larger  doses  (up  to 
1 g q.  6 h ). 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in 
equally  divided  doses  q.  6 or  12  h.  For  otitis  media  due  to 
//.  influenzae:  75  to  100  mg/kg/day  in  equally  divided  doses 
q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for  children 
should  not  exceed  dosage  recommended  for  adults.  There 
are  no  adequate  data  available  on  efficacy  of  b.i.d.  regimens 
in  children  under  9 months  of  age. 

For  full  prescribing  information,  consult  package  insert. 
HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of 
24  and  100  and  Unimatic®  unit-dose  packs  of  100.  1 g 
tablets  in  bottles  of  24.  125  mg  and  250  mg  for  oral 
suspension  in  bottles  of  100  ml  and  200  ml. 
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Scientific  Medicine 


VICTOR  S FALK,  MD,  Medical  Editor 


The  outcome  of  emergency  operations  in  patients 
with  metastatic  malignancy  receiving  chemotherapy 

Scott  S Harris,  MD  and  Robert  E Condon,  MD 

Milwaukee,  Wisconsin 


Survival  of  patients  suffering  complications  of 
multiple  agent  chemotherapy  for  metastatic  malig- 
nancy has  been  enhanced  by  the  availability  of  im- 
proved support  measures,  blood  component  ther- 
apy, antimicrobial  drugs,  refinements  in  nutritional 
therapy,  and  a better  understanding  of  the  spectrum 
of  infectious  processes  in  immunocompromised 
cancer  patients.1'2  3 4 With  increasing  survival  of 
these  patients,  it  is  not  surprising  that  serious  surgi- 
cal complications  of  the  disease  and  of  its  treatment 
are  being  encountered  with  greater  frequency.  Con- 
siderable controversy  has  emerged  in  the  manage- 
ment of  surgical  emergencies  which  have  developed 
in  patients  receiving  chemotherapy  for  metastatic 
cancer.  It  is  sometimes  believed  that  such  patients 
should  be  managed  nonoperatively  due  to  their 
“hopeless  condition”  with  an  incurable  disease.  Un- 
fortunately, few  data  are  currently  available  to  iden- 
tify preoperatively  the  distinguishing  features  which 
might  predict  survival.  Because  of  this  controversy, 
the  authors  reviewed  their  recent  experience  with 
patients  having  a metastatic  malignancy  and  receiv- 
ing chemotherapy  in  whom  emergency  surgical  inter- 
vention was  required. 

CLINICAL  MATERIAL.  During  1980  and  1981,  16 
consecutive  patients  with  metastatic  cancer  receiving 
chemotherapy  required  emergency  surgical  inter- 
vention at  The  Medical  College  of  Wisconsin,  Mil- 
waukee. All  patients  had  grave  or  potentially  life- 
threatening  complications.  Factors  such  as  age,  du- 
ration of  malignant  disease,  type  of  malignancy, 
duration  of  chemotherapy,  preoperative  hemato- 
logic indices,  operations  performed,  postoperative 
diagnoses,  histologic  involvement  (if  any)  by  the 
malignancy  in  the  disease  process  leading  to  emer- 
gency operation,  postoperative  course,  and  followup 
data  were  recorded  and  evaluated. 

Emergency  operations  were  performed  in  1 1 men 
and  5 women  with  a mean  age  of  52  years  (range 


From  the  Department  of  Surgery,  The  Medical  College  of  Wisconsin, 
Milwaukee.  Publication  support  provided.  Reprint  requests  to:  Robert 
E Condon,  MD,  Dept  of  Surgery,  8700  West  Wisconsin  Ave,  Milwaukee, 
Wis  53226  (phone:  414/257-5505).  Copyright  1983  by  the  State  Medical 
Society  of  Wisconsin. 


23  to  69  years).  The  type  of  underlying  malignancy 
is  recorded  in  Table  1.  The  duration  of  chemo- 
therapy preoperatively  ranged  from  2 to  106  months 
(mean  25  months).  Multiple  agent  chemotherapy 
was  used  in  14  patients  and  single  agents  in  2.  Total 
duration  of  chemotherapy  varied  widely,  from  one 
week  to  eight  years  (mean  15  months).  The  time 
interval  from  the  last  course  of  chemotherapy  to  the 
emergency  operation  ranged  from  1 to  15  days 
(mean  7 days).  Preoperative  leukocyte  counts  were 
highly  variable  ranging  from  200  per  cu  mm  to 
82,700  per  cu  mm;  the  mean  preoperative  hematocrit 
was  31.3%  (range  21-41);  no  patient  had  a platelet 
count  of  less  than  37,000  per  cu  mm. 

Abdominal  operations  were  most  commonly  per- 
formed followed  by  procedures  for  acute  spinal  cord 
compression  (Table  2).  The  acute  conditions  for 
which  operations  were  undertaken  are  recorded  in 
Table  3.  Direct  involvement  by  the  malignant  pro- 
cess in  the  complication  leading  to  emergency  oper- 
ation was  histologically  confirmed  in  all  five  pa- 
tients who  expired  within  30  days  of  operation,  and 
was  seen  in  12  of  the  16  patients  overall.  The  opera- 
tive blood  loss  ranged  from  50  to  6000  ml;  the 
duration  of  the  emergency  operation  ranged  from  70 
minutes  to  8 hours.  The  neurosurgical  operations 
were  associated  with  greater  blood  loss  (mean  3400 
ml)  and  length  of  operation  (mean  5 hours). 

Twenty  postoperative  complications  occurred  in 
11  patients  (Table  4).  Hospital  stay  ranged  from  10 
to  72  days  (mean  36  days).  There  were  five  deaths 
within  the  30-day  postoperative  period  (operative 
mortality  31%).  The  1 1 surviving  patients  have  been 
followed  for  2-21  months  postoperatively  (mean  6 
months).  One  patient  died  of  disease  5'A  months 
postoperatively;  10  patients  continue  to  survive  and 
to  receive  chemotherapy. 

COMMENT.  A myriad  of  surgical  emergencies  is 
encountered  in  patients  being  treated  for  metastatic 
cancer.  No  objective  characteristics  could  be  identi- 
fied in  our  patients  which  would  predict  preopera- 
tively a successful  surgical  outcome  or  assured  fail- 
ure after  emergency  intervention.  Perhaps  the  major 
factor  in  determining  patient  survival  under  these 
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Table  1 — Tissue  origin  of  primary  malignancy 
in  patients  undergoing  emergency  operations 

Primary 

Number 

Colon 

3 

Lymphoma/ Hodgkin’s  disease 

3 

Breast 

3 

Multiple  myeloma 

1 

Prostate 

1 

Leukemia 

1 

Testis 

1 

Bladder 

1 

Kidney 

1 

Unknown  (anaplastic) 

1 

Table  2 — Emergency  operations  performed 

Operations 

Number 

Laminectomy/cord  decompression 

6 

Bowel  resection 

4 

Enteroenterostomy  and  lysis  of  adhesions 
Drainage  abscess  and  enteroenterostomy 
Suture  bleeding  ulcer  and  closure  perforation 
Pericardiectomy 

2 

1 

1 

1 

Table  3 — Acute  complications  developing  in  patients 

on  chemotherapy  and  requiring  emergency  operation 

Diagnosis 

Number 

Acute  spinal  cord  compression 

6 

Small  bowel  obstruction 

3 

Typhlitis  (cecal  necrosis) 

2 

Large  bowel  obstruction 

1 

Pelvic  abscess  and  fistula 

1 

Small  bowel  perforation 

1 

Bleeding  and  perforated 

duodenal  ulcer 

1 

Cardiac  tamponade 

1 

Table  4 — Postoperative  complications  developing 
in  chemotherapy  patients  having  an  emergency  operation 

Complications 

Number 

Number 

surviving 

Septicemia 

4 

2 

Pneumonia 

3 

3 

Wound  infection 

2 

2 

Urinary  tract  infection 

2 

2 

Myocardial  infarcation 

1 

0 

Ascites 

1 

0 

Acute  renal  failure 

1 

0 

Prolonged  ileus 

1 

1 

Respiratory  failure 

1 

0 

Stress  ulcer 

1 

0 

Encephalitis 

1 

0 

Atelectasis 

1 

0 

Monilial  esophagitis 

1 

0 
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circumstances  is  physician  recognition  of  the  devel- 
oping acute  complication  and  prompt  surgical  inter- 
vention. 

The  usual  localizing  signs  of  intraabdominal  sep- 
sis are  often  strikingly  absent  in  these  cancer  pa- 
tients, and  surgeons  sometimes  are  understandably 
reluctant  to  intervene  under  such  circumstances. 
However,  systemic  signs  such  as  increasing  fluid 
requirement,  increasing  insulin  requirement,  and  un- 
explained acidosis  often  portend  the  onset  of  an 
intraabdominal  event  for  which  prompt  surgical 
exploration  offers  the  only  hope  of  patient  recovery. 
Two  of  the  three  patients  who  died  following  ab- 
dominal exploration  had  typhlitis;  both  had  had 
symptoms  for  several  days  prior  to  surgical  con- 
sultation and  operation. 

Sherman  and  colleagues5  reported  their  experience 
with  20  patients  with  leukemia  and  an  acute  abdom- 
inal problem  considered  to  be  surgical  in  nature. 
The  complication  was  diagnosed  in  only  9 patients, 
suspected  in  3 and  unrecognized  in  8.  Eight  patients 
were  operated  upon,  6 of  whom  lived  for  more  than 
two  months  postoperatively.  In  12  patients  not  oper- 
ated upon,  the  diagnosis  was  unrecognized  in  8 and 
the  remaining  4 were  considered  to  be  “too  ill”  for 
operative  intervention;  all  died.  The  authors  con- 
cluded that  their  data  did  not  support  an  “aggres- 
sive” surgical  approach,  yet  none  of  the  patients 
treated  nonoperatively  survived  beyond  22  days, 
whereas  the  6 patients  surviving  beyond  two  months 
all  were  treated  surgically. 

Pathak  and  coworkers,6  in  reviewing  55  consecu- 
tive advanced  cancer  patients  with  intestinal  obstruc- 
tion, noted  a 64  percent  mortality  rate  in  patients 
treated  nonoperatively  compared  to  39  percent  mor- 
tality in  patients  operated  upon.  They  also  noted  a 
median  survival  of  147  days  in  the  operated  group 
compared  to  65  days  in  the  nonoperated  group. 
Lundy  and  associates7  reported  the  outcome  of 
spontaneous  perforation  of  the  gastrointestinal  tract 
in  36  cancer  patients,  and  noted  that  11  of  36  per- 
forations were  undiagnosed  prior  to  death.  Six  of  19 
patients  who  underwent  an  emergency  operation 
survived.  Only  one  of  21  patients  perforating 
through  tumor  survived,  whereas  five  of  15  patients 
whose  perforation  was  due  to  concomitant  benign 
ulceration  survived.  If  patients  with  perforation  due 
to  disease  other  than  metatastic  cancer  are  not  ex- 
plored, they  have  little  chance  for  survival. 

In  the  authors’  experience,  three  of  four  patients 
operated  upon  for  bowel  obstruction  survived  and 
were  discharged  from  the  hospital.  Of  the  five  sur- 
vivors of  emergency  spinal  cord  decompressive  pro- 
cedures, three  were  judged  to  have  regained  either 
complete  or  near  complete  neurologic  function,  with 
the  remaining  two  improved  to  a lesser  degree. 
Spinal  cord  compression,  while  not  necessarily  a 
threat  to  immediate  survival,  causes  loss  of  inde- 
pendence and  additional  medical  complications 
which  together  shorten  survival  and  profoundly  alter 
the  quality  of  life.8-9  Although  most  of  the  patients 
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with  spinal  compression  were  not  considered  to  be  in 
immediate  danger  of  death,  the  operations  under- 
taken in  these  patients  were  longest  in  mean  duration 
and  were  associated  with  the  greatest  blood  loss, 
attesting  to  the  ability  of  patients  undergoing  active 
chemotherapy  to  tolerate  the  “stress”  of  operation. 

When  a surgical  emergency  arises  in  a critically  ill 
cancer  patient,  it  probably  is  better  to  err  on  the  side 
of  operating  rather  than  overlook  a potentially  cor- 
rectable surgical  problem.  Following  recovery  from 
operation,  continued  successful  palliation  was  noted 
in  the  majority  of  the  authors’  patients.  Although 
the  ultimate  prognosis  in  patients  with  advanced 
cancer  may  be  guarded,  and  increased  risks  of  mor- 
tality and  morbidity  due  both  to  myelosuppression 
and  to  the  underlying  malignancy  must  be  accepted 
with  emergency  surgical  intervention,  worthwhile 
salvage  can  be  obtained  in  many  patients.  The 
surgeon  and  oncologist  must  be  prepared  to  ap- 


proach surgical  emergencies  in  these  patients  with 
the  same  aggressiveness  as  they  do  chemotherapy  in 
hope  of  achieving  significant  palliation. 
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ABSTRACT.  The  authors  reviewed  31  cases  of  sporotrichosis 
identified  from  culture  reports  positive  for  Sporothrix 
schenkii  at  the  Wisconsin  State  Laboratory  of  Hygiene 
from  1971  to  1980.  The  age  range  of  the  patients  was  12  to 
80  years;  19  (61%)  were  male.  The  most  common  (80%) 
lesion  was  lymphocutaneous  involvement  of  an  upper  ex- 
tremity. Approximately  one-third  of  the  patients  were  hos- 
pitalized for  a mean  of  11  days.  Despite  identification  of 
previously  described  risk  factors  in  nearly  all  patients,  there 
were  often  lengthy  delays  in  diagnosis  and  treatment.  In 
order  to  reduce  unnecessary  morbidity  and  cost,  sporotri- 
chosis should  be  considered,  and  treatment  with  iodides 
initiated,  in  patients  with  a skin  lesion  and  coexisting 
nodular  lymphangitis  or  a history  of  recent  exposures 
known  to  be  of  high  risk  for  the  disease. 

Sporotrichosis  is  an  uncommon,  chronic,  in- 
dolent fungal  infection  of  the  skin  and  lymphatic 
system  caused  by  Sporothrix  schenkii.  This  fungus  is 
a dimorphic  saprophyte  that  is  present  worldwide  in 
soil,  decaying  vegetation,  and  in  sphagnum  moss. 
Sporotrichosis  can  present  with  a wide  spectrum  of 
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clinical  manifestations;  these  may  be  classified  into 
lymphocutaneous  and  extracutaneous  categories. 

The  lymphocutaneous  form  begins  as  a small 
papule  or  ulcer  one  to  12  weeks  (average  three  weeks) 
after  the  inoculation  of  the  organism  beneath  the 
skin.  Although  the  lesion  may  remain  localized  and 
simply  enlarge,  more  classically  there  is  involvement 
of  the  lymphatics  proximal  to  the  lesion  with  small 
nontender  nodules.  These  lesions  represent  gran- 
ulomatous reactions  and  are  not  associated  with 
lymphadenopathy.  The  nodules  may  ulcerate  or  sup- 
purate, but  generally  the  condition  persists  as  a 
chronic  low-grade  infection  unless  treated.  Adminis- 
tration of  oral  iodides,  most  frequently  as  a super- 
saturated solution  of  potassium  iodide  (SSKI), 
usually  results  in  rapid  resolution  of  the  ulcers.  In 
adults,  SSKI  may  be  given  as  5 to  15  drops  in  water  or 
milk  three  times  daily,  increasing  gradually  to  30  to 
40  drops  three  times  daily;  treatment  should  be  con- 
tinued one  month  beyond  apparent  resolution  of  the 
lesions.  If  gastrointestinal  intolerance  occurs,  the 
drug  may  be  stopped  for  several  days  and  then  re- 
sumed at  a lower  dosage.  As  an  alternative  to  iodide 
therapy,  cutaneous  lesions  on  extremities  may  be 
treated  with  local  heat,  for  example,  by  immersion  in 
hot  water  for  30  minutes  three  times  daily.' 

Extracutaneous  sporotrichosis  is  rare  with  osteo- 
articular,  ocular,  or  central  nervous  system  involve- 
ment following  either  direct  inoculation  of  the  organ- 
ism or  hematogenous  spread  from  a localized  infec- 
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tion.2  Pulmonary  involvement  has  been  reported  and 
mimics  other  granulomatous  diseases  such  as  tuber- 
culosis or  histoplasmosis;3  inhalation  of  the  spores, 
usually  from  contaminated  sphagnum  moss,  is  the 
likely  route  of  exposure.  Extracutaneous  sporotri- 
chosis is  treated  with  intravenous  amphotericin  B. 
The  outcome  depends  upon  the  extent  of  the  infec- 
tion; fatalities  are  uncommon. 

In  February  1981  the  Wisconsin  Division  of  Health 
investigated  an  outbreak  of  lymphocutaneous  sporo- 
trichosis in  southeastern  Wisconsin  occurring  among 
nursery  workers  who  made  evergreen  grave  sprays;4 
this  investigation  stimulated  a review  of  laboratory- 
confirmed  cases  of  sporotrichosis  that  occurred  in  the 
state  over  the  previous  ten  years. 

MATERIALS  AND  METHODS.  The  authors  reviewed 
the  records  of  fungal  cultures  submitted  to  the 
Mycology  Laboratory,  Wisconsin  State  Laboratory 
of  Hygeine  (SLH)  by  physicians  and  hospital  labora- 
tories throughout  the  state;  31  reports  positive  for 
S.  schenkii  were  found  for  the  period  from  January 
1 , 197 1 to  December  3 1 , 1980.  At  the  SLH  S.  schenkii 
were  identified  by  culturing  the  mycelial  phase  on 
Sabouraud’s  dextrose  agar;  conversion  of  S.  schenkii 
to  the  yeast  phase  was  confirmed  in  a brain/ heart 
infusion  agar. 

The  physicians  for  each  patient  were  contacted  and 
27  of  the  patients  were  interviewed  by  telephone. 
Clinic  or  hospital  records  were  obtained  for  the  30 
cases  that  were  included  in  the  analyses.  Information 
obtained  on  each  patient  included  name,  age,  sex, 
occupation,  hobbies,  contact  with  thorns,  needles,  or 
sphagnum  moss,  clinical  presentation,  diagnostic 
tests,  mode  of  treatment  and  dates  of  the  onset  of  the 
lesion,  physician  visits,  hospitalization,  and  resolu- 
tion of  illness.  Dates  of  illness  onset  and  resolutions 
were  obtained  from  the  medical  records  when  avail- 
able; and  if  not  noted,  the  dates  were  based  on  the 
patient’s  recall. 

RESULTS.  Culture  reports  positive  for  5.  schenkii 
were  received  for  each  of  the  ten  years  reviewed;  a 
maximum  of  seven  cases  was  reported  for  1971 . In  25 
cases  where  the  month  of  onset  of  the  cutaneous 
lesion  was  known,  15  (60%)  of  the  cases  had  onsets 
during  April-June  and  eight  (32%)  had  onsets  during 
October-December.  The  patients  ranged  in  age  from 
12  to  80  years  with  a mean  age  of  42.3.  Nineteen 
(61%)  of  the  31  cases  occurred  among  males. 

In  29  patients  where  the  location  of  the  cutaneous 
lesion  was  known,  24  (83%)  had  lesions  on  upper  ex- 
tremities, four  (14%)  on  lower  extremities,  and  one 
on  the  abdomen.  In  24  patients  with  illness  that  could 
be  clinically  categorized,  17  (71%)  had  nodular 
lymphangitis,  four  (17%)  had  localized  cutaneous 
ulcers,  two  (8%)  had  ulcerative  lymphangitis,  and 
one  had  pulmonary  sporotrichosis.  The  physician’s 
diagnosis  of  sporotrichosis  was  based  on  clinical  in- 
formation alone  prior  to  receiving  the  culture  results 
in  17  (63%)  of  27  cases. 


Information  on  occupation  was  available  for  29 
patients;  13  (45%)  were  employed  in  occupations 
known  to  be  at  higher  risk  for  acquiring  sporotricho- 
sis that  included  nursery  workers  (seven  patients), 
farmers  (four  patients),  and  sphagnum  moss  packers 
(two  patients).  Of  28  patients  providing  information 
on  their  hobbies,  16  (57%)  were  active  in  home  gar- 
dening or  landscaping.  In  addition,  13  (46%)  of  the 
28  patients  noted  recent  exposure  to  needles,  thorns 
or  wood  slivers,  and  19  (70%)  of  27  patients  had  had 
recent  contact  with  sphagnum  moss.  In  all,  25  (86%) 
of  29  patients  had  histories  of  vocational  or  avoca- 
tional  exposures  to  organic  material  that  are  known 
to  place  them  at  a higher  risk  for  acquiring  sporotri- 
chosis. 

Among  25  patients  with  known  dates  of  onset  of 
the  initial  cutaneous  lesions,  the  mean  time  between 
patient  recognition  of  the  lesion  and  the  first  physi- 
cian visit  was  31  days  (range:  1-240  days).  A mean  of 
35  days  (range:  0-225  days)  elapsed  between  the  first 
physician  visit  and  the  correct  diagnosis.  In  23  pa- 
tients a mean  of  90  days  (range:  21-340  days)  elapsed 
between  the  date  of  correct  diagnosis  to  the  date  of 
complete  resolution  of  illness  as  determined  by  the 
patient  or  physician.  Nine  (31%)  of  29  patients  were 
hospitalized  with  an  average  stay  of  1 1 days  (range: 
1-19  days). 

Information  on  therapy  was  available  for  26  pa- 
tients; 25  (96%)  were  treated  with  oral  iodides,  24 
were  also  initially  or  concurrently  treated  with  anti- 
biotics, and  five  had  lesions  incised  and  drained.  The 
only  patient  not  treated  with  iodides  was  a 20-year- 
old  pregnant  woman  who  was  successfully  treated 
with  moist  heat  applied  directly  to  the  lesion  for  30 
minutes,  three  times  a day  for  four  to  six  weeks.  The 
single  case  of  extracutaneous  sporotrichosis  in  this 
case  series  involved  a 38-year-old  man  with  pulmon- 
ary involvement,  originally  diagnosed  as  having  had 
tuberculosis.5  Sputum  cultures  grew  S.  schenkii  that 
later  was  also  isolated  from  sphagnum  moss  that  he 
had  used  in  fish  worm  bedding.  He  was  successfully 
treated  with  a super-saturated  solution  of  potassium 
iodide  (SSKI),  a regimen  that  has  previously  been  re- 
ported to  be  ineffective  in  pulmonary  sporotrichosis.3 

DISCUSSION.  Sporotrichosis  is  not  a reportable  dis- 
ease in  Wisconsin,  thus  an  accurate  estimate  of  inci- 
dence is  not  available  and  the  extent  of  under-report- 
ing is  unknown.  One-third  of  the  hospital  laborator- 
ies in  the  state  have  the  capability  to  culture  for 
sporotrichum;  usually  S.  schenkii  isolates  made  in 
these  hospitals  are  not  sent  on  to  the  SLH  for  further 
reference  testing.  In  addition,  it  is  likely  that  many 
cases  are  diagnosed  on  clinical  grounds  alone,  es- 
pecially in  east-central  Wisconsin  where  the  disease 
is  endemic. 

In  this  series  all  but  one  of  the  patients  had  illness 
limited  to  cutaneous  sporotrichosis;  of  these,  82  per- 
cent had  demonstrable  lymphatic  spread,  a rate 
similar  to  that  found  in  other  series.'  All  but  one  of 
these  patients  were  eventually  treated  with  oral  iodides 
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and  all  improved.  Unfortunately,  delay  in  seeking 
medical  help,  physician  misdiagnosis,  and  unneces- 
sary surgical  and  antibiotic  treatment  often  substan- 
tially prolong  the  illness.6  No  attempt  was  made  to 
estimate  the  total  cost  to  each  patient  in  terms  of 
medical  expenses  and  work  days  lost;  however,  31 
percent  of  the  patients  were  hospitalized  for  a total  of 
98  days;  and  among  17  individuals  not  hospitalized, 
the  mean  number  of  clinic  visits  and  consultations 
was  4.6  (range  1-10). 

Sporotrichosis  most  commonly  occurs  among 
nursery  workers,  florists,  home  gardeners  or  farmers; 
however,  anyone  exposed  to  the  fungus  may  become 
infected.  All  but  four  of  the  patients  in  this  series 
reported  exposure  to  a known  risk  factor;  contact 
with  sphagnum  moss  was  especially  prevalent. 
Sphagnum  moss  is  grown  in  the  upper  Mississippi 
River  valley  and  is  used  in  nursery  and  horticulturally 
related  industries  to  make  decorations,  propagate 
seeds,  and  pack  roots.  Nationwide,  Wisconsin  is  one 
of  the  largest  producers  of  sphagnum  moss,  and  a 
variety  of  outbreaks  of  sporotrichosis  have  been 
associated  with  sphagnum  moss  traced  to  production 
plants  in  Wisconsin.7  8’9  The  peak  occurrence  of 
sporotrichosis  in  the  spring  and  fall  and  the  high  rate 
of  skin  lesions  on  an  upper  extremity  among  the  cases 
reported  here  probably  coincides  with  the  use  of 
sphagnum  moss  in  planting  and  gardening  activities. 
Most  of  the  31  cases  were  sporadic;  however,  four  of 
the  culture-confirmed  cases  were  associated  with  a 
nursery-related  outbreak  that  involved  seven  workers 
in  southwestern  Wisconsin  in  1971.  A smaller  non- 
culture-confirmed outbreak  involving  three  employ- 
ees occurred  at  the  same  nursery  in  1976. 

Wearing  gloves  and  protective  clothing  is  a useful 
preventive  measure  for  persons  in  high-risk  occupa- 
tions and  for  individuals  involved  in  gardening  and 
planting,  especially  when  handling  sphagnum  moss.4 
Investigation  of  contacts  is  not  profitable  as  person- 
to-person  transmission  does  not  occur;  however,  pur- 
suit of  additional  cases  through  questioning  is  of 
value  and  may  help  to  identify  an  outbreak  of  sporo- 


trichosis and  a potential  source  of  S.  schenkii.  If  the 
source  of  fungi  can  be  identified,  concurrent  disinfec- 
tion of  the  local  environment  (work  area,  barn)  may 
be  attempted  with  a fungicide10  and  the  contaminated 
material  disposed  of  by  incineration11  or  burial.8 

CONCLUSION.  Sporotrichosis  should  be  considered 
and  treatment  with  iodides  initiated  in  patients  with  a 
chronic,  nonhealing  ulcer  especially  when  associated 
with  ascending  nodular  lymphangitis.  These  patients 
should  be  questioned  about  occupation,  hobbies,  and 
exposure  to  thorns,  needles,  or  sphagnum  moss;  and 
cultures  of  the  lesions  should  be  obtained,  especially 
if  the  diagnosis  remains  in  doubt.  In  Wisconsin, 
material  for  primary  fungal  culture  or  reference  sub- 
culture can  be  sent  to  the  Mycology  Laboratory,  Wis- 
consin State  Laboratory  of  Hygiene. 
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ABSTRACT 

Intraoperative  biliary  endoscopy:  Mandatory  for  all  common  duct  operations? 


STEVEN  K KAPPES,  MD;  MARK  B ADAMS,  MD;  and  STUART 
D WILSON,  MD,  Depts  of  Surgery,  Medical  College  of  Wisconsin, 
Milwaukee  County  Medical  Complex,  and  Wood  Veterans  Administration 
Hospital,  Milwaukee;  Arch  Surg  1 17:603-607  (May)  1982 

The  authors  examined  the  incidence  of  “missed” 
biliary  calculi  in  a teaching  center  where  intraopera- 
tive biliary  endoscopy  is  performed  routinely. 
During  a six-year  period  1280  procedures  were  per- 
formed for  benign  biliary  disease.  Two  hundred  and 
eight  patients  (16%)  underwent  common  duct  ex- 
plorations with  choledocholithiasis  discovered  in  152 
patients  (73%).  Choledochoscopy,  using  a rigid 
endoscope  equipped  with  the  Hopkins  rod-lens 


system,  was  performed  in  148  patients.  When  the 
scope  was  used,  missed  stones  were  seen  on  a follow- 
up T-tube  cholangiogram  in  only  2.3%  of  the  pa- 
tients undergoing  choledocholithotomy.  More  than 
90%  of  the  procedures  were  performed  by  super- 
vised resident  surgeons  who  had  had  no  specialized 
training  in  biliary  endoscopy.  The  incidence  of  re- 
tained stones  after  choledocholithotomy  and  chole- 
dochoscopy was  lower  than  those  of  other  reported 
series  in  which  the  choledochoscope  was  not  used. 
The  authors  recommend  routine  use  of  intraop- 
erative biliary  endoscopy  in  all  patients  who  undergo 
common  duct  exploration.  ■ 
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CONTROLLED  SUBSTANCES  BOARD 


DRUG  ABUSE  ALERT 

The  use  of  “Ts  and  Blues,”  an  injected  combina- 
tion of  Talwin  (pentazocine)  and  PBZ  (tripelen- 
namine),  has  constituted  one  of  the  state’s  most 
serious  drug  abuse  epidemics.  Illicit  availability  and 
abuse  of  pentazocine  are  now  decreasing  due  to  en- 
forcement and  regulatory  actions,  including  move- 
ment of  pentazocine  from  Schedule  III  to  Schedule 
II  of  the  state  Controlled  Substances  Act. 

More  recently,  the  manufacturer  has  discontinued 
production  of  Talwin  for  the  US  market  and  is 
introducing  Talwin-Nx,  a reformulation  containing 
50  mg  of  pentazocine  in  combination  with  0.5  mg  of 
the  narcotic  antagonist  naloxone.  Talwin-Nx,  a 
Schedule  IV  substance  federally,  will  be  a Schedule 
II  substance  in  Wisconsin.  If  the  introduction  of 
Talwin-Nx  frustrates  abuse,  the  Controlled  Sub- 
stances Board  will  consider  lower  scheduling. 

According  to  the  manufacturer,  the  addition  of 
naloxone  will  not  alter  the  analgesic  action  of  oral 
pentazocine.  If  Talwin-Nx  is  injected,  however,  the 
naloxone  should  inhibit  the  effects  of  pentazocine, 
and  precipitate  withdrawal  symptoms  in  an  indiv- 
idual who  is  physically  dependent  on  pentazocine,  or 
narcotics  such  as  morphine  or  heroin.  The  following 
warning  appears  in  the  labeling: 

Talwin®  -NX,V  is  intended  for  oral  use 
only.  Severe,  potentially  lethal  reactions 
may  result  from  misuse  of  Talwin-Nx  by 
injection  either  alone  or  in  combination 
with  other  substances. 

If  Talwin-Nx  curtails  parenteral  abuse  as  planned, 
users  of  “Ts  and  Blues”  may  return  to  use  of  heroin, 
or  their  demand  for  drugs  may  be  redirected  to  other 
prescription-controlled  substances.  This  redirection 
could  involve  an  increase  in  drug  thefts,  attempts  to 
obtain  prescriptions  for  nonmedical  purposes  from 
practitioners,  theft  of  prescription  pads,  and  for- 
geries. Prescription  pads  are  like  negotiable  currency 
among  drug  abusers  and  should  be  safeguarded  like 
a wallet,  purse,  or  checkbook. 

Anticipated  changes  in  drug  abuse  trends  may 
include  increased  levels  of  abuse  of  other  drugs  such 
as  Percodan,  Dilaudid,  and  a combination  of  co- 
deine preparations  and  Doriden,  called  “loads.” 
The  Controlled  Substances  Board  is  alerting  state 
pharmacists  and  law  enforcement  agencies  in  the 
hope  of  minimizing  or  preventing  the  development 
of  serious  new  trends,  and  is  alerting  Poison  Centers 
for  your  information  and  awareness.  If  you  should 
observe  changes  in  drug  abuse  patterns  or  become 
aware  of  attempts  to  abuse  Talwin-Nx,  please  con- 
tact the  Controlled  Substances  Board:  608/266- 
7586  or  267-7704.  ■ 


Diaphragmatic  defects 
with  gastric  volvulus 
in  the  neonate 

Robert  J Starshak,  MD  and  John  R Sty,  MD 

Milwaukee,  Wisconsin 


ABSTRACT.  Two  cases  of  gastric  volvulus  in  the  neo- 
natal period  are  reported.  The  first  was  of  the  organoaxial 
variety  and  was  associated  with  a large  congenital  hiatal 
hernia.  The  second  was  mesenteroaxial  and  was  associ- 
ated with  a left  pleuroperitoneal  diaphragmatic  hernia. 
The  anatomy  of  normal  gastric  fixation  is  described  and 
the  radiographic  features  which  distinguish  the  types 
are  emphasized. 

Volvulus  of  the  stomach  is  uncommon  in  child- 
hood and  decidedly  rare  in  the  newborn  period.'-2 
The  great  majority  of  cases  occur  in  adults. 

In  order  for  the  stomach  to  be  prone  to  volvulus, 
deficient  fixation  of  the  gastric  mesentery  is  re- 
quired. There  are  two  types  of  gastric  volvulus  which 
differ  in  the  axis  about  which  the  stomach  rotates. 
In  mesenteroaxial  volvulus  where  the  stomach  ro- 
tates about  its  mesentery,  the  antrum  comes  to  lie 
anterior  and  superior  with  respect  to  the  fundus.  In 
organoaxial  volvulus  where  the  stomach  rotates 
about  its  long  axis,  the  greater  curvature  comes  to 
lie  superior  to  the  lesser  curvature. 

This  is  a report  of  two  neonates  with  gastric  volvu- 
lus. The  first  had  a large  congenital  hiatal  hernia  and 
organoaxial  volvulus.  The  second  had  a left  dia- 
phragmatic hernia  and  mesenteroaxial  volvulus. 

CASE  REPORTS.  Case  1 — The  patient,  a product  of 
a full-term  pregnancy,  had  a birth  weight  of  2820  g. 
He  did  well  until  20  hours  of  age  when  he  developed 
seizures  due  to  hypoglycemia.  Initially  he  fed  well 
but  he  subsequently  developed  regurgitation.  By  five 
days  of  age  he  was  vomiting  after  every  feeding. 

A chest  radiograph  obtained  on  the  fifth  day  of 
life  revealed  a mass-like  density  in  the  lower  chest  on 
the  right  side.  A barium  examination  of  the  upper 
gastrointestinal  tract  demonstrated  that  this  density 
was  caused  by  an  organoaxial  gastric  volvulus  with 
the  stomach  herniated  into  the  right  side  of  the  chest. 
There  was  obstruction  at  the  duodenum  (Fig  1). 


Publication  support  provided.  Reprint  requests  to:  Robert  J Star- 
shak, MD,  Milwaukee  Children’s  Hospital,  1700  West  Wisconsin  Ave, 
PO  Box  1997,  Milwaukee,  Wis  53201  (phone:  414/931-1010).  Copyright 
1983  by  the  State  Medical  Society  of  Wisconsin. 
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FIGURE  1 (A)— Supine  radiograph  of  the  upper  abdomen. 
Barium  has  been  injected  through  a nasogastric  tube  into 
the  stomach  which  lies  in  the  right  side  of  the  chest.  There 
is  barium  in  the  colon  from  a previous  barium  enema  per- 
formed to  exclude  malrotation. 


FIGURE  1 (B)— Right  lateral  radiograph.  The  fundus  lies 
posterior  and  the  antrum  anterior.  The  greater  and  lesser 
curvatures  are  inverted. 


FIGURE  1(C) — Spot  radiograph  of  the  right  upper  quadrant.  There  is  obstruction  at  the  duodenal  bulb  (arrow). 


FIGURE  2 (A)  (B)— Frontal  and  lateral  chest  radiographs. 
There  is  a large  left  diaphragmatic  defect  with  displace- 
ment of  the  mediastinum  to  the  right.  The  eventration 
contains  a large  air-filled  viscus. 


FIGURE  2 (C)— Lateral  chest  radiograph  following  oral 
administration  of  barium.  The  gastroesophageal  junc- 
tion is  in  normal  location.  The  fundus  is  posterior  and 
the  antrum  anterior.  There  is  obstruction  of  the  distal 
antrum  due  to  a twist  (arrow). 

He  was  taken  to  the  operating  room  where  or- 
ganoaxial  volvulus  of  the  stomach  was  confirmed 
with  the  stomach  herniating  through  a large  congeni- 
tal hiatal  hernia.  The  stomach  was  returned  to  the 
abdomen  and  was  fixed  to  the  prevertebral  fascia. 
The  defect  in  the  esophageal  hiatus  was  repaired, 
and  an  anterior  gastrostomy  was  created. 

Intraabdominal  bleeding  developed  two  days 
later  requiring  reexploration.  Bleeding  sites  were 
oversewn,  but  the  spleen  had  to  be  removed  because 
of  continued  bleeding.  The  patient  recovered  from 
this  operation  only  to  succumb  from  sepsis  at  six 
months  of  age. 

Case  2 — This  infant  was  born  at  term.  Her  birth 
weight  was  4090  g.  She  was  tachypneic  following  de- 
livery with  increasing  respiratory  distress  during  the 
first  hour  of  life. 

A chest  radiograph  showed  a large  cystic  structure 
in  the  left  hemithorax  with  displacement  of  the  me- 
diastinum to  the  right.  A barium  examination  in- 
dicated that  the  cystic  thoracic  structure  was  the 
stomach  which  had  undergone  mesenteroaxial  vol- 
vulus (Fig  2). 
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The  stomach  was  immediately  decompressed  with 
nasogastric  suction  and  the  child  was  taken  to  sur- 
gery nine  hours  after  birth.  A mesenteroaxial  volvu- 
lus of  the  stomach  was  confirmed.  The  stomach  had 
herniated  through  a left-sided  pleuroperitoneal 
diaphragmatic  defect.  The  stomach  was  returned  to 
the  abdomen,  and  the  defect  in  the  diaphragm  was 
closed.  An  anterior  gastrostomy  was  created.  Fol- 
lowing surgery  the  child  fully  recovered  and  has 
done  well. 


DISCUSSION.  The  stomach  is  securely  suspended 
by  four  ligaments:  the  gastrohepatic,  gastrophrenic, 
gastrosplenic,  and  gastrocolic.  Cephalically,  the 
stomach  is  attached  at  the  diaphragm  by  the  gastro- 
phrenic ligament  and  caudally  by  the  retroperitoneal 
attachments  of  the  second  portion  of  the  duo- 
denum. Because  of  these  attachments,  the  normal 
stomach  will  not  undergo  volvulus.  If  the  gastric  lig- 
aments are  completely  or  partially  absent  or  redun- 
dant, the  stomach  becomes  abnormally  mobile  and 
volvulus  can  occur. 

Two  types  of  gastric  volvulus  are  recognized.  In 
mesenteroaxial  volvulus  the  axis  of  torsion  is  per- 
pendicular to  the  long  axis  of  the  stomach.  This 
results  in  the  pylorus  becoming  anterior  and  superior 
while  the  fundus  becomes  posterior  and  inferior  in 
location.  Obstruction  can  occur  at  points  of  fixation; 
ie,  the  pylorus  or  gastroesophageal  junction.  In  or- 
ganoaxial  volvulus  the  rotation  is  around  the  axis 
joining  the  pylorus  and  the  gastroesophageal  junc- 
tion. As  a result  of  such  rotation,  the  greater  curva- 
ture comes  to  lie  superior  to  the  lesser  curvature. 

There  is  a high  incidence  of  defects  in  the  dia- 
phragm among  cases  reported  in  the  neonatal  pe- 
riod. This  suggests  that  rearrangement  of  the  ab- 
dominal viscera  during  organogenesis,  in  the  pre- 
sence of  a diaphragmatic  hernia,  either  hiatal  or 
pleuroperitoneal,  creates  an  environment  which  is 
conducive  to  volvulus  of  the  stomach.  The  abnormal 
location  of  the  fetal  stomach  in  some  cases  with 
diaphragmatic  defects  may  also  cause  deficient  de- 
velopment of  the  gastric  ligaments.2 

Clinically,  infants  with  acute  gastric  volvulus 
present  with  signs  of  high  intestinal  obstruction. 
Vomiting  which  becomes  progessively  more  severe 
occurs  shortly  after  feedings.  Rarely,  the  gastro- 
esophageal junction  is  obstructed.  If  this  occurs,  the 
infant  will  retch  but  will  be  unable  to  vomit.  It  will 
be  impossible  to  pass  a tube  into  the  stomach. 

Radiography  is  diagnostic  of  gastric  volvulus  and 
can  discriminate  between  the  two  types.  In  mesen- 
teroaxial volvulus  plain  radiographs  will  show  a 
dilated  stomach  and  may  show  a beak-like  deform- 
ity caused  by  the  distal  gastric  twist.  Upright  films 
may  show  two  fluid  levels  in  the  stomach,  one  in  the 
body  and  a second  in  the  antrum.  There  is  usually  a 
left-sided  diaphragmatic  defect  or  eventration  with 
contralateral  displacement  of  the  mediastinum. 
Contrast  studies  of  the  upper  gastrointestinal  tract 
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confirm  the  diagnosis  of  mesenteroaxial  volvulus  if 
the  gastroesophageal  junction  is  found  in  normal  lo- 
cation and  the  stomach  is  in  an  inverted  position. 
There  is  obstruction,  usually  complete,  at  the  distal 
antrum. 

In  organoaxial  volvulus  the  defect  is  in  the 
central  tendon  of  the  diaphragm  which  results  in  a 
lateral  esophageal  hiatus.  Because  of  this  the  stom- 
ach herniates  and  rotates  into  the  right  side  of  the 
chest.  The  mediastinum  is  not  displaced.  Contrast 
studies  show  the  gastroesophageal  junction  to  lie 
lower  than  normal,  and  the  greater  and  lesser  curva- 
tures are  inverted.  Obstruction,  if  present,  occurs 
in  the  distal  antrum  or  at  the  pylorus.3 

Complications  of  acute  gastric  volvulus  are  more 
common  in  the  mesenteroaxial  type  because  of  the 
potential  for  vascular  compromise.  This  may  lead  to 
gastric  necrosis,  perforation,  and  peritonitis.4  5 

The  treatment  of  acute  mesenteroaxial  volvulus 
is  immediate  surgery.  After  the  volvulus  is  reduced 
and  gastric  viability  is  assured,  the  defect  in  the 
diaphragm  is  repaired.  In  infants,  an  anterior  gas- 
trostomy is  created.  This  decompresses  the  stomach 
and  provides  a locus  of  anterior  gastric  fixation. 

Since  vascular  compromise  is  less  a problem  in 
organoaxial  volvulus,  the  repair  of  this  defect  is  less 
urgent.  The  stomach  is  returned  to  the  abdomen 
and  the  defect  in  the  esophageal  hiatus  is  repaired. 
A gastrostomy  should  be  created. 
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Timing  of  kidney  transplantation  in  juvenile 
diabetic  patients  with  end-stage  renal  failure 

Hans  W Sollinger,  MD;  Neal  R Glass,  MD;  Doug  T Miller,  BS; 

Judith  L Blank,  BS,  MT;  Folkert  0 Belzer,  MD,  Madison,  Wisconsin 


Renal  failure  secondary  to  juvenile  onset  diabetes 
has  become  the  second  most  common  indication 
after  glomerulonephritis  for  kidney  transplantation 
at  the  University  of  Wisconsin  Hospital.  This  is  a 
relatively  recent  phenomenon  as  no  kidney  trans- 
plants were  performed  in  diabetics  at  our  institu- 
tion prior  to  1975,  and  the  1974  edition  of  Schwartz’ 
Textbook  of  Surgery  lists  juvenile  onset  diabetes  as 
one  of  the  contraindications  to  transplantation. 
However,  with  increasing  success  in  kidney  trans- 
plantation and  improved  methods  of  immunosup- 
pression, more  juvenile  onset  diabetics  are  currently 
receiving  renal  transplants. 

A question  that  remains  to  be  resolved  is  the  iden- 
tification of  the  time  point  at  which  kidney  trans- 
plantation should  be  recommended  to  a juvenile 
diabetic  with  end-stage  renal  failure.  Our  experience 
has  shown  that  many  diabetics  benefit  from  early 
transplantation,  usually  before  dialysis  support  is 
required. 

To  confirm  our  clinical  impression,  we  conducted 
a study  reviewing  all  patients  receiving  renal  trans- 
plants at  our  institution  since  1975. 

From  January  1975  to  October  15,  1982,  167  renal 
transplants  were  performed  at  the  University  of 
Wisconsin  Hospital  on  juvenile  onset  diabetic  pa- 
tients. Sixty-one  of  the  kidneys  were  from  living, 
related  donors  and  106  were  from  cadaver  donors. 
Ten  of  the  cadaver  transplants  were  second  trans- 
plants. 

To  understand  the  magnitude  of  the  problems  that 
are  encountered  in  the  juvenile  onset  diabetic  who 
has  to  be  treated  by  chronic  dialysis,  we  reviewed  the 
outcome  of  172  patients  in  Wisconsin  for  the  same 
period  (1975-1982)  who  never  received  transplants 
(Fig  1).  The  average  age  in  this  group  of  patients 
was  42.3  years  compared  to  34.2  years  in  the  group 
receiving  transplants.  Of  172  diabetic  patients  on 
chronic  dialysis,  only  19  were  alive  after  three  years. 
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FIGURE  1—  Survival  of  172  Wisconsin  diabetic  dialysis 
patients  who  never  received  transplants. 


FIGURE  2— Actuarial  patient  survival  for  diabetic  pa- 
tients with  a functioning  kidney  transplant.  (Slumber  at 
each  time  point  refers  to  patients  at  risk.) 
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FIGURE  3 — Survival  of  34  Wisconsin  diabetic  patients 
with  end-stage  renal  failure  and  a failed  kidney  trans- 
plant. 


There  is  no  question  that  improved  methods  of 
hemodialysis  and  peritoneal  dialysis  will  result  in  im- 
proved patient  survival  in  the  future,  but  even  very 
recent  data  from  European  centers  show  that  the 
survival  of  juvenile  diabetics  on  hemodialysis  is 
less  than  30%  after  three  years.1  By  contrast,  dia- 
betics receiving  a kidney  transplant  either  from  a 
living,  related  donor  or  a cadaveric  donor  show  an 
80%  survival  rate  after  three  years  at  our  institution 
if  the  transplant  continues  to  function  (Fig  2).  Graft 
survival  at  three  years  for  recipients  of  kidneys  from 
living,  related  donors  is  86%,  and  for  recipients  of 
cadaveric  kidneys,  41  %. 


In  an  attempt  to  rule  out  that  the  favorable  re- 
sults obtained  with  transplantation  were  due  to  pa- 
tient selection,  we  looked  at  patient  survival  in  pa- 
tients who  received  a cadaver  kidney  transplant  and 
had  to  return  to  dialysis  because  of  rejection  (Fig  3). 
In  this  patient  group  survival  at  24  months  was  sim- 
ilar to  the  group  of  patients  who  never  received 
transplants,  indicating  that  patients  selected  for 
transplantation  were  not  a more  favorable  group 
than  patients  who  never  received  transplants.  These 
numbers  also  show  that  it  is  indeed  a well-function- 
ing kidney  that  contributes  to  improved  survival  in 
these  patients.  As  it  was  our  clinical  impression  that 
diabetics  who  were  on  dialysis  show  a much  more 
rapid  deterioration  in  eyesight  and  develop  neuro- 
pathy, we  correlated  the  rate  of  rehabilitation  with 
the  time  on  dialysis.  We  found  a significant  differ- 
ence in  rehabilitation  (defined  as  being  able  to  per- 
form at  the  same  capacity  as  before  the  occurrence 
of  renal  failure)  between  patients  who  were  never  on 
dialysis  or  who  were  treated  with  dialysis  for  less 
than  six  months  as  compared  to  longer  dialysis  time. 
The  rehabilitation  rate  of  patients  who  were  treated 
with  dialysis  for  more  than  six  months  was  40% 
while  patients  who  were  never  on  dialysis  or  those 
who  were  for  less  than  six  months  was  84%.  We 
concluded  from  these  data  that  dialysis  contributes 
to  a significant  acceleration  of  secondary  diabetic 
complications;  thus,  prolonged  dialysis  in  a diabetic 
patient  should  be  avoided  if  the  patient  is  a candidate 
for  renal  transplantation. 

To  evaluate  post-transplantation  quality  of  life, 
we  sent  questionnaires  to  all  our  surviving  patients 
with  a functioning  transplant.  The  results  are  sum- 
marized in  Figure  4.  As  can  be  seen  from  the  table, 
there  was  significant  improvement  in  gastrointestinal 
problems  such  as  nausea  and  periodic  vomiting. 
Fifty-eight  percent  of  graft  recipients  in  the  living, 
related  group  and  31%  in  the  cadaveric  group 
showed  improvement  in  eyesight.  Seventy-nine  per- 


WISCONSIN  MEDICAL  JOURNAL,  MARCH  1983:  VOL.  82 


33 


DIABETIC  QUALITY  OF  LIFE  QUESTIONNAIRE 


1 Do  you  have  any  problems  urinating? 

If  abnormal,  do  you  require 

2 Do  you  have  any  problems  eating? 

If  yes,  do  you  have 

3 Do  you  have  any  problems  with 
bowel  movements7 

If  yes,  please  comment  

do  you  require  regular  enemas 

4 Your  eyesight  is 

Has  your  eyesight  improved  since  transplant? 
Drive  since  transplant? 

5 Please  characterize  your  ability  to  walk? 

Have  you  required  an  amputation? 

If  yes,  type 

6 Are  you  working? 

If  yes 

If  housewife 

7 Do  you  have  satisfactory  sexual  function? 

If  no,  please  comment 

8 Has  life  been  improved  since  transplantation? 


LRD(%)  CD  (%) 

Pre  Post  Pre  Post- 

transplant transplant  transplant  transplant 


normal  100 
abnormal  UO  I 
permanent  catheter  Q 

intermittant  catheter  0 

other  0 

yes  100 

no  0 
nausea  92 
periodic  vomiting  96 
other  2 


3E 

982 


96 


J= 

T50 

dt 


yes  0 0 12  0 

no  100  100  ^6  100 


absent  8 
poor  46 
average  25 
good  21 
yes 
no  chg 
yes 
no 

no  problems  79 
only  with  crutches,  etc  13 
not  able  to  walk  8 
yes  0 
no  100 
above  knee  Q 

below  knee  0 

other  0 


full  time  33 

part  time  16 

full  activity  13 

part  activity  4 


4 Jk  ^3 

± ± ± 
111 
± ± 
± zfc  ± 

± =H=  dt 


FIGURE  4— Summary  of  a questionnaire  sent  to  ail  diabetic  patients  who  received  transplants 
at  the  University  of  Wisconsin  Hospital  in  Madison. 


cent  of  recipients  in  the  living,  related  group  and 
35%  in  the  cadaveric  group  are  employed.  Overall, 
100%  of  the  patients  with  living,  related  grafts  and 
77%  of  the  recipients  of  cadaveric  kidneys  stated 
that  their  quality  of  life  had  improved  since  trans- 
plantation. All  of  the  patients  in  the  remaining  23% 
who  did  not  think  the  quality  of  life  had  improved 
are  patients  who  required  amputations  for  peripheral 
vascular  disease. 

In  conclusion,  kidney  transplantation  in  diabetic 
patients  with  end-stage  renal  disease  does  not  only 
prolong  life  but  also  improves  the  quality  of  life  in 
the  majority  of  patients.  As  indicated  by  the  rate  of 
rehabilitation  and  by  our  clinical  observations, 
kidney  transplantation  should  be  performed  early. 
We  now  recommend  that  diabetics  with  rising  creati- 
nine values  should  be  seen  early  by  a nephrologist 
and  a transplant  surgeon.  Whenever  possible,  ar- 
rangements to  identify  a living,  related  donor  should 
be  made  when  serum  creatinine  ranges  between  3 
and  5 mg%.  If  no  living,  related  donor  is  available, 
the  patient  should  be  placed  early  on  the  cadaveric 
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waiting  list,  especially  patients  who  have  blood 
group  O as  the  time  to  find  a suitable  donor  might 
be  prolonged. 

With  improved  immunosuppression  and  particu- 
larly with  the  introduction  of  cyclosporin  A,  cada- 
veric graft  survival  can  be  expected  in  the  near  future 
to  be  as  high  as  80%.  Graft  survival  of  living,  related 
kidneys  has  already  reached  the  85%  to  95%  mark; 
and  more  recently,  graft  survival  of  cadaver  kidneys 
in  diabetics  transplanted  at  the  University  of  Wis- 
consin Hospital  during  January  1981  through  Oc- 
tober 1982  is  65%  at  one  year.  At  this  time  we  feel 
that  it  is  mandatory  that  diabetic  patients  be  identi- 
fied in  the  early  stage  of  renal  failure  and  referred  to 
a nephrologist  and  a transplant  center  in  an  attempt 
to  slow  the  progression  of  secondary  diabetic  dis- 
ease, to  prolong  the  patient’s  life,  and  to  improve  its 
quality. 
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ABSTRACT.  Optometrists,  patients,  and  physicians  all 
tend  to  assume  that  optometric  examinations  result  in 
identification  and  referral  of  patients  who  need  medical 
eye  care.  H e present  a series  of  patients  with  medical  dis- 
orders who  presented  for  ophthalmologic  examination 
after  having  previously  been  examined  by  optometrists. 
These  patients  had  all  presented  with  clear-cut  evidence 
of  the  possibility  of  the  existence  of  a pathological  con- 
dition. In  each  instance  the  optometrist  failed  to  recog- 
nize the  evidence,  under-estimated  its  significance,  or 
chose  to  ignore  it  and  did  not  refer  the  patient  for  exam- 
ination by  an  ophthalmologist.  Some  of  the  possible 
reasons  for  this  are  examined  and  discussed.  Indications 
for  medical  referral  are  listed  and  discussed.  If  the  pri- 
mary care  physician  has  reason  to  suspect  that  a medical 
eye  problem  exists,  the  patient  should  be  referred  to  an 
ophthalmologist.  If  the  patient  is  seen  first  by  an  optome- 
trist, prompt  referral  to  an  appropriate  medical  special- 
ist is  indicated. 

Optometry  and  Ophthalmology  have  been  en- 
gaged in  a series  of  political  confrontations  over  the 
past  several  years.  Optometric  organizations  have 
sponsored  extensive  public  relations  campaigns  por- 
traying the  optometrist  as  the  provider  of  family 
vision  care  or  primary  vision  care.  Recent  political 
efforts  have  led  to  legislation  allowing  optometrists 
to  use  diagnostic  pharmaceutical  agents  (DPAs)  in 
some  states.  Political  pressure  is  currently  being  ap- 
plied to  allow  optometrists  to  use  therapeutic  med- 
ications in  some  areas.  Ophthalmologists,  through 
their  professional  organizations,  have  generally  op- 
posed legislation  expanding  the  scope  of  optometry. 
Politicians  and  other  persons  outside  the  two  pro- 
fessions may  somewhat  cynically  dismiss  this  con- 
troversy as  a “turf  battle.”  From  a medical  point  of 
view,  concentrating  on  the  quality  and  continuity  of 
care,  there  are  serious  issues  involved  in  this  contro- 
versy. This  paper  is  addressed  specifically  to  an 
examination  of  the  ability  and  willingness  of  op- 
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tometrists  to  identify  and  arrange  appropriate  refer- 
ral for  patients  needing  medical  care. 

The  following  case  reports  describe  patients  who 
presented  for  ophthalmologic  examination  with 
medical  disorders  after  having  previously  been 
examined  by  optometrists.  The  patients  were  not  re- 
ferred by  the  optometrists.  These  reports  illustrate 
the  problems  which  we  want  to  bring  to  the  attention 
of  our  medical  colleagues. 

REPORT  OF  CASES.  Case  / — An  88-year-old  man 
came  to  the  Eye  Clinic  stating  that  his  left  eye  had 
been  sore  for  approximately  three  weeks.  He  had 
consulted  an  optometrist  and  had  been  told  that  his 
vision  was  “about  the  same.”  No  explanation  for 
the  soreness  in  his  eye  had  been  given.  Examination 
disclosed  an  intraocular  lens  in  the  eye.  There  were 
white  blood  cells  in  the  anterior  chamber  of  the  eye, 
indicative  of  an  inflammatory  reaction.  Review  of 
previous  records  revealed  that  the  patient  had  been 
treated  for  uveitis  in  the  same  eye  on  one  previous 
occasion.  The  diagnosis  was  uveitis  secondary  to  the 
intraocular  lens. 

Case  2 — A 20-year-old  man  complained  of  irrita- 
tion and  redness  of  the  left  eye  of  two  weeks  du- 
ration. He  had  been  examined  by  an  optometrist 
who  suggested  the  use  of  eyedrops  of  an  unknown 
type.  When  symptoms  persisted,  the  patient  pre- 
sented for  ophthalmologic  examination,  which  dis- 
closed infestation  with  lice.  Symptoms  cleared 
promptly  on  appropriate  medical  treatment. 

Case  3 — A 56-year-old  woman  was  referred  to  the 
Eye  Clinic  by  her  primary  care  physician,  an  intern- 
ist. The  patient  had  been  a diabetic  for  nine  years. 
She  had  been  examined  by  an  optometrist  five 
months  previously  and  had  been  told  that  she  had  a 
“lazy  left  eye”  and  that  this  condition  was  “prob- 
ably from  childhood.”  No  mention  was  made  of 
diabetic  retinopathy.  Examination  revealed  severe 
proliferative  diabetic  retinopathy  in  both  eyes  with 
best  corrected  vision  of  20/25  in  the  right  eye  and 
20/20  in  the  left.  After  evaluation  she  was  referred 
to  the  Medical  College  of  Wisconsin  and  received 
laser  treatment  for  this  condition. 
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Case  4 — A 39-year-old  man  complained  of  dif- 
ficulty with  close  work.  The  patient  had  been  dia- 
betic for  12  years.  He  had  been  examined  by  an  op- 
tometrist one  week  previously  and  had  been  told  that 
his  “eyes  were  fine.”  Examination  disclosed  best 
corrected  vision  of  finger  counting  in  the  right  eye 
and  20/200  in  the  left  eye.  Severe  diabetic  retino- 
pathy was  found  in  both  eyes.  The  optometrist  was 
asked  to  send  a copy  of  his  records.  His  report  in- 
dicated that  “no  change  was  found”  when  the  pa- 
tient was  examined  most  recently.  “His  current  pre- 
scription gives  him  20/60  vision  . . . nothing  out  of 
the  ordinary  has  been  found  during  the  years.” 

Case  5 — An  89-year-old  woman  was  brought  to 
the  ophthalmologist  by  her  son-in-law.  Two  years 
previously  the  vision  suddenly  “went  out”  in  her 
left  eye.  She  was  seen  by  an  optometrist  who  said 
“nothing  could  be  done  about  saving  the  eye.”  He 
did  not  refer  her  to  an  ophthalmologist.  She  was 
seen  a year  later  by  another  optometrist  who  did  not 
suggest  referral  either.  Examination  revealed  a dense 
cataract  in  the  right  eye  with  best  corrected  vision  of 
finger  counting.  In  the  left  eye  she  was  found  to  have 
far  advanced  glaucoma  with  no  light  perception 
remaining. 

Case  6 — A 65-year-old  woman  was  referred  by  an 
otolaryngologist  for  evaluation  of  double  vision.  She 
had  undergone  surgical  removal  of  a malignant 
tumor  from  the  right  maxillary  sinus  six  years  pre- 
viously. She  started  developing  double  vision  ap- 
proximately one  year  previous  to  this  visit,  and  she 
had  been  examined  by  an  optometrist.  Her  glasses 
had  been  modified  several  times.  She  was  being 
treated  with  a prism  correction  in  her  spectacles  in 
an  attempt  to  eliminate  double  vision.  Examination 
revealed  multiple  cranial  nerve  palsies  involving  the 
eye  movements  of  both  eyes  and  decreased  corneal 
sensation  in  the  right  eye. 

Case  7 — A 35-year-old  man  was  seen  in  con- 
sultation for  severe  headaches  and  blurring  of  vision. 
The  patient  had  been  followed  for  18  months  by  an 
optometrist.  Five  prescription  changes  were  made 
and  three  separate  pair  of  spectacle  frames  issued. 
On  the  last  visit  the  patient  was  told  that  he 
“couldn’t  be  helped”  anymore.  No  recommend- 
ation was  made  to  seek  medical  consultation.  The 
patient  sought  his  family  doctor  who  ultimately  re- 
ferred him  to  an  ophthalmologist.  The  patient  had 
florid  papilledema.  He  was  diagnosed  as  having  a 
solid  craniopharyngioma  on  craniotomy.  The  tumor 
mass  protruded  into  the  anterior  brain  stem,  as- 
cended posteriorly  to  the  optic  chiasm  compromising 
the  chiasm,  tracts,  and  the  right  optic  nerve.  The 
tumor  was  not  completely  resectable,  and  it  has  led 
to  total  blindness. 
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Case  8 — A 15-year-old  boy  was  referred  by  his 
pediatrician.  He  complained  of  frontal  headaches 
which  were  aggravated  by.  exercise  and  had  been 
severe  for  approximately  four  to  six  weeks.  He  de- 
scribed episodes  of  transient  loss  of  vision  during  the 
same  period.  An  optometrist  who  evaluated  these 
complaints  prescribed  eyeglasses,  but  did  not  refer 
the  boy  for  ophthalmological  examination.  Exami- 
nation revealed  bilateral  papilledema.  He  under- 
went neurological  examination  and  was  found  to 
have  a medulloblastoma. 

DISCUSSION.  These  patients  were  all  examined  in 
Wisconsin.  Current  Wisconsin  law,  (Chapter  449, 
Wisconsin  Statutes,  section  449.19)  states,  “if  during 
the  course  of  examining  a person,  an  optometrist 
determines  the  possibility  of  the  existence  of  a path- 
ological condition,  the  optometrist  shall  so  advise  the 
person  and  shall  refer  the  person  to  an  appropriate 
medical  specialist  for  further  evaluation.”  A penalty 
provision  is  included  in  this  legislation  which  can  re- 
sult in  license  revocation,  suspension,  or  reprimand 
of  an  optometrist  who  fails  to  comply  with  the  re- 
ferral requirements.  Approximately  50%  of  Wiscon- 
sin optometrists  have  become  certified  to  use  DP  As, 
as  had  at  least  three  of  those  involved  with  the  cases 
reported.  In  none  of  these  cases  would  it  have  been 
necessary  to  dilate  the  pupil  or  measure  intraocular 
pressure  in  order  to  detect  that  an  abnormality  was 
present. 

Each  of  these  patients  had  been  examined  by  one 
or  more  optometrists  and  had  presented  with  clear- 
cut  evidence  of  the  “possibility  of  the  existence  of  a 
pathological  condition.”  The  optometrists  either 
failed  to  recognize  the  evidence,  underestimated  its 
significance,  or  chose  to  ignore  it,  and  did  not  refer 
the  patients  for  examination  by  an  ophthalmologist. 

In  some  instances,  the  optometrist  may  have  felt 
that  responsibility  for  medical  evaluation  and  refer- 
ral rested  with  a physician  involved  in  the  care  of  the 
patient.  Many  of  these  patients  were  being  followed 
by  primary  care  physicians.  An  optometrist  who 
examines  a diabetic  patient  similar  to  the  patient  in 
Case  4 may  assume  that  it  is  the  physician’s  respon- 
sibility to  identify  the  presence  of  diabetic  retino- 
pathy. The  physician,  on  the  other  hand,  may  be 
falsely  reassured  if  the  patient  says  he  has  had  an  eye 
examination  and  the  “eye  doctor”  said  that  his 
“eyes  were  fine.”  In  such  an  instance  the  optom- 
etrist and  the  physician  may  each  assume  that  the 
other  has  examined  the  fundus  for  evidence  of  dia- 
betic retinopathy. 

A recent  study  examined  the  ability  of  physicians 
to  diagnose  proliferative  diabetic  retinopathy  under 
optimal  conditions.  The  diagnosis  was  missed  in 
49%  of  instances  by  a group  of  internists,  diabetolo- 
gists,  and  medical  residents.1  If  the  physician  is  un- 
certain whether  the  patient  has  diabetic  retinopathy, 
the  patient  should  be  referred  to  an  ophthalmologist 
for  evaluation.  The  physician  should  not  be  reas- 
sured by  a “normal”  optometric  examination. 
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Diabetic  retinopathy  is  treatable  by  photocoagu- 
lation, if  recognized  before  extensive  vitreous  hemor- 
rhage occurs.  Optometrists  and  physicians  have  an 
increased  responsibility  to  identify  the  presence  of 
this  complication  before  visual  symptoms  occur,  and 
to  refer  the  patient  promptly  for  appropriate  oph- 
thalmologic evaluation  and  possible  treatment. 

In  some  of  our  cases  it  would  seem  that  the  op- 
tometrist failed  to  recognize  the  significance  of 
symptoms.  When  a patient  with  diplopia  describes 
previous  surgery  for  a malignant  tumor  in  a sinus, 
the  examiner  should  immediately  hear  alarm  bells 
ringing.  Such  a patient  may  have  a long-standing 
ocular  muscle  imbalance  which  has  decompensated 
to  produce  diplopia,  but  this  diagnosis  can  be  ac- 
cepted only  after  recurrence  of  the  tumor  has  been 
ruled  out.  Treatment  of  the  diplopia  with  prism  cor- 
rection without  a careful  search  for  evidence  of 
tumor  extension  indicates  that  the  optometrist  was 
probably  unaware  of  the  possible  significance  of 
this  situation  in  Case  6. 

A patient  who  begins  to  complain  of  severe  head- 
aches aggravated  by  exercise  and  accompanied  by 
transient  obscurations  of  vision  must  be  suspected  of 
having  increased  intracranial  pressure.  Fortunately, 
the  pediatrician  taking  care  of  the  patient  in  Case  8 
was  not  mislead  by  the  “normal”  optometric  exami- 
nation and  did  not  accept  the  need  for  eyeglasses  as 
sufficient  explanation  for  the  boy’s  headaches.  It 
seems  evident,  however,  that  the  optometrist  did  not 
recognize  the  significance  of  the  symptoms  described 
by  the  boy.  A medically  trained  examiner  in  this 
situation  might  well  have  identified  the  presence  of 
papilledema  and  if  not,  may  have  asked  the  boy  to 
return  for  reexamination  a short  time  later. 

It  hardly  seems  possible  that  any  optometrist 
would  deliberately  ignore  the  presence  of  abnormal 
Findings,  unless  he  or  she  believed  that  optometric 
responsibility  was  limited  to  prescription  of  ap- 
propriate refractive  correction.  This  is  certainly  not 
the  view  of  optometric  professional  organizations, 
and  is  not  consistent  with  Wisconsin  statutes.  Op- 
tometrists cannot,  of  course,  be  expected  to  recog- 
nize all  the  diagnostic  possibilities  suggested  by  an 
abnormal  finding,  although  familiarity  with  those 
that  are  particularly  urgent  (such  as  cranial  arteritis 
and  acute  glaucoma)  is  desirable.  What  should  be  ex- 
pected is  acceptance  of  the  responsibility  to  refer 
patients  with  abnormal  findings  and  to  avoid  giving 
false  reassurance. 

This  article  is  not  meant  to  be  a blanket  condem- 
nation or  criticism  of  Optometry.  Well-trained,  con- 
scientious optometrists  recognize  patients  with  po- 
tential medical  eye  problems  and  refer  them 
promptly.  Under  ideal  conditions  this  is  done  with 
telephone  or  mail  communication  between  the  op- 
tometrist and  the  ophthalmologist  and  is  followed  by 
a written  consultation  report  returned  to  the  op- 
tometrist and  sent  to  the  primary  care  physician  if 
appropriate. 


Attempts  to  mandate  optometric  referrals  by  leg- 
islation assume  that  the  optometrist  is  able  to  cor- 
rectly identify  patients  needing  medical  eye  exami- 
nations but  does  not  refer  them  unless  required  to  do 
so  by  law.  Situations  in  which  an  optometrist  recog- 
nizes a medical  eye  problem  and  deliberately  chooses 
not  to  refer  that  patient  are  probably  quite  rare. 
More  common  are  the  situations  in  which  an  optom- 
etrist fails  to  recognize  the  potential  significance  of 
symptoms  and  historical  data  related  by  the  patient 
or  fails  to  recognize  physical  findings  in  the  course  of 
the  examination.  Fundus  examination  may  be  in- 
complete and  more  sophisticated  techniques  such  as 
gonioscopy,  visual  field  examination,  and  cranial 
nerve  testing  may  be  omitted  or  performed  inade- 
quately. Ophthalmologists  of  course,  may  fall  into 
these  same  errors. 

All  examiners  who  evaluate  patients  must  main- 
tain an  awareness  of  their  own  limitations  and 
promptly  refer  patients  who  need  the  attention  of 
other  practitioners.  In  this  respect  the  responsibil- 
ity of  an  optometrist  is  no  different  than  the  respon- 
sibility of  a physician.  Review  of  the  cases  presented 
leads  us  to  wonder  whether  sufficient  emphasis  is 
being  given  to  this  responsibility  in  undergraduate 
and  postgraduate  optometric  education. 

RECOMMENDATIONS.  If  the  primary  care  phy- 
sician has  reason  to  suspect  that  a medical  eye  prob- 
lem exists,  the  patient  should  be  referred  to  an  oph- 
thalmologist. If  the  patient  is  seen  first  by  an  op- 
tometrist, prompt  referral  to  an  “appropriate  med- 
ical specialist”  is  indicated,  with  communication  by 
mail  or  telephone.  In  the  great  majority  of  cases  the 
most  appropriate  medical  specialist  is  an  ophthal- 
mologist. 

The  American  Academy  of  Ophthalmology  has 
recently  published  a list  of  referral  criteria  ( Oph- 
thalmology Times,  January  1982)  which  clarify  the 
responsibility  of  an  optometrist  in  this  regard.  These 
guidelines  state  that  a nonmedical  practitioner  pro- 
viding service  to  any  person  should  refer  such  a 
person  to  a licensed  physician  and  surgeon  for  defin- 
itive diagnosis  and  treatment  at  any  time  a patient 
requests,  when  any  eye  disease  or  central  nervous 
system  disorder  is  suspected,  or  when  the  nonphy- 
sician notes: 

(1)  Failure  to  achieve  correctable  20/40  visual 
acuity  in  either  eye  unless  the  cause  of  the  im- 
pairment has  been  medically  confirmed  earlier. 

(2)  Complaints  of  flashes  of  light,  recent  onset  of 
floaters,  halos,  transient  dimming  or  distor- 
tion of  vision,  obscured  vision,  loss  of  vision 
or  pain  in  the  eye,  lids  or  orbits,  double  vision, 
or  excessive  tearing  of  the  eye. 

(3)  Reports  of  permanent  or  temporary  loss  of 
any  part  of  the  visual  field  or  clinical  suspi- 
cion or  documentation  of  such  field  loss. 

(4)  Presence  of  detected  opacities  or  abnormali- 
ties in  the  normally  transparent  media  of  the 
eye,  the  ocular  fundus,  or  the  optic  nerve  head. 
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(5)  Presence  of  a tumor  or  swelling  of  the  eyelids 
or  orbit  or  protrusion  of  one  or  both  eyes. 

(6)  Presence  of  inflammation  of  the  lids,  con- 
junctiva or  globe,  with  or  without  discharge. 

(7)  Strabismus  or  crossed  eyes. 

State  legislatures  may  incorporate  these  referral 
criteria  into  future  legislation  governing  optometry. 
Whether  or  not  this  takes  place,  optometric  schools 


and  professional  associations  can  provide  an  import- 
ant service  through  education  in  regard  to  these 
criteria  and  by  emphasizing  the  responsibility  of  the 
optometrist  in  regard  to  referrals. 
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MEDICAL  BRIEF 


Pulmonary  embolus 


FIGURE  1 —Pulmonary  arteriogram  showing  complete  obstruction  of  the  right 
pulmonary  artery. 


FIGURE  2— Enhanced  computerized  tomographic  (CT)  scan  of  chest  showing 
complete  occlusion  of  the  right  pulmonary  artery. 
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A 75-year-old  male  known  to 
have  interstitial  pulmonary  disease, 
was  admitted  with  complaints  of 
increasing  shortness  of  breath, 
minimal  hemoptysis,  and  a painless 
swelling  of  the  left  leg.  Pulmonary 
arteriogram  (Fig  1)  indicated  a 
complete  occlusion  to  the  right 
main  pulmonary  artery  with  some 
fullness  in  the  mediastinum.  To 
further  explore  the  mediastinum,  a 
computerized  tomographic  (CT) 
scan  (Fig  2)  was  done  which  identi- 
fied, rather  sharply,  the  occlusion 
of  the  right  pulmonary  artery. 

The  patient  received  strepto- 
kinase and  intensive  medical  ther- 
apy. Following  the  streptokinase 
infusion,  a follow-up  arteriogram 
showed  no  significant  improve- 
ment in  circulation  to  the  right 
lung.  Supportive  therapy  was  con- 
tinued, but  the  patient  died. 

While  this  is  another  means  for 
diagnosing  massive  pulmonary  em- 
bolism, the  CT  scan  is  not  recom- 
mended because  it  is  time-consum- 
ing, costly,  and  will  identify  only 
thrombi  in  the  major  pulmonary 
arteries.  ■ 


From  the  Marshfield  Clinic  and  the  Marshfield 
Medical  Foundation,  Inc,  Marshfield.  Reprint  re- 
quests to:  Reprints,  Marshfield  Medical  Founda- 
tion, Inc,  510  North  St  Joseph  Ave,  Marshfield, 
Wis  54449  (phone:  715/387-5241).  Copyright 
1983  by  the  State  Medical  Society  of  Wisconsin. 
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The  abused  child 
will  grow  up  someday. 

Maybe. 


Each  year,  over  one  million 
American  children  suffer  from  child 
abuse.  And  over  2,000  children  die 
from  it. 

But  what  about  those  who  survive? 

Statistics  show  that  an  abused  child- 
hood can  affect  a person’s  entire  life. 

Many  teenage  drug  addicts  and 


many  teenage  prostitutes  report 
being  abused  children.  So  do  juvenile 
delinquents  and  adult  criminals. 

Yet  child  abuse  can  be  prevented. 

The  National  Committee  for 
Prevention  of  Child  Abuse  is  a private, 
charitable  organization  that  knows 
how  to  prevent  child  abuse. 

But  we  need  your  help  to  do  it. 


We  need  your  money.  We  need 
more  volunteers. 

Send  us  your  check  today,  or  write 
for  our  booklet. 

Because  if  we  don’t  all  start 
somewhere,  we  won’t  get  anywhere. 


National  Committee  for 
Prevention  of  Child  Abuse 


Help  us  get  to  the  heart  of  the  problem. 

Write:  Prevent  Child  Abuse,  Box  2866,  Chicago,  Illinois  60690 
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Organizational 


Practice  opportunities  workshop  slated  for  April 


In  today’s  economy,  the  most  important  decision 
a new  physician  will  make  is  choosing  one  of  the 
many  available  forms  of  practice.  To  help  resident 
physicians  make  an  informed  choice,  SMS  is  spon- 
soring “Evaluating  Your  Practice  Opportunities 
Seminars”  in  two  locations  in  April  1983.  Afternoon 
seminars  are  scheduled  for  Thursday,  April  21,  at 
Froedtert  Memorial  Lutheran  Hospital  in  Mil- 
waukee and  Friday,  April  22,  at  the  UW  Center  for 
Health  Sciences  in  Madison. 

The  program,  being  conducted  by  staff  from  the 
AMA’s  Dept  of  Practice  Management,  will  feature 
a panel  of  Wisconsin  physicians  discussing  the  ad- 


Workers  Comp  film  slated 
for  Annual  Meeting 

“The  Workers  Comp  Connection,”  a film  about 
holding  down  industry’s  health  costs,  will  be  shown 
at  the  State  Medical  Society’s  Annual  Meeting  on 
Thursday,  March  24  at  9:00  am  in  the  West  Octagon 
Room  of  MECCA.  Produced  by  Wausau  Insurance 
Companies  in  cooperation  with  the  American  Medi- 
cal Association,  the  film  focuses  on  the  key  role  a 
physician  plays  in  holding  down  health  costs  and 
promoting  the  early  return  of  injured  employees  to 
work.  It  also  encourages  closer  teamwork  among 
physicians,  employers,  insurers  and  others  to  make 
the  workers  compensation  system  function  more  ef- 
fectively for  everyone  involved. 

The  film  is  available  at  no  cost  for  medical  so- 
ciety meetings  and  physician  seminars.  Physicians 
interested  in  obtaining  a copy  can  contact:  Wausau 
Insurance  Companies,  Communications  Services 
Department,  2000  Westwood  Drive,  Wausau,  WI 
54401,  telephone:  715/842-61 15. ■ 


Premenstrual  syndrome  focus 
of  Annual  Meeting  workshop 

The  SMS  Committee  on  Women  Physicians  will 
be  sponsoring  a workshop,  “Premenstrual  Syn- 
drome— Fact  or  Myth,”  during  the  State  Medical 
Society’s  Annual  Meeting,  March  25,  at  the  Hyatt 
Regency  Hotel  in  Milwaukee. 

The  program  is  open  to  all  physicians  and  their 
spouses.  A panel  discussion  will  be  moderated  by 

continued  on  next  page 


vantages  and  disadvantages  of  various  practice 
choices.  Other  topics  to  be  covered  include:  Factors 
About  Yourself  & Family  to  Consider  in  Choosing 
a Practice;  Choosing  a Location — Factors  to  Con- 
sider; How  to  Interview,  and  Considerations  in  Se- 
lecting a Partnership  or  Group  Practice.  Registra- 
tion is  just  $15  for  SMS  members,  $30  for  non- 
members, and  $5  for  spouses.  ■ 


CES  FOUNDATION 

CONTRIBUTIONS— JANUARY  1983 

The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
and  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributions for  January  1983. 


Nonrestricted 

Jefferson  County  Medical  Society  Auxiliary — Donation 
SMS  Members;  Carl  A Eisenberg,  MD;  Nester  C 
Alabarca,  MD;  David  N Goldstein,  MD;  Eugene  M 
Kay,  MD — Voluntary  Contributions 

Restricted 

John  M Johnson,  MD;  Roland  Liebenow,  MD— 
Aesculapian  Society  Dues 

The  Upjohn  Company — Continuing  Medical  Education 
Fred  B Riegel,  MD;  Karver  L Puestow,  MD — Aesculap- 
ian Society  Dues  (Museum  of  Medical  Progress  En- 
dowment Fund) 

L C Pomainville,  MD — L C Pomainville,  MD  Fund 
Roberta  Baldwin — Museum  of  Medical  Progress 
Racine  County  Medical  Society  Auxiliary — Harring- 
ton- Wright  Scholarship  Fund 

Memorials 

Superior-Douglas  County  Community  Blood  Bank; 

Paul  & Brenda  Jacobson — Mrs  C J Picard 
Dr-Mrs  Richard  Edwards — Clarence  Klousie 
Dee  Miller;  LeRoy-Janice  Johnson — Mrs  Jane  Quisling 
Dr-Mrs  Robert  T Schmidt — Winford  Erdmann,  MD; 
Mrs  Ruth  Sargent;  Percy  Council  (Brown  County  Stu- 
dent Loan  Fund) 

Dr-Mrs  Richard  H Troup — Lucille  Jordan  (Brown 
County  Student  Loan  Fund) 

Mrs  RW  Burns — Joseph  C Adams  (Brown  County 
Student  Loan  Fund) 

Mr-Mrs  HB  Maroney  II — Mrs  Jane  Quisling  (BS 
Maroney  Fund)  ■ 
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Janet  Lindemann,  MD  of  Waukesha.  Panelists  in- 
clude Ronald  V Norris,  MD,  PMS  Clinic,  Lynnfield, 
Mass;  Anne  Riedl,  MD,  Waukesha;  Wayne  H 
Konetzki,  MD,  Waukesha;  and  V Beth  Jones,  PMS 
Action,  Inc,  Madison. 

Objectives  of  the  program  are  fourfold:  (1)  to 
make  physicians  aware  of  the  prevalence  of  the 
condition;  (2)  to  develop  an  awareness  of  the  ram- 
ification of  the  syndrome;  (3)  to  provide  knowledge 
of  methods  of  diagnosis;  and  (4)  to  develop  an 
awareness  of  the  modes  of  therapy  and  the  various 
support  agencies  in  the  community.  ■ 

President  Kempthorne  speaks 
to  Medical  Assistants 

Gerald  C Kempthorne,  MD,  president  of  the 
State  Medical  Society,  and  Susan  Abdel-Moneim, 
insurance  examiner,  Wisconsin  Insurance  Com- 
missioner’s Office,  spoke  on  “Insurance  Carrier 
Obligations — Patient/Physician  and  Patient/In- 
surance Carrier  Contractual  Relationships”  at  a 
Professional  Development  & Advancement  Seminar 
presented  by  the  Wisconsin  Society  of  the  American 
Association  of  Medical  Assistants  in  Spring  Green, 
March  12. 

Other  presentations  dealt  with  “Service  of  the 
Future — Computers  Can  Save  Money”  and  “Sig- 
nificant Signs  of  Gynecological  Malignancies — 
Diagnosis  and  Treatment.” 

The  State  Medical  Society  strongly  encourages 
physicians  to  send  their  medical  assistants  to  these 
seminars  which  are  held  once  or  twice  a year  and  to 


consider  defraying  at  least  part  of  the  cost.  More  in- 
formation may  be  obtained  by  contacting  June  S 
Hirsch,  CMA-AC,  Education  Cochairman,  491 1 
West  Wells  St,  Milwaukee,  Wis  53208.  ■ 

SMS  Services,  Inc  Board 
of  Directors  actions 

At  its  January  14  meeting  the  SMS  Services  Board 
took  the  following  actions: 

• Endorsed  Advanced  Technology  Associates 
(ATA)  for  members  of  the  Society.  A Milwaukee- 
based  company,  ATA  provides  computer  hardware, 
software,  and  all  necessary  service  to  physician  and 
dental  offices  throughout  the  state. 

• Affirmed  participation  in  an  IBM  typewriter 
discount  program  which  will  allow  a 14%  discount 
on  some  models  and  12%  on  others  when  ordered 
before  June  30,  1983.  Details  of  the  program  have 
been  mailed  to  Society  members. 

• Approved  in  concept,  development  of  a per- 
sonal insurance  program  for  members  covering 
Auto,  Homeowners,  and  Personal  Umbrella. 

• Gave  approval  for  the  North  Central  Medical 
Conference  to  sponsor  a tour  to  the  1984  Winter 
Olympics  in  Yugoslavia  and  Summer  Olympics  in 
Los  Angeles. 

• Approved  the  1983  Operating  Budget  calling 
for  expenditure  of  $310,000.  Funds  are  provided 
through  revenue  earned  on  the  various  programs 
undertaken  by  SMS  Services,  Inc.  No  dues  money  is 
involved.* 


Changes  to  House  of  Delegates— 1983 


Some  changes  have  occurred  since  the  printing 
of  the  House  of  Delegates  list  in  the  February 
issue  of  the  WMJ.  Please  note  these  changes  for 
use  at  the  1983  sessions  of  the  House  of  Dele- 
gates March  24-25. 

In  the  Second  District,  Dane  County  lost  one 
delegate;  therefore,  Richard  W Shropshire,  MD 
(a  delegate)  and  Anthony  J Richtsmeier,  MD  (an 
alternate)  were  removed.  Green  County  named 
Melvin  S Blumenthal,  MD  (an  alternate)  as  a 
delegate  to  fill  a vacancy.  This  created  two  vacan- 
cies for  alternates.  Rock  County  named  Edward 
P Onderak,  MD  (an  alternate)  as  a delegate  re- 
placing William  N Brandt,  MD  and  named 
Arthur  C Plautz,  MD  to  fill  Doctor  Onderak’s 
alternate  position. 

In  the  Third  District,  Vernon  County  named 
Jeffrey  F Menn,  MD  as  a delegate  replacing 
Robert  A Starr,  MD  and  named  Timothy  J 


Devitt,  MD  as  an  alternate  replacing  Thomas  E 
Boston,  MD. 

In  the  Fifth  District,  Winnebago  County 
named  George  W Arndt,  MD  (an  alternate)  as  a 
delegate  replacing  Stanley  J Graiewski,  MD  (a 
delegate)  who  then  was  named  an  alternate  to  re- 
place Doctor  Arndt.  Eric  B Wilson,  MD  (an  alter- 
nate) was  named  a delegate  to  fill  a vacancy. 
These  changes  created  two  vacancies  in  the  alter- 
nate positions. 

In  the  Sixth  District,  Brown  County  filled  the 
two  vacancies  in  the  alternate  positions  with 
Loren  E Hart,  MD  and  Jack  A Swelstad,  MD. 

In  the  Sections,  Medical  Students  named  Bryan 
King  as  delegate  replacing  Timothy  Roddy,  and 
Timothy  Roddy  was  named  an  alternate  to  fill  a 
vacancy.  The  Ophthalmology  Section  named 
M Thomas  Chemotti,  MD  as  a delegate  replacing 
Robert  D Sullivan,  MD.  ■ 
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Physicians  alert! 

Physicians  throughout  Wisconsin  and  the  nation 
are  reporting  receipt  of  a promotional  piece  urging 
their  purchase  for  $47  of  a “Physicians  Fee  Refer- 
ence” which  contains  “the  secrets  of  the  insider”  on 
how  to  “charge  at  the  maximum  level”  that  insur- 
ance companies  allow  so  as  to  “help  you  make  BIG 
MONEY  and  become  wealthy.”  The  book  is  offered 


by  “Dr  Yale  Wasserman,”  Milwaukee,  under  the 
letterhead  of  the  National  Medical  Advisory  Service. 

The  State  Medical  Society  of  Wisconsin  points  out 
that  “Dr”  Wasserman  is  not  a member  of  the  State 
Medical  Society  and  is  not  a medical  doctor  (he  is  a 
dentist).  The  Society  does  not  endorse  this  pro- 
motion either  in  content  or  philosophy  and  has  ab- 
solutely no  connection  with  its  publication.  ■ 


OBITUARIES 


Thomas  M Haug,  MD,  58,  Rhinelander,  died  Dec  17,  1982  at 
VA  Hospital  in  Iron  Mountain,  Mich.  Born  Jan  29,  1924  in 
Milwaukee,  Doctor  Haug  graduated  from  the  University  of  Wis- 
consin Medical  School,  Madison,  in  1947  and  served  an  intern- 
ship at  Germantown  Hospital,  Philadelphia,  Pa.  He  had  been 
associated  with  the  W S Bump  Medical  Group  since  1948  and  re- 
tired from  medical  practice  in  1982.  Doctor  Haug  served  as  a 
preceptor  for  the  University  of  Wisconsin  Medical  School  stu- 
dents in  Rhinelander  and  was  awarded  the  “Max  Fox  Preceptor- 
ship  Award”  for  his  service.  He  was  a member  of  the  Oneida- 
Vilas  County  Medical  Society,  the  State  Medical  Society  of  Wis- 
consin, and  the  American  Medical  Association.  Surviving  are  his 
widow,  Grace;  one  daughter,  Mrs  Andrew  (Elizabeth)  Didiuk, 
Saskatoon,  Saskatchewan,  Canada;  and  two  sons,  Dr  Peter 
Haug,  Salt  Lake  City,  Utah,  and  David  of  Rhinelander. 

Vincent  G Springer,  MD,  77,  Appleton,  died  Jan  8,  1983  in 
Appleton.  Born  Apr  4,  1905  in  Edgar,  Doctor  Springer  gradu- 
ated from  the  University  of  Wisconsin  Medical  School,  Madi- 
son, in  1933.  He  completed  his  internship  at  Lutheran  Deaconess 
Hospital,  Chicago,  and  his  residency  at  Children’s  Memorial 
Hospital  in  Chicago.  Doctor  Springer  was  on  the  medical  staff  of 
Theda  Clark  Regional  Medical  Center,  Neenah,  until  his  retire- 
ment in  1972.  Surviving  are  his  widow,  Leone;  a daughter,  Mrs 
Eugene  (Carol)  Nickels,  Neenah,  and  a son,  Vincent  Jr,  of 
Minneapolis,  Minn. 

John  D Wilkinson,  MD,  79,  a co-founder  of  Oconomowoc’s 
Wilkinson  Clinic,  died  Jan  10,  1983  in  Oconomowoc.  Born 
Jan  13,  1903  in  Oconomowoc,  Doctor  Wilkinson  graduated 
from  Marquette  University  School  of  Medicine  in  1927  and 
served  an  internship  at  Milwaukee  County  General  Hospital.  He 
completed  his  residency  at  the  New  York  Lying  In  Hospital.  He 
began  his  medical  practice  in  Oconomowoc  in  1929,  retiring  in 
1982.  He  had  been  on  the  medical  staff  of  Memorial  Hospital  in 
Oconomowoc  since  1954  and  had  served  as  chief-of-staff  in 
1968-69.  He  also  was  medical  director  of  Shorehaven  Nursing 
Home,  Oconomowoc,  from  1975-82.  Doctor  Wilkinson  was  a 
member  of  the  Milwaukee  Academy  of  Medicine,  Wisconsin 
Society  of  Obstetricians  and  Gynecologists,  the  American  Geri- 
atric Society,  Waukesha  County  Medical  Society,  the  State 
Medical  Society  of  Wisconsin,  and  the  American  Medical  Asso- 
ciation. Surviving  are  his  widow,  Gertrude;  four  sons,  John  D, 
Wauwatosa;  Ned,  Shorewood;  Michael,  Whitefish  Bay; 
Lawrence,  Oconomowoc;  and  three  daughters,  Gertrude,  Mil- 
waukee; Dorothy  Yentz,  Phoenixville,  Pa;  and  Mary  Schwarz  of 
Wauwatosa. 

Michael  Stoklos,  MD,  60,  Brookfield,  died  Jan  24,  1983  in 
Elmbrook.  Born  Nov  26,  1922  in  New  York,  Doctor  Stoklos 
graduated  from  Marquette  University  School  of  Medicine, 


Milwaukee,  in  1946  and  served  an  internship  at  Cumberland 
Hospital  in  Brooklyn.  He  was  on  the  medical  staff  of  Waukesha 
Memorial  Hospital,  Bluemound  Medical  Center,  and  was  the 
staff  physician  for  International  Harvester  in  Waukesha.  He 
also  was  an  associate  professor  at  the  Waukesha  Family  Practice 
Residency  Program  of  the  Medical  College  of  Wisconsin.  Sur- 
viving are  his  widow,  Eleanor  L;  and  three  sons,  Michael  R, 
and  Paul  of  Tucson,  Ariz,  and  Gregory  of  Milwaukee. 

Andrew  A Cervenansky,  MD,  67,  Milwaukee,  died  Jan  27, 
1983  in  Milwaukee.  Born  Nov  21,  1915  in  Milwaukee,  Doctor 
Cervenansky  graduated  from  Marquette  University  School 
of  Medicine  in  1942  and  served  his  internship  at  St  Joseph’s 
Hospital  in  Milwaukee.  He  served  in  the  United  States  Army 
from  1942-1946.  Surviving  are  two  children. 

Mary  Ann  Jerse,  MD,  28,  Madison,  died  Jan  31,  1983  in 
Madison.  Born  June  23,  1954  in  Cleveland,  Ohio,  Doctor  Jerse 
graduated  from  St  Louis  University  Medical  School  in  1980 
and  was  a third  year  resident  in  the  psychiatry  department  at 
the  University  of  Wisconsin  Hospital  and  Clinics  in  Madison. 
Surviving  is  her  husband,  Joseph  O’Connor,  a research  assistant 
in  the  chemistry  department  at  the  University  of  Wisconsin, 
Madison.  ■ 


LETTER 

Mary  Jerse,  MD:  1954-1983 

To  Mary  Jerse  Memorial  Fund:  Please  ac- 
cept this  contribution  in  memory  of  the  life 
and  work  of  an  outstanding  young  physician — 
Mary  Jerse. 

Her  sacrifice  brings  into  sharp  focus  the  first 
words  of  the  Hippocratic  Oath  ...  “I  do 
solemnly  swear . . . that  I will  lead  my  life  . . . 
and  practice  my  art  . . . in  uprightness  and 
honor  . . . that  into  whatsoever  house  I shall 
enter  ...  it  shall  be  for  the  good  of  the  sick 
...  to  the  utmost  of  my  power.” 

With  respect  and  understanding. 

Earl  R Thayer,  Secretary 
State  Medical  Society 
of  Wisconsin* 
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MEMBERSHIP  UPDATE 

The  following  physicians,  by  county  medical  society, 
have  recently  been  elected  to  membership,  or  have  been 
reelected  or  reinstated  since  publication  of  the  Membership 
Directory  in  the  January  issue  of  the  Wisconsin  Medical 
Journal,  with  the  specialty  abbreviated  above  the  name: 


CDS  GS 

Towne,  Jonathan  B 

8700  W Wisconsin  Ave 
Milwaukee  Wl  53226 

PM 

Vasudevan,  Sridhar  V 

900  Watertown  Plk  Rd 
Milwaukee  Wl  53226 


COLU  MBI  AM  ARQUETTE- 
ADAMS 

EM 

Haun  Jr,  Jacob 

1846  Hoffman  St 
Madison  Wl  53704 

GP 

Hoffman,  karl  M 

215  Church  St 
Montello  Wl  53949 


DANE 

Dickson,  Yolonda 

2569  University  Ave,  #5 
Madison  Wl  53705 


DOOR-KEWAUNEE 

DR 

Fiske,  Shirley  A (DO) 

271  7th  Street 
Algoma  Wl  54201 


JEFFERSON 

FP 

Hansen,  Mark  A 

840  West  Racine 
Jefferson  Wl  53549 

Rutledge,  David  A 

840  West  Racine 
Jefferson  Wl  53549 


LA  CROSSE 

IM  EM 

Cardona,  Edward 

1836  South  Ave 
La  Crosse  Wl  54601 

IM  CD 
Handler,  Bruce 

1836  South  Ave 
La  Crosse  Wl  54601 


MARATHON 

EM 

Mirick,  Mark  J 

333  Pine  Ridge  Blvd 
Wausau  Wl  54401 


MILWAUKEE 

AN 

Beier-Hanratty,  Sue  A 

8208  Currie  Ave 
Wauwatosa  Wl  53213 

IM 

Brown,  Ward  M 

3438  North  Oakland,  #105 
Milwaukee  Wl  5321 1 

OBG 

Budarapu,  Suseela 

20070  Freedom  Court 
Brookfield  Wl  53005 


MONROE 

FP 

Jessen,  Kevin  A 

1726  Lakeview  Dr 
Tomah  Wl  54660 

FP 

Lukasek,  Edward  O 

615  Pearl  St 
Sparta  Wl  54656 

PM 

Roth,  Delford  (DO) 

315  West  Oak  St 
PO  Box  250 
Sparta  Wl  54656 


D 

Engel,  Charles  J 
100 A North  10th  St 
Milwaukee  Wl  53233 

P 

Feinsilver,  Donald  L 

507  E Lexington  Blvd 
Milwaukee  Wl  53217 

P 

Gregor,  Robert 

1626  N Prospect  Ave,  #2310 
Milwaukee  Wl  53202 


RACINE 

FP 

Smith,  Sharon  A 

190  Gardner  Ave 
Burlington  Wl  53105 


RUSK 

OBG 

Shebab,  Naglaa  M 

906  College  Ave 
Ladysmith  Wl  54848 


GS 

Jan  Mazhar  U L 

4739  S Howell  Ave 
Milwaukee  Wl  53207 

AN 

Klamik,  James  G 

1065  Katherine  Dr 
Elm  Grove  Wl  53122 

FP 

Miller,  John  J 

2515  N Lake  Dr 
Milwaukee  Wl  5321  1 

Parke-Miller,  Pamela 

2500  N Mayfair  Rd 
Milwaukee  Wl  53226 


SHEBOYGAN 

D 

Myers,  Kevin  S 
904  N 9th  St 
Sheboygan  Wl  53081 

FP 

Roush,  Stephen  C 

1011  N 8th  St 
Sheboygan  Wl  53081 

AN 

Schmitt,  Charles  A 

707  Mayflower  St 
Sheboygan  Wl  53081 


PD 

Randolph,  Dallin  T 

2460  West  Vliet  St 
Milwaukee  Wl  53205 

FP 

Rufino,  Glicero 

8410  W Cleveland  Ave 
West  Allis  W I 53227 


WALWORTH 

EM 

Brown,  Carol  M 

Highway  NN 
Elkhorn  Wl  53121 

OBG 

Graciosa,  Elena  Ngo 
124  South  3rd  St 
Delavan  Wl  53115 


PD 

Graciosa,  Joseph  D 
124  South  3rd  St 
Delavan  Wl  53115 

EM  NS 

Pasquariello,  Alex  A 

943  Spaight  St 
Madison  Wl  53703 

AN  EM 
Singh,  Myint  T 

PO  Box  1002 
Elkhorn  Wl  53121 


WAUKESHA 

OBG 

Claude,  John  L 

915  E Summit  Ave 
Oconomowoc  Wl  53066 

U 

Ferber,  Thomas  A 
1111  Delafield  St 
Waukesha  Wl  53186 

FP 

Lewan  Jr,  Richard  B 

434  Madison  St 
Waukesha  Wl  53186 

FP 

Thies,  David  C 

401  Greenwood 
Waukesha  Wl  53186 

FP 

Verstoppen,  Gerald  R 

434  Madison  Ave 
Waukesha  Wl  53186 

PM 

Wick  Jr,  Henry  O 

5000  W National  Ave 
Wood  Wl  53193 


WINNEBAGO 

IM 

Keegan,  John  R 

222  S Washington  St 
POB  657 

Menasha  Wl  54952 


WOOD 

GS 

Meyers,  Bryan  D 

1000  N Oak  Ave 
Marshfield  W I 54449 

IM 

Siemers,  Ross  F 
1000  N Oak  Ave 
Marshfield  Wl  54449 

IM 

Turney,  Susan  L 

1000  N Oak  Ave 
Marshfield  Wl  54449 ■ 
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Enuresis  is 
a professional 
problem... 


and  only  a physician — only  a professional 
diagnosis — can  establish  the  etiology  for  a 
given  patient.  Then,  if  Conditioned  Re- 
sponse Therapy  is  indicated,  an  Enuresis 
Alarm  is  best  used  under  the  physician’s 
guidance.  This  is  why  S&L  Enuresis 
Alarms  are  rented  to  patients  on  prescrip- 
tion only.  S & L is  the  only  nation-wide 
alarm  rental  service  whch  restricts  itself  to 
prescription  rentals. 


S & L’s  exclusive  “DUR- 
CON"  bed-pad  electrodes  are 
made  of  cotton  cloth,  treated  with 
a non-metallic  material  which  ren- 
ders them  electrically  conductive.  Thin 
and  yielding,  they  are  most  comfortable. 
Unlike  metallic  electrodes,  they  do  not  re- 
quire weekly  replacement  nor  cause  false 
alarms  due  to  breaking  and  corrosion. 


CONDITIONED  RESPONSE  THERAPY  The 

patient  sleeps  on  a special  bed-pad  which 
triggers  an  alarm  when  moistened  by  urine. 
This  awakens  the  patient  while  bladder 
tension  is  still  maximum.  After  repeated 
awakenings  during  maximum  tension — and 
at  no  other  time — the  patient  becomes  con- 
ditioned to  sleeping  dry  through  the  night, 
usually  in  4 to  5 weeks. 

S&L  ENURESIS  ALARMS  The  S & L Enur- 
esis Alarm  is  the  pioneer  in  its  field  — ac- 
cepted for  advertising  in  A.M.A.  Journals, 
ethically  distributed,  and  unsurpassed  in 
ruggedness  and  dependability.  Sensitive 
solid-state  circuits  assure  the  immediate 
action  which  is  so  vital  in  the  conditioning 
process.  Small-battery  powered,  they  can- 
not shock  the  patient. 


S&L  RENTAL  SERVICE  Upon  prescrip- 
tion, a patient  may  rent  an  alarm  directly 
from  the  S&L  Signal  Company.  Alarms 
are  mailed  promptly  to  any  point  inthe  Unit- 
ed States.  We  notify  the  prescribing  physi- 
cian of  the  delivery  date,  so  he  may  as- 
sume supervision  of  the  treatment. 

Physicians  are  supplied  with  convenient 
prescription  forms  for  this  particular  pur- 
pose. We  also  provide  a reprint  of  the  re- 
port, "Management  of  Nocturnal  Enuresis 
by  Conditioned  Response”,  from  the  Jour- 
nal of  the  A.M.A.,  as  an  aid  in  supervising 
this  treatment. 

S & L’s  very  reasonable  rental  rate- $14.00 
per  week— will  appeal  to  your  patients. 


To  obtain  prescription  forms  and  complete  information, 
simply  write  today: 


S&L  SIGNAL  COMPANY.  INC. 


P.O.  Box  4128  Madison,  Wisconsin  53711 


(2350  Chalet  Gardens  Road) 
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County  Societies 


■ Physician  members  of  Stale  Medical  Society  of  Wisconsin 


SMS  President  commends  county  societies’  efforts 


In  a letter  to  all  members  of  the  State  Medical 
Society,  mailed  in  February,  SMS  President  Gerald 
C Kempthorne,  MD*  commended  the  Tri-County 
(Eau  Claire-Dunn-Pepin)  Medical  Society  and  the 
Medical  Society  of  Milwaukee  County  for  their 
public  expression  of  “deep  care  and  compassion  for 
their  patients  who  encounter  problems  in  these  trou- 
bled times.” 

Reaffirming  his  thoughts  on  “help  for  the  needy” 
as  expressed  in  his  President’s  Page  published  in  the 
November  issue  of  the  Wisconsin  Medical  Journal, 
Doctor  Kempthorne  noted  similar  efforts  of  the  two 
county  societies:  an  ad  (shown  in  adjacent  column) 


The  advertisement  below  is  reprinted  from  the  Eau  Claire  Leader  Telegram, 
Dec  21, 1982. 


TRI-COUNTY  MEDICAL  SOCIETY 

WE  CARE 

We  Want  You  Well 
We  Hope  To  Help  You 
We  Have  A Plan 

In  these  times  of  severe  unemployment,  expired 
health  insurance  and  lack  of  money,  we  do  not 
want  you  to  jeopardize  your  health  or  that  of  your 
family. 

By  arrangement  with  your  physician's  office,  you 
should  be  able  to  work  out  a plan  that  will  be 
suitable  to  your  financial  situation.  This  may  mean 
minimal  installment  payments  (or  even  no  pay- 
ments) over  an  extended  period  of  time  until  you 
and  your  family  are  "back  on  your  feet." 

This  "Caring  Plan"  was  unanimously  adopted  by  the 
Tri-County  Medical  Society  at  a recent  meeting.  The 
Tri-County  Medical  Society  is  an  association  of  146 
practicing  physicians  in  the  Eau  Claire,  Dunn,  Pepin 
County  Area. 


placed  by  the  Tri-County  Society  in  the  local  news- 
paper and  a resolution  adopted  by  the  Medical 
Society  of  Milwaukee  County  Board  of  Directors 
and  distributed  to  its  membership  and  the  general 
community.  The  resolution  follows: 

“One  of  the  noblest  traditions  of  our  profession— one 
that  dates  back  to  the  birth  of  medicine  as  both  a sci- 
ence and  as  an  art— is  to  render  a full  measure  of  ser- 
vice to  those  in  need,  regardless  of  their  station  in  life 
and  ability  to  pay. 

“While  the  vast  majority  of  physicians  in  our  commun- 
ity have  quietly  continued  to  preserve  this  tradition  on 
an  individual  basis,  present  economic  conditions  are 
such  that  we  should  collectively  reassure  the  public 
that  they  need  not  refrain  from  seeking  out  our  services 
because  of  financial  hardship. 

“There  are  many  in  our  community  today  who  are 
forced  to  live  on  a very  limited  income  through  no 
fault  of  their  own.  They  are  the  victims  of  unemploy- 
ment, of  overwhelming  social  problems  which  perpe- 
tuate poverty,  of  government  subsidies  mismanaged  to 
the  point  of  near  bankruptcy.  They  can  be  found  within 
every  age  group  and  from  every  ethnic  background. 

“In  a very  real  sense,  they  are  our  brothers  and  our 
sisters— and  they  need  the  skills  which  only  our  profes- 
sion can  provide.  They  need  our  compassion,  not  our 
‘charity.’  They  need  to  know  that  when  they  enter  our 
offices,  they  will  be  treated  with  dignity  rather  than  dis- 
dain. 

“The  Board  of  Directors  of  the  Medical  Society  of  Mil- 
waukee County  urges  every  physician  in  this  commun- 
ity— member  and  nonmember  alike— to  join  in  rededi- 
cating ourselves  to  the  tradition  of  rendering  care 
regardless  of  an  individual’s  financial  circumstances. 
Moreover,  we  urge  every  physician  to  make  this  fact 
known  to  patients,  each  in  his  and  her  own  way,  so  that 
every  patient  will  feel  comfortable  in  discussing  the 
financial  aspects  of  his/her  personal  care,  knowing 
that  such  discussions  will  be  treated  both  compas- 
sionately and  confidentially  by  the  physician.” 

Doctor  Kempthorne’s  letter  continued:  “I  can’t 
tell  you  how  proud  I am,  as  President  of  this  Society 
. . . They  (colleagues)  have  done  openly  and  for  all 
to  see  what  is  right  for  their  patients.  They  have 
acted,  not  reacted.  Caring  is  what  we  as  physicians 
stand  for.” 

“I  earnestly  encourage  each  of  you  in  patient  care 
to  personally  follow  the  example  set  by  the  doctors 
of  these  two  societies.  Moreover,  I hope  you  will  en- 
courage your  colleagues,  acting  together  as  a county 
society,  to  make  a similar  public  announcement 
within  the  next  30-60  days. 

“In  doing  what  is  right  for  our  patients,  we  do 
what  is  best  for  physicians  as  well.”  ■ 
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SHEBOYGAN:  Christopher  A Graf,  MD*  was 
elected  president  of  the  Sheboygan  County  Medical 
Society  and  James  L Weygandt*  was  reelected  sec- 
retary at  the  December  meeting.  Doctor  Graf  suc- 
ceeds James  B Kuplic,  MD,*  in  the  two-year  term.  A 
native  of  Platteville,  Doctor  Graf  graduated  from 
the  University  of  Wisconsin  Medical  School,  Mad- 
ison, and  completed  his  residency  at  the  Marshfield 
Clinic  and  at  the  University  of  Wisconsin  Hospital 
and  Clinics.  He  has  been  in  medical  practice  in 
Sheboygan  since  1961. 

POLK:  At  the  January  meeting  of  the  Polk  County 
Medical  Society,  Robert  Mulhauson,  MD,  an  intern- 
ist at  St  Paul-Ramsey  Medical  Center  in  Minnesota, 
spoke  on  “Metabolic  Acidosis.”  Fifteen  physicians 
and  their  wives  were  present.  ■ 


* Physician  members  of  State  Medical  Society  of  Wisconsin 


Wisconsin  Society  of  Obstetrics  & Gynecology’s 

Annual  Meeting  will  be  held  on  July  15  and  16  at 
the  American  Club  in  Kohler.  There  is  no  registra- 
tion fee.  For  further  information  please  contact:  J W 
Utrie,  MD,  Secretary-Treasurer,  Wisconsin  Society 
of  Obstetrics  & Gynecology,  1821  South  Webster 
Ave,  Green  Bay,  WI  54301 . 

Errata:  In  the  January  issue  of  the  Journal  on  the 
Specialty  Societies  page,  it  should  have  read 
that  Paul  S Shultz,  MD,*  La  Crosse,  is  chief  of  ped- 
iatrics at  St  Francis  Hospital  in  La  Crosse.  The 
Journal  apologizes  for  the  error.  ■ 


Contributions  to  the 

CES  Foundation 

of  the  State  Medical  Society  of  Wlaconaln 

provide  support  to  the  following: 
■Student  loans 
■Charitable  assistance 
■Medical  student  externship  program 
■ Research  activity 
■Continuing  medical  education 

CONTRIBUTIONS  ARE  TAX  DEDUCTIBLE 

Checks  should  be  made  payable  to:  CES  Foun- 
dation, and  sent  to  CESF,  State  Medical  Society 
of  Wisconsin,  Box  1109,  Madison,  Wis  53701. 


WCCC’s  Tenth  Anniversary 
Lecture  Series 

The  UW  Clinical  Cancer  Center  is  celebrat- 
ing its  Tenth  Anniversary  this  year  with  events 
designed  for  both  the  public  and  scientific 
communities. 

According  to  Helen  Baldwin,  assistant  direc- 
tor of  the  Center  and  a member  of  the  plan- 
ning committee  for  the  Tenth  Anniversary 
celebration,  the  University, 

UW  Hospital,  UW  Medical 
School,  and  WCCC  are 
planning  a series  of  events  to 
highlight  both  the  history  of 
the  Cancer  Center  and  the 
future  of  cancer  research. 

Though  plans  are  still  be- 
ing formulated,  events  will  include  several  lec- 
tures by  well  known  cancer  researchers  for 
professionals  in  the  field.  There  will  also  be 
educational  presentations  for  the  general 
public  and  state  legislators  and  other  health 
policy  decision  makers.  A special  open  house 
will  be  held  at  WCCC  during  the  Medical 
School’s  Alumni  Day  on  May  20,  1983.  The 
program  will  run  from  April  through  Novem- 
ber. 

First  major  event  in  the  lecture  series  will 
be  talks  by  Dr  Gianni  Bonadonna,  April  4, 
1983,  “Current  View  on  Adjuvant  Therapy 
for  Breast  Cancer”  at  4:30  at  UWCH  Room 
G5/119  with  a reception  following  in  C5/ 
Lounge.  The  second  lecture  by  Doctor  Bona- 
donna will  be  on  April  5,  1983,  titled  “Alter- 
nating Chemotherapy  for  Malignant  Lymph- 
omas” in  G5/ 1 13  at  8:00  AM. 

Doctor  Bonadonna,  a 1959  graduate  of  the 
University  of  Milan,  School  of  Medicine,  did 
Postdoctoral  oncology  work  at  Memorial 
Sloan  Kettering. 

He  is  a clinician-investigator  who  currently 
serves  as  Director  of  the  Division  of  Medical 
Oncology  at  the  Instituto  Nazionale  Tumori 
in  Milan,  Italy.  His  most  significant  contribu- 
tions have  been  made  in  the  management  of 
patients  with  resectable  cancer  of  the  breast 
and  those  affected  with  lymphomas. 

Doctor  Bonadonna  is  the  1982  recipient 
of  the  prestigious  Rosenthal  Award,  given  by 
the  American  Association  for  Cancer  Re- 
search, in  recognition  of  innovative  work  lead- 
ing to  significantly  improved  clinical  care  in 
the  field  of  cancer.* 
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IT  PAYS 
TO  BE  A 
MEMBER 


SMS  Services,  Inc. 


Doctor  — Who  can  you  trust 

when  you  buy  your  personal  or  business  insurance? 

THE  STATE  MEDICAL  SOCIETY  recommends 

SMS  Services,  Inc. 

A licensed  insurance  agency,  wholly  owned  by  your 
State  Medical  Society  . . . offering 

• Top  quality,  competitively  priced  insurance  products,  designed 
especially  for  physicians 

• Highly  trained  and  qualified  insurance  professionals  who 
specialize  in  physicians’  insurance  needs 

• Coverage  through  over  a dozen  of  the  most  reputable 
insurance  companies  in  America 

• Business  and  personal  insurance  • And  much  more 

Over 2,300 physicians  purchase  over  $5, 000, 000  of  insurance  coverage  each  year 
through  SMS  Services,  Inc.  Another  reason  why  SMS  Services,  Inc.  is  a mme 
you  can  trust! 

WATCH  FOR  VARIOUS  OFFERINGS  IN  THE  MAIL . . . Also  please  welcome  your 
AUTHORIZED  SMS  Services,  Inc.  INSURANCE  REPRESENTATIVE  into  your  office. 


SMS  Services,  Inc.,  a SAFE  and  SENSIBLE  way  for  you  to  purchase  insurance 
“We’re  working  full-time  for  you  ” 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


HeaWxaie/^oc»e^^ 


Governor  Earl  proposes  Medicaid  changes 


Governor  Earl  is  seeking  a 12.6%  increase  in  his 
proposed  health  budget  for  1983-85.  This  figure  is 
significantly  lower  than  the  18-20%  increases  of 
past  budget  years.  According  to  officials  from  the 
Department  of  Health  and  Social  Services  (DHSS), 
the  proposals  focus  on  providing  incentives  to  bet- 
ter control  MA  utilization  rather  than  reducing  MA 
eligibility  and  services. 

The  budget  proposals  include  the  following: 

• A 3%  across  the  board  annual  increase  in  provider 
reimbursement. 

• Accelerated  expansion  of  the  primary  provider 
program  in  Milwaukee  County  and  five  other 
counties  that  have  high  AFDC  recipient  popula- 
tions. (The  original  DHSS  proposal  was  to  have 
65%  of  Milwaukee  AFDC  recipients  “locked  in” 
to  primary  providers  by  the  end  of  1985.) 

• Continued  expansion  of  the  use  of  contracts  with 
HMOs  to  provide  MA  services. 

• Elimination  of  reimbursement  to  chiropractors  for 
lab  and  x-ray  services. 

• Holding  AFDC  benefit  increases  to  2%  in  1983-84 
and  4%  in  1984-85. 

• Establishment  of  a pilot  program  in  five  counties 
where  the  county  would  be  the  “gatekeeper”  for 
all  mental  health  and  AODA  services.  In  addition, 
the  counties  would  be  responsible  for  the  entire 
state  share  of  the  MA  cost,  estimated  to  be  about 
43%  of  the  total.  A similar  pilot  program  would 
be  initiated  for  nursing  home  services. 

• Increase  in  the  number  of  services  requiring  co- 
payment, which  could  mean  a copayment  on  phy- 
sician services  of  $.50-$3.00. 

• Prohibits  the  divestment  of  homes  for  the  purpose 
of  becoming  eligible  for  Medical  Assistance.  This 
is  current  federal  law  but  Wisconsin  lacks  corre- 
sponding statutory  law. 

• Elimination  of  the  public  patient  treatment  pro- 
gram at  the  University  of  Wisconsin  Hospital. 
Instead,  DHSS  would  establish  a catastrophic 
medical  plan,  where  the  counties  would  be  liable 
for  general  relief  costs  up  to  $5,000  and  the  state 
would  pay  50%  of  the  costs  over  $5,000. 

• Increase  in  physician  license  renewal  fees  from 
$25  to  $37. 


The  Earl  Administration  is  expected  to  offer  to  the 
Legislature  a “comprehensive”  health  planning/rate 
review  package  sometime  during  the  budget  debate. 
Expected  is  a mandatory  rate  review  program  for  all 
hospitals,  linkage  between  rates  and  certificate-of- 
need  applications,  and  a continuation  of  the  mora- 
torium on  hospital  and  nursing  home  expansion.  ■ 

Drinking  age  bill  gets 
legislative  hearing 

Arguing  that  legal  access  to  alcohol  results  in  a 
higher  rate  of  illness  and  injury  among  18,  19,  and 
20-year-olds,  the  State  Medical  Society  testified  in 
favor  of  a bill  to  raise  the  legal  drinking  age  in  Wis- 
consin before  a Senate  Committee  in  late  January. 

Senate  Bill  1,  introduced  by  Senator  Tim  Cullen 
(D-Janesville),  would  raise  the  drinking  age  to  19. 
While  SMS  testified  in  support  of  the  bill  before  the 
Senate  Committee  on  Labor,  Business,  Veterans’ 
Affairs  and  Tourism,  SMS  urged  committee  mem- 
bers to  seriously  consider  21  as  the  age  of  legal  con- 
sumption. If  an  age  21  minimum  drinking  age  does 
not  have  legislative  support,  SMS  urged  the  Legis- 
lature to  consider  passing  a 21  law  for  purchases  for 
off-premises  consumption. 

It  appears  from  the  early  hearing  on  SB  1,  that  the 
Senate  may  act  quickly  in  adopting  a 19  minimum 
age.  Speedy  action  by  the  Assembly  is  more  difficult 
to  predict.  In  candidate  interviews  conducted  by 
SMS  last  fall,  a majority  of  current  legislators  ex- 
pressed support  for  an  increased  age.  Most, 
however,  mentioned  19  as  the  appropriate  age. 

Also  testifying  at  the  hearing  were  Don  E Detmer, 
MD  and  Nancy  Cross  Dunham,  MS,  both  of  Mad- 
ison, who  are  authors  of  an  article,  “Traffic  acci- 
dents and  the  legal  drinking  age  in  Wisconsin,” 
which  appears  elsewhere  in  this  issue.  ■ 


“WATS”  LINE  FOR  MEMBERS 

The  in-WATS  (toll-free)  line  can  be  used  to  contact 
anyone  at  SMS  headquarters  (330  East  Lakeside 
Street,  Madison)  from  anywhere  within  the  State  of 
Wisconsin  between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 
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HEALTHCARE/SOCIOECONOMICS  continued 


Legislative  Committee  holds  hearing  on  WHCLIP  audit 


“It  is  the  absence  of  an  adequate  private  market 
that  makes  the  Wisconsin  Health  Care  Liability  In- 
surance Plan  (WHCLIP)  indispensable,”  Russell 
Quirk,  MD,  Racine,  told  members  of  a legislative 
committee  recently.  Testifying  on  behalf  of  the  State 
Medical  Society  and  its  Committee  on  Medical  Lia- 
bility, Doctor  Quirk  said  at  a public  hearing  before 
the  Joint  Legislative  Audit  Committee  that 
WHCLIP  must  be  maintained  “to  provide  a stable 
medical  liability  climate  vital  to  the  accessibility  of 
quality  health  care  in  Wisconsin.” 

The  hearing  was  held  to  hear  views  on  a recently 
completed  Legislative  Audit  Bureau  report  on 
WHCLIP  which  focused  on  the  impact  of  WHCLIP 
on  the  private  market,  and  compensation  to  the 
State  for  its  involvement  in  the  Plan. 

Since  WHCLIP  began  in  1975,  its  rates  have  de- 
creased overall  by  69%,  while  the  Plan  itself  has 
experienced  continual  growth  and  generated  a siz- 
able surplus.  Doctor  Quirk  questioned  whether 
WHCLIP  had  a competitive  edge  over  the  private 
sector  liability  insurers.  He  pointed  out  that  unlike 
private  insurers,  WHCLIP  must  accept  all  appli- 
cants for  coverage.  The  private  sector  has  established 
a variety  of  underwriting  restrictions  directed  at  min- 
imizing loss  exposure  and  maximizing  profits  such 
as:  excluding  physicians  who  perform  high-risk  pro- 
cedures, cancelling  coverages  or  assessing  surcharges 
in  the  event  of  a claim,  and  inflating  charges  for 
service  corporation  coverage. 

“These  underwriting  restrictions  certainly  do  not 
give  WHCLIP  an  unfair  competitive  advantage,” 


Joint  Legislative  Audit 
Committee  recommends 
surtax  on  WHCLIP 

The  Joint  Legislative  Audit  Committee  voted 
last  month  to  introduce  legislation  requiring  the 
Wisconsin  Health  Care  Liability  Insurance  Plan 
(WHCLIP)  to  pay  a 2%  tax  on  premiums.  Such  a 
premium  tax  was  one  of  five  alternatives  to  or  re- 
visions in  WHCLIP  identified  in  a report  compiled 
by  the  Legislative  Audit  Bureau.  Other  options  in- 
cluded abolishing  WHCLIP,  transferring  WHCLIP 
to  the  private  sector,  or  restricting  eligibility  for 
WHCLIP  coverage. 

Governor  Earl  somewhat  preempted  the  Audit 
Committee  by  including  the  2%  premium  tax  con- 
cept in  the  budget  bill  which  he  introduced  two  days 
prior  to  the  Committee  action.  SMS  continues  to 
oppose  subjecting  WHCLIP  to  a premium  tax.  ■ 


Doctor  Quirk  said.  “We  must  remember  that  it  was 
the  refusal  of  the  private  market  to  provide  suitable 
coverage  to  a significant  number  of  Wisconsin  phy- 
sicians that  created  the  need  for  WHCLIP,  and  this 
need  continues  to  exist  today,”  he  said. 

SMS  supports  maintaining  the  current  status  of 
WHCLIP,  while  the  Legislative  Audit  Bureau,  In- 
surance Commissioner,  and  private  insurance  car- 
riers favor  requiring  WHCLIP  to  pay  the  state  a 2% 
tax  on  premiums  as  all  private  liability  insurers  are 
required  to  pay. 

The  Joint  Audit  Committee  now  has  the  option  of 
maintaining  the  status  quo  of  WHCLIP  or  recom- 
mending changes.  If  the  Joint  Audit  Committee 
recommends  changes,  such  as  a 2%  premium  tax, 
introduction  of  legislation  is  required.  ■ 


Federal  health  budget 
submitted;  proposes  outlays 
of  $289  billion 

On  January  31  the  Administration  released  its 
proposed  budget  for  the  Department  of  Health  and 
Human  Services  (DHHS)  for  fiscal  year  84  which 
begins  October  1,  1983.  The  budget  proposed  out- 
lays of  $289  billion — $14  billion  more  than  1983.  A 
major  feature  of  the  DHHS  budget  is  the  Health 
Care  Incentives  Reform  proposal  designed  to  con- 
tain rising  healthcare  costs  through  creating  incen- 
tives for  greater  efficiency  in  the  healthcare  system. 
The  proposal  includes  a variety  of  Medicare  changes 
and  incorporates  many  proposals  previously  ad- 
vanced by  pro-competition  advocates. 

Changes  being  proposed  in  the  Health  Incentives 
Reform  initiative  include  the  following:  (1)  provid- 
ing for  catastrophic  coverage  for  Medicare  benefi- 
ciaries while  increasing  beneficiary  copayments 
during  the  first  60  days  of  hospitalization;  (2)  adop- 
tion of  prospective  payment  methodology  for  Med- 
icare; (3)  limiting  the  tax-free  status  of  employer- 
paid  health  insurance  benefits;  (4)  Medicare  vouch- 
ers; (5)  freeze  of  physicians’  Medicare  reimburse- 
ment; and  (6)  other  changes  to  reduce  Medicare 
costs. 

If  the  reform  proposals  are  enacted,  the  Adminis- 
tration estimates  a savings  to  the  HCFA  of  nearly 
$2  billion  in  1984.  Periodic  updates  on  the  progress 
of  the  budget  will  be  published  in  Medigram.b 
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PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


AMA  Physician’s  Recognition  Award  Recipients 

Listed  below  are  those  physieians  in  Wisconsin  who  have  earned  the  AMA  Physician’s  Recognition  Award  in 
recent  months.  The  State  Medical  Society  of  Wisconsin  congratulates  these  physicians  who  have  distinguished 
themselves  and  their  profession  by  their  commitment  to  continuing  education: 


JANUARY  1983 

♦Ahn,  Helen  H,  Tomah 
Alter,  Albert  J,  Madison 
♦Antifinger,  Thomas  J,  Fond  du  Lac 
♦Babb,  John  L,  Beloit 
♦Bhala,  Ram  P,  Milwaukee 
♦Blum,  Fred  G,  Madison 
♦Cantwell,  Arthur  A,  Shawano 
Capelli,  John  P,  Kenosha 
♦Chang,  Hark  C,  Racine 
♦Clancy,  William  G,  Madison 
Cohen,  Steven  H,  Milwaukee 
♦Colgan,  Harry  J,  Neenah 
Collopy,  Michael  C,  Milwaukee 
♦Cushman,  Stephen  M,  Racine 
♦Cyrus,  Andrew  E,  Sheboygan 
♦Dailey,  Michael  P,  Menomonee  Falls 
♦Danahy,  Daniel  T,  Madison 
♦Davis,  Frederick  J,  Madison 

♦Members  of  the  State  Medical  Society 
of  Wisconsin 


*Di  Raimondo,  Joseph  C,  Manitowoc 
♦Djokovic,  Jovan  L,  Janesville 
♦Dorman,  David  K,  Milwaukee 
♦Doty,  John  W,  Ashland 
♦Durkee,  Paul  F,  Janesville 
♦Falk,  Steven  L,  Janesville 
♦Gager,  Walter  E,  Waukesha 
♦Gall,  Randall  J,  La  Crosse 
♦Gani,  Kosasih  S,  Marshfield 
♦Gray,  John  H,  Neenah 
Green,  Joseph  M,  Madison 
♦Grieben,  Leo,  Green  Bay 
♦Guten,  Gary  N,  Milwaukee 
♦Guzzetta,  Paul  M,  Milwaukee 
♦Hacker,  Philip  K,  Stevens  Point 
♦Hansen,  Peter  T,  Brookfield 
♦Harms,  Ronald  L,  Shawano 
♦Harned,  Gerald  L,  Waukesha 
♦Hendrickson,  Robert  L,  Cornell 
♦Hirsch,  Samuel  R,  Milwaukee 
♦Horswill,  Robert  N,  Manitowoc 
♦Jeffries,  Donald  A,  Shawano 


♦Jochimsen,  Earl  H,  Sheboygan 
♦Kadile,  Hermenegildo  M,  Manitowoc 
♦Kamat,  Pandurang  V,  Wausau 
♦Keane,  Keith  M,  Appleton 
♦Kim,  Young  I,  Dodgeville 
Krueger,  John  R,  Cedarburg 
♦Maser,  James  F,  Rice  Lake 
♦Odulio,  Teofilo  O,  Wausau 
♦Patel,  Munikumar  H,  Milwaukee 
♦Petty,  Ralph  D,  Shawano 
♦Polzin,  Jeffrey  K,  Black  River  Falls 
♦Ramesh,  K G,  Superior 
♦Reynaldo,  Primitivo  I,  Milwaukee 
♦Rogers,  Raymond  J,  Oconto 
Roney,  Wayne  M,  Tomah 
Silberman,  Richard  E,  Milwaukee 
♦Stiehl,  Charles  W,  Milwaukee 
♦Teoh,  Ivan,  Ashland 
♦Veranth,  Jerome  J,  Racine 
♦Wagner,  Alan  M,  Milwaukee 
♦Wiegmann,  Otto  A,  Brookfield 
♦Wilkins,  Terrence  J,  Milwaukee 


Experience  Air  Force  Medicine  It  can  be  just 
what  you’d  like  your  medical  practice  to  be 
More  time  to  practice  medicine  More  time 
with  your  family.  Even  more  time  for  your 
hobbies  It’s  all  part  of  Air  Force  EXPERIENCE. 
Talk  to  a member  of  our  medical  placement 
team  today  Find  out  how  you  can  experience 
the  perfect  medical  practice  as  an  AIR  FORCE 
PHYSICIAN 


Contact: 

MSgt.  Charles  Brown 
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Physician  Briefs 


* Physician  members  of  Slate  Medical  Society  of  Wisconsin 


Robert  J Ballman,  MD,*  Nashotah,  recently  became 
medical  director  of  Lutheran  Homes  of  Ocono- 
mowoc.  Doctor  Ballman  is  the  second  medical  direc- 
tor and  succeeds  John  D Wilkinson,  MD,*  Ocon- 
omowoc,  who  retired.  Doctor  Ballman  graduated 
from  the  University  of  Cincinnati  College  of  Medi- 
cine and  served  an  internship  and  residency  at  Mil- 
waukee County  General  Hospital.  He  has  served  as 
an  instructor  in  internal  medicine,  Medical  College 
of  Wisconsin,  and  staff  physician  at  Downtown 
Medical  Services,  Milwaukee.  He  also  has  been  an 
emergency  physician  and  later  served  as  director  of 
emergency  medical  services  at  St  Mary’s  Medical 
Center,  Racine.  Doctor  Ballman  has  a private  medi- 
cal practice  in  Oconomowoc. 

Robert  E Lund,  MD,*  Cumberland  area  physician, 
recently  retired  after  serving  the  community  for  35 
years.  Doctor  Lund  graduated  from  Marquette 
University  School  of  Medicine  and  served  an  intern- 
ship at  Columbia  Hospital  in  Milwaukee.  He  served 
in  the  United  States  Army  Medical  Corps  for  a year 
and  then  returned  to  Cumberland  to  practice  medi- 
cine. He  has  been  chief-of-staff  of  Cumberland 
Memorial  Hospital-Extended  Care  Unit  for  26  years, 
and  also  has  served  as  city  health  officer  and  Barron 
County  coroner. 

Thomas  P Lathrop,  MD,*  La  Crosse,  has  been 
elected  to  a three-year  term  on  the  Governing  Coun- 
cil of  the  Wisconsin  Society  of  Internal  Medicine. 
He  is  a specialist  in  internal  medicine  at  Gundersen 
Clinic-La  Crosse  Lutheran  Hospital. 

Norman  W Hoover,  MD,  River  Hills,  has  become 
associated  with  the  Milwaukee  Medical  Clinic  in 
the  department  of  orthopaedic  surgery.  Doctor 
Hoover  is  a 1950  graduate  of  the  University  of  Min- 
nesota Medical  School  and  served  his  internship  and 
residency  at  the  University  of  Minnesota  Hospitals. 
Following  military  service,  Doctor  Hoover  served  a 
fellowship  in  orthopaedic  surgery  at  the  Mayo 
Clinic.  He  was  a member  of  the  medical  staff  of  the 
Mayo  Clinic  from  1959-1967;  had  served  as  field 
director  for  the  Vietnam  Medical  School  Project  in 
Saigon;  and  prior  to  joining  the  Milwaukee  Medical 
Clinic,  he  had  been  associated  with  a clinic  in  Mason 
City,  Iowa. 

Champalal  Gupta,  MD,*  Merrill,  recently  was  certi- 
fied by  the  American  Board  of  Internal  Medicine. 
Doctor  Gupta  graduated  from  the  SMS  Medical 
College,  Jaipur,  India,  and  completed  a residency  at 
Weiss  Memorial  Hospital  in  Chicago.  Doctor  Gupta 
has  been  with  Merrill  Medical  Associates  since  1981. 


Rudolph  C Hecht,  MD,*  associate  clinical  professor 
of  Family  Medicine  at  the  University  of  Wisconsin, 
Madison,  and  Consul  of  Mexico,  was  a visiting  pro- 
fessor for  the  month  of  November  in  Monterrey, 
Mexico,  at  the  Universidad  Autonoma  de  Nuevo 
Leon.  In  December  he  traveled  to  La  Paz  and  to 
Cochabamba  in  Bolivia,  as  consultant  in  primary 
medical  care  human  resources  development  for  the 
Panamerican  Health  Organization/World  Health 
Organization/United  Nations,  to  the  Bolivian  Min- 
istry of  Health,  the  National  Social  Security  Admin- 
istration and  the  two  National  Medical  Schools. 

William  W Winternitz  Jr,  MD,  La  Crosse,  recently 
became  associated  with  Eugene  J Carlisle,  MD.* 
Doctor  Winternitz  graduated  from  the  University  of 
Kentucky  Medical  School  and  completed  his  intern- 
ship and  residency  at  the  University  of  Minnesota. 
He  also  completed  postgraduate  work  in  sports- 
medicine  in  Eugene,  Ore. 


William  E Bargholtz,  MD,*  Ashland,  left,  is  shown 
receiving  a certificate  of  life  membership  in  the 
State  Medical  Society  of  Wisconsin,  from  Gerald  C 
Kempthorne,  MD,*  right,  president  of  the  Society. 
The  certificate  presented  to  Doctor  Bargholtz  reads 
as  follows:  “The  State  Medical  Society  of  Wis- 
consin confers  upon  William  E Bargholtz,  MD,  life 
membership  and  an  honorable  representative  of  the 
profession  of  medicine.”  Doctor  Bargholtz  grad- 
uated from  the  University  of  Iowa  Medical  School 
and  served  an  internship  at  Madison  General  Hos- 
pital. A member  of  the  medical  profesison  for  over 
50  years,  Doctor  Bargholtz  has  spent  40  of  them  in 
the  Ashland  area.  (Photo  by  Chick  Sheridan  in 
Ashland  Daily  Press ) 
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PHYSICIAN  BRIEFS  continued 


Doctors  Edward,*  David*  and  DeVerne*  Vig,  Vir- 
oqua,  have  announced  the  merger  of  the  Vig-Gul- 
brandsen  Clinic  with  the  Gundersen  Clinic.  The  new 
clinic  is  known  as  the  Vig-Gundersen  Clinic,  a 
branch  clinic  of  Gundersen  Clinic,  Ltd  of  La  Crosse. 
According  to  Gundersen  Clinic  president  Sigurd  B 
Gundersen  Jr,  MD,*  the  merger  of  the  two  clinics 
will  strengthen  the  delivery  of  medical  care  in  the 
area.  The  three  Vig  brothers  have  practiced  medicine 
in  the  Viroqua  area  for  more  than  30  years  and  have 
all  graduated  from  the  University  of  Wisconsin 
Medical  School  in  Madison. 

Lee  M Robak,  MD,*  Sun  Prairie,  recently  was  Board 
certified  by  the  American  College  of  Family  Phy- 
sicians. He  is  a member  of  the  medical  staff  of  the 
Sun  Prairie  Family  Practice  Center.  Steven  E Wait- 
man,  MD,*  also  a member  of  the  Center,  was  Board 
certified  several  months  ago. 

George  F Pratt,  MD,*  Rhinelander,  recently  was  re- 
certified by  the  American  Board  of  Surgery.  Doctor 
Pratt  originally  was  certified  in  1957.  He  is  a grad- 
uate of  Harvard  Medical  School  and  completed  his 
residency  training  at  Massachusetts  Memorial  Hos- 
pital, Boston,  and  at  the  Mayo  Clinic  in  Rochester, 
Minn.  Doctor  Pratt  has  been  associated  with  the 
W S Bump  Medical  Group,  SC,  since  1957. 


If  your  disabled  patients 
have  been  denied 

SOCIAL 

SECURITY 

DISABILITY 

BENEFITS 

they  may  need  an  attorney. 
Experienced  representation 
in  disability  cases: 

LAW  OFFICES  OF  THOMAS  E.  BUSH 

161  West  Wisconsin  Avenue  S #3 1 89 
Milwaukee,  WI  53203 
(414)  765-9333 

Accepting  Referrals  in  Southeastern  Wisconsin. 


Hugh  L Williams,  MD,*  Sparta  physician  since  1935, 
retired  from  medical  practice  in  December.  Doctor 
Williams  graduated  from  the  University  of  Nebraska 
Medical  College  in  Omaha  in  1933.  In  1935  he  joined 
his  father  Hugh  H Williams  Sr  at  the  Sparta  Clinic. 
Active  in  community  affairs,  Doctor  Williams  also 
served  as  mayor  of  Sparta  for  ten  years.  An  ac- 
complished pianist  he  had  his  own  jazz  band  for 
many  years  playing  in  night  clubs,  private  parties, 
and  community  affairs  prior  to  attending  medical 
school. 

Rocco  S Galgano,  MD,*  Delavan  physician  since 
1946,  has  retired  from  active  medical  practice. 
Doctor  Galgano  graduated  from  Marquette  Univer- 
sity School  of  Medicine  and  served  an  internship  at 
St  Joseph’s  Hospital  and  St  Michael’s  Hospital  in 
Milwaukee.  He  served  in  the  United  States  Marine 
Corps  from  1942-1946  during  World  War  II,  as- 
signed to  duty  in  the  South  Pacific.  Doctor  Galgano 
has  served  on  the  medical  staff  of  Lakeland  Hos- 
pital, Elkhorn,  for  37  years  and  has  held  every 
elected  position  at  the  facility;  was  the  medical  direc- 
tor at  Lakeland  Nursing  Home,  team  physician  for 
the  Delavan  football  team,  held  active  positions  in 
county  and  state  medical  societies,  and  also  was  a 
director  of  the  Wisconsin  Academy  of  Family 
Physicians. 

Gerald  M Mulligan,  MD,  Marshfield,  has  joined  the 
Department  of  Radiology  at  the  Marshfield  Clinic. 
Doctor  Mulligan  graduated  from  the  University  of 
Minnesota  Medical  School  and  served  an  internship 
at  Hennepin  County  Medical  Center.  He  completed 
his  radiology  residency  at  the  University  of  Iowa  in 
Iowa  City. 

George  Lind,  MD,  member  of  the  medical  staff  of 
the  Shell  Lake  Clinic,  recently  was  named  medical 
director  for  Terraceview  Living  Center.  Doctor  Lind 
has  been  a member  of  the  staff  of  the  Clinic  since 
March  1982  after  completing  his  residency  at  Mount 
Sinai  Hospital,  Milwaukee.  ■ 
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News  Utohlbhts 

• Physician  members  ol  State  Medical  Society  o(  Wisconsin 


Sheboygan  Memorial  Hospital  has  elected  Martin 
A Rammer,  MD,*  president  of  its  medical  staff  for 
1983.  Doctor  Rammer,  a family  practitioner,  suc- 
ceeds Robert  T Willis,  MD.*  Paschal  A Sciarra, 
MD*  was  reelected  vice-president,  and  Wendelin  W 
Schaefer,  MD*  was  elected  secretary-treasurer. 

Holy  Cross  Hospital,  Merrill,  recently  elected  Yusof 
Ahmad,  MD*  president  of  its  medical  staff  for  the 
year  1983.  Doctor  Ahmad  has  been  on  the  medical 
staff  of  the  hospital  since  1976.  Other  1983  Holy 
Cross  Hospital  medical  staff  officers  include  MDs 
Jerome  S Mayersak,*  vice-president,  and  Jack  D 
Millenbah,*  secretary-treasurer. 

Memorial  Hospital,  Manitowoc,  recently  named 
Edward  J Barylak,  MD,*  chief-of-staff.  Doctor 
Barylak  succeeds  Thomas  L Finnegan,  MD.*  Other 
MDs  elected  to  office  are  Gary  A Schmidt,*  vice- 
president,  and  James  W Hoftiezer,*  secretary- 
treasurer.  Serving  as  members-at-large  are  MDs 
Thomas  A Keller,*  Donald  J DeBruyn,*  and  David 
Satchell.  Doctor  Barylak  has  been  on  the  medical 
staff  of  Memorial  Hospital  since  1975. 

Door  County  Memorial  Hospital,  Sturgeon  Bay, 
recently  appointed  Thomas  D Arndt  as  president 
and  chief  executive  of  the  hospital.  Mr  Arndt, 
former  executive  vice-president  of  Green  Memorial 
Hospital,  Zenia,  Ohio,  has  a master’s  degree  in 
business  administration  from  Utah  State  University 
and  also  a degree  in  hospital  administration  from 
George  Washington  University. 

St  Catherine’s  Hospital  and  Medical  Center, 

Kenosha,  recently  announced  that  the  Southeastern 
Family  Practice  Residency  Program  of  the  Medical 
College  of  Wisconsin  has  appointed  Paul  A Capelli, 
MD,*  Kenosha,  as  assistant  clinical  professor  of 
obstetrics  and  gynecology  and  family  practice,  and 
as  director  of  obstetrics  and  gynecology  education 
for  the  residency  program.  A 1956  graduate  of 
Marquette  University  School  of  Medicine,  Doctor 
Capelli  also  will  cooperate  in  research  studies  with 
the  faculty  and  residents  for  the  residency  program 
and  the  Department  of  Family  Practice  of  the  Med- 
ical College  of  Wisconsin. 


Marshfield  Clinic  has  announced  that  William  J 
Maurer,  MD*  was  elected  president  of  the  Clinic. 
Doctor  Maurer  is  the  14th  physician  to  hold  the  top 
post  since  the  Clinic’s  founding  in  1916  and  succeeds 
Nelson  A Moffat,  MD.*  Elected  vice-president  was 
Cesar  N Reyes,  MD;  and  John  P Milbauer,  MD* 
was  reelected  secretary  and  Richard  H Ulmer,* 
treasurer.  Joining  the  four  officers  on  the  new  exec- 
utive committee  are  Doctor  Moffat  and  Doctors 
William  R Friedenberg,*  James  L Hoehn,*  Thomas 
D Hinke,*  and  Frederic  P Wesbrook.*  Doctor 
Maurer  has  been  a member  of  the  Clinic’s  medical 
staff  since  1968  and  previously  had  served  as  the 
Clinic’s  vice-president,  secretary,  and  treasurer. 

Foundation  for  Medical  Care  Evaluation  of  South- 
eastern Wisconsin,  Inc,  has  appointed  Greg  E Sim- 
mons as  executive  director.  Mr  Simmons  has  served 
as  associate  director  since  1979.  Mr  Simmons  re- 
ceived a master’s  degree  in  health  services  adminis- 
tration from  the  University  of  Wisconsin,  Madison, 
and  a bachelor  of  arts  degree  from  the  University  of 
Wisconsin,  Whitewater.* 
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BRIEF  SUMMARY 
PROCARDIA'  CAPSULES 

(nifedipine) 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  lor  the 
management  of  vasospastic  angina  confirmed  by  any  ot  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  paiohas  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  ot  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  ot  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ol  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  ol  sustained  effectiveness  and  evaluation  ot  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases.  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  trom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular  re- 
sistance, caretul  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admmistered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  tound  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  (lushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%. 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stillness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension. 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  distur- 
bances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain.  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66).  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77°F  (15°  to25°C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request 
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'/  can  do  things  that  I 
couldn  ’t  do  for3yrs  including 
joining  the  human  race  again" 


Juotes  from  an  unsolicited  ' 
letter  received  by  Pfizer  from  an 
angina  patient 

while  this  patients  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  ail  patients  will  respond  to 
P'oca  -c':3  nor  will  they  all 
respond  tc 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

' My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life  for 
your  patients — having  fewer  anginal  attacks,  taking  fewer 
nitroglycerin  tablets,  doing  more,  and  being  more  productive 
once  again. 


Side  effects  are  usually  mild  (most  frequently  reported  are 
dizziness  or  lightheadedness,  peripheral  edema,  nausea, 
weakness,  headache  and  flushing,  each  occurring  in  about  10% 
of  patients,  transient  hypotension  in  about  5%,  palpitation  in 
about  2%  and  syncope  in  about  0.5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE)"0™9 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


(trimethoprim  and  sulfamethoxazole/Roche) 


Bactrim  concentrates  in  serum 
and  penetrates  sputum1-3 


major  pathogens 
of  chronic  bronchitis* 


attacks  H.  influenzae — even 
ampicillin-resistant  strains 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens.4  5 One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.5 

Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated.6 


Bactrim  reduces  coughing 
and  sputum  production 


In  three  double-blind  comparisons 
with  ampicillin  q.i.d . , Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters. 7<)  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.11’  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD,  Bye  A.  Hodder  P:  Adv  Antimi- 
crob  Antineoplastic  Chemother  1/2: 1105- 1106,  1971.  2.  Jordan 
GW  et  al:  Can  Med  Assoc  J 112: 91S-95S,  Jun  14,  1975.  3.  Beck 
H,  Pcchere  JC:  Prog  Antimicrob  Anticancer  Chemother  1: 663- 
667,  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts:  Princeton  Junction,  NJ,  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56,  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit..  pp.  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim1'') 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (BactrinT'1)  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp.  13-14. 
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(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 


"Due  to  susceptible  organisms.  Please  see  next  page  for  summary  of  product  information. 


(trimethoprim  and  sulfamethoxazole/Roche} 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that  Initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  frequency  of  resistant  orga 
nisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influen- 
zae or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  Is  not  Indicated  for  prophy- 
lactic or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician’s  judgment 
it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  docu- 
mented megaloblastic  anemia  due  fo  folate  deficiency,  pregnancy  at  term,  nursing  motners 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus,  infants  less 
than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocyto 
sis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema 
topoiesis  has  been  reported  as  well  as  an  increased  incidence  of  thrombopema  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor, 
purpura  or  |aundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose  related,  may  occur  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coag 
ulation  time  when  administering  Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopema,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gastro- 
intestinal reactions  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis  CNS  reactions  Headache,  periph 
eral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  msom 
ma,  apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E phenom 
enon  Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide. 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients,  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long  term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections— 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b i d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100,  Tel-E  Dose*  packages  of  100,  Prescription  Paks  of  20  and 
28  Tablets , each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500,  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  40  Pediatric  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml),  cherry 
flavored — bottles  of  100  ml  and  16  oz  (1  pint)  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml),  fruit-licorice  flavored — bottles  of 
16oz  (1  pint) 
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Nutley.  New  Jersey  07110 
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The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.  S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a guaranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 
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(area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 

The  Boynton  (Student)  Health  Service,  University  of  Min- 
nesota, serving  a population  of  40,000  students,  faculty  and 
staff  on  the  Twin  Cities  campus,  has  openings  for  two  phy- 
sicians. This  comprehensive  health  care  facility  has  a staff  of 
35  full  and  part-time  physicians,  5 nurse  practitioners,  and  15 
registered  nurses.  One  physician  position  requires  5 years  ex- 
perience practicing  medicine,  licensure  to  practice  in  Min- 
nesota, and  Board  certification  or  eligibility.  Training  and  ex- 
perience in  preventive  medicine  and/or  public  health  are  de- 
sired. Administrative  skills  are  also  necessary  as  this  position 
potentially  will  entail  supervision  of  staff  physicians,  nurse 
practitioners,  and  residents;  communication  with  department 
heads  and  other  Health  Sciences  units;  administrative  decision- 
making on  matters  of  service  delivery;  and  direct  public  con- 
tact. Requirements  for  the  other  position  include  2 years  of 
medical  practice  experience,  licensure  to  practice  medicine  in 
Minnesota,  training  or  experience  in  primary  care  and  minor 
surgery,  and  interest  or  experience  in  allergy  or  sports  medicine. 
An  ability  to  work  with  other  primary  care  providers,  empathy 
for  students,  and  an  intent  to  make  a career  of  Health  Ser- 
vice medicine,  are  also  expected.  Board  certification  or  elig- 
ibility in  a primary  care  specialty  desired.  Salary  competitive 
and  commensurate  with  training  and  experience.  Regular  hours 
and  excellent  fringe  benefits  including  paid  malpractice  insur- 
ance. Positions  open  July  1 or  September  16,  1983.  Please  send 
curriculum  vitae  by  April  15,  1983  to  Donald  Severson,  MD, 
University  of  Minnesota,  Boynton  Health  Service,  410  Church 
St,  SE,  Minneapolis,  Minn  55455.  The  University  of  Min- 
nesota is  an  equal  opportunity  employer.  3/83 

Emergency  Physician  needed  to  fill  vacancy  at  St  Clare 
Hospital  in  Baraboo.  Contact  John  Rahm,  6105  Ridgewood 

Ave,  Madison,  W1  53716.  3-4/83 

Locum  Tenens  available  or  permanent  position.  Board  certi- 
fied FP  with  OB,  ER,  and  surgical  skills.  Good  references. 
Hard  worker  with  excellent  rapport  with  patients.  Call  Dr  Kris  at 
1-612/424-5494.  3-4/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621.  lltfn/82 

Cardiology,  Dermatology,  General  Surgery,  Ophthal- 
mology, Orthopedic  Surgery.  Associate  with  170  physicians 
providing  comprehensive  medical  care  to  a patient  population 
of  196,000  in  one  of  America’s  leading  metropolitan  areas.  Ex- 
cellent facilities,  competitive  earnings,  and  benefits.  Contact 
Paul  Brat,  MD,  Medical  Director,  Group  Health  Plan,  Inc, 
2829  University  Ave,  Southeast,  Minneapolis,  Minn  55414.  An 
Equal  Opportunity  Employer.  2-4/83 

Obstetrics-Gynecology.  Associate  for  practice  in  major  south- 
eastern Wisconsin  community.  Two  hospital  affiliations  avail- 
able. Modern  office  facility  near  hospital  provides  maximum 
practice  conveniences.  Corporate  practitioner  anticipating  full  or 
part-time  retirement  within  24-36  months.  Coverage  available. 
Guaranteed  salary  and  financial  assistance  available.  Write 
GAB,  PO  Box  26607,  Wauwatosa,  WI  53226.  1-3/83 

Family  Practice  physician  to  practice  in  a small  rural  com- 
munity with  his  or  her  own  clinic  building  and  staff.  This  person 
would  have  a corporate  partnership  with  two  other  young  Board 
certified  family  practice  physicians  in  a community  5 miles  away. 
No  purchase  of  real  estate,  furniture,  or  equipment  required. 
All  insurance  and  a comfortable  salary  with  liberal  vacation 
and  education  allowances  included.  The  local  hospital  is  a 
viable  and  modern  (7  years  old)  facility  offering  a wide  range  of 
services  and  is  located  5 miles  from  the  practice  site.  The  area 
is  filled  with  many  recreational  opportunities  as  well  as  a wide 
variety  of  housing  options.  If  what  you  are  looking  for  is  a rural 
setting  with  access  to  a major  metropolitan  area,  this  site  may 
be  of  interest  to  you.  Contact  Patrick  Trotter,  Administrator, 
Frederic  Hospital,  Hwy  35  and  United  Way,  Frederic,  Wis 
54837;  tel:  715/327-4201.  ’ 3/83 

Internist/Gastroenterologist,  Boston  trained,  BE,  Wisconsin 
licensed,  seeks  practice  opportunity  in  Wisconsin.  Contact 
Dept  5 1 5 in  care  of  the  Journal.  3/83 

Family/General  Practice.  50  miles  north  of  Green  Bay.  Rural 
community  with  established  clinic  seeks  1-3  NHSC  or  private 
physicians  to  take  over  active  practice.  Excellent  back-up.  In- 
quiries with  CV  to  Pound  Clinic,  Box  18,  Pound,  Wl  54161 . 

p3/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  5371 5 
Phone:  608/263-4095 

10/82;  1-6/83 
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Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  W1  53024.  6tfn/82 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Neuroradiology,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401,  or  call  collect  715/847-3351 . 6tfn/82 

Obstetrics/Gynecology.  Associate  needed  for  two-man  de- 
partment in  large  multispecialty  group.  Board  certified/eligible. 
Clinic  has  been  established  about  34  years  and  presently  occu- 
pies a modern  well-equipped  new  facility  located  on  the  near 
southside  of  Milwaukee,  WI.  Challenging  position  with  great 
future  for  advancement.  Liberal  starting  salary  with  many  fine 
fringe  benefits  including  a generous  profit-sharing  plan.  Re- 
plies will  be  confidential.  Write  or  phone:  Administrator,  Med- 
ical-Surgical Clinic,  SC,  2400  West  Lincoln  Ave,  Milwaukee, 
Wl  53215;  tel:  414/671-7000.  3-5/83 

Occupational  Medicine.  Occupational  physician  for  a large 
multispecialty  group  in  beautiful  Milwaukee,  Wisconsin  area. 
New  facility  of  long-established  clinic.  Office  space  and  all 
equipment  supplied  by  group.  Pre-employment  exam,  diagnostic 
evaluations,  on-the-job  injury  treatment  for  more  than  750  Mil- 
waukee area  companies.  Challenging  position  with  great  future 
for  advancement.  Excellent  starting  salary  with  opportunity  to 
become  member  of  Service  Corporation  and  Building  Com- 
pany at  very  low  entry  fees.  Many  fine  benefits  including  liberal 
profit-sharing  plan.  Write  or  phone:  Administrator,  Medical- 
Surgical  Clinic,  SC,  2400  W Lincoln  Ave,  Milwaukee,  WI 
53215;  tel:  414/671-7000.  3-8V83 

Family  Practitioner  and  neurologist  needed  to  join  multi- 
specialty group  of  33  physicians  dedicated  to  primary  care  in 
East  Central  Wisconsin  community.  City  population  38,000, 
drawing  area  100,000.  Attractive  income  arrangements,  as- 
sociation membership  possible  after  one  year,  pension  and 
profit  sharing,  extensive  fringe  benefits.  Contact  R B Windsor, 
MD,  1011  North  8th  St,  Sheboygan  Wis  53081;  ph  414/457- 
4461.  3tfn/83 


FAMILY  PRACTITIONER.  Immediate  need  to  associate 
with  busy,  Board  certified  general  practitioner  in  Tomah, 
Wis.  Modern  clinic,  57-bed  local  hospital,  and  formal 
association  with  50-physician  multispecialty  clinic  in  La- 
Crosse,  Wis.  Tomah  is  an  active,  growing  community  of 
7,000  with  a medical  service  area  of  20,000.  Contact 
P S Shultz,  MD,  Medical  Director,  Skemp-Grandview- 
La  Crosse  Clinic,  815  S 10th  St,  La  Crosse,  WI  54601; 
ph  608/782-9760.  2-4/83 


U S Air  Force  Medical  Corps  currently  is  accepting 
applications  for  physicians  in  the  following  specialties: 
Surgery  (all  specialties),  Obstetrics/Gynecology, 
Otorhinolaryngology,  Anesthesiology,  Urology,  Rheu- 
matology, Neurology,  Psychiatry.  For  further  infor- 
mation call  collect,  MSGT  Charles  Brown  Jr,  414/ 
258-2430.  g2-3/83 


Milwaukee  Wisconsin  Opportunity.  Expanding  from  an 
existing  complement  of  forty-six  practitioners,  Southeastern 
Wisconsin’s  premier  multispecialty  clinic  seeks  a full-time  prac- 
titioner to  direct  the  activities  of  our  Urgent  Care  Center.  We 
offer  a competitive  first  year  starting  salary  plus  further  in- 
centive compensation  based  upon  productivity.  Corporately  pro- 
vided benefits  include  malpractice,  health,  life  and  group  and 
individual  disability  insurances;  vacation  and  meeting  time 
allowances;  etc.  To  learn  more  about  our  opportunity,  to  re- 
ceive a copy  of  our  physician  recruiting  brochure  and  to  re- 
ceive our  immediate  consideration,  please  submit  your  cur- 
riculum vitae  to  Mr  Robert  P Thompson,  Administrator,  Mil- 
waukee Medical  Clinic,  SC,  3003  West  Good  Hope  Rd,  PO  Box 
17300,  Milwaukee,  Wisconsin  53217.  2-3/83 

Wanted  Family  Physician  for  fully  equipped,  modern  clinic 
located  in  rural  community  in  west  central  Wisconsin.  (Estab- 
lished dentist  now  in  clinic).  Call  Mary  Speckman  (608) 
625-2333,  La  Farge,  Wis  54639.  2-7/83 

The  Racine  Medical  Clinic,  a progressive  cluster  corporation 
of  25  physicians,  is  currently  seeking  an  orthopedic  surgeon 
and  an  invasive  cardiologist.  Full  benefits,  unlimited  earnings 
and  a full  and  exciting  practice  are  offered.  Please  contact: 
Roger  D Lacock,  Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  Wl  53406;  ph  4 1 4/886-5000.  1 tfn/82 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty  bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153  or  call  collect 
414/834-2201.  pl2/82;  1-3/83 

Family  Practice  opportunity  to  join  a four-physician  family 
practice  group  in  south  central  Wisconsin  city  of  15,000.  Pleas- 
ant community  atmosphere  within  1-1  Zi  hours  of  Madison  and 
Milwaukee.  Excellent  recreational  area.  First  year  guaranteed 
salary.  Contact:  Chad  Burchardt,  Business  Manager,  Medical 
Associates  of  Beaver  Dam,  SC,  1200  N Center  St,  Beaver  Dam, 
Wisconsin  53916;  tel:  414/887-7101 . 3-5/83 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  11  tfn/82 

Locum  tenens  services.  Wisconsin-licensed  family  physicians 
and  GPs  available.  Our  physicians  do  office,  hospital,  emer- 
gency room  and  OB  work.  Call  or  write:  INTER-HEALTH, 
5695  Merry  Lane,  Excelsior,  MN  55331;  ph  612/474-4372. 

10-12/82;  1-4/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and  Endo- 
scopy. We  are  located  in  a fast  growing,  scenic,  lake 
country  area  between  Milwaukee  and  Madison  and  can 
offer  excellent  hospital,  schools,  and  recreational  facil- 
ities. Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/  569-2300. 

10tfn/82-c3tfn/83 
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Two  Family  Practice  physicians  to  affiliate  with  Red  Cedar 
Clinic,  Menomonie,  Wisconsin,  in  a satellite  situation.  The 
Clinic  is  a family  practice  oriented  multispecialty  group  with  14 
physicians  located  65  miles  east  of  Minneapolis,  St  Paul  on  1-94. 
A young  congenial  group  which  provides  full  range  of  benefits, 
equal  sharing  of  responsibilities,  and  ideal  location  for  recreation 
and  cultural  situation.  Call  collect  or  write  Rex  Shaffer  (715/ 
235-9671)2211  Stout  Road,  Menomonie,  Wis  54751.  2-4/83 

Invasive  Cardiologist.  Practice  in  central  Wisconsin  with 
active  cardiovascular  surgery  program.  Beautiful  city  with  excel- 
lent recreational  resources.  Send  inquiry  with  CV  to  Dept  513  in 
care  of  the  Journal.  1 -3/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Internist  available.  30-year-old  Board  certified  internist  wishes 
to  return  to  home  state  of  Wisconsin.  Prefer  central  and  eastern 
location  and  any  situation.  After  7:00  pm  612/632-5613; 
Mantei,  MD,  1301  SE  5th  Ave,  #302,  Little  Falls,  MN  56345. 

p3/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Office  space,  professional  building  entire  level.  West  Allis. 
Near  hospital.  Call  414/543-8864.  12tfn/82 

Medical  Equipment  for  sale.  Everything  to  start  a new  doctor’s 
office:  furniture,  exam  suites,  lamps,  diagnostic  and  lab  equip- 
ment. Good  quality,  and  very  reasonable.  Call  Lucky  at  1-612/ 
424-5494.  Terms  negotiable.  3-4*/ 83 

Practice  available.  Established  diversified  family  practice. 
Milwaukee.  Equipped.  Building  negotiable.  Will  introduce.  Con- 
tact Dept  516  in  care  of  the  Journal.  p3-4/83 

Doctors,  be  near  all  Madison  hospitals.  1400  square  feet  suite 
available  immediately  in  heart  of  Madison  medical  community. 
Park  Regent  Medical  Building.  Assume  remainder  of  existing 
lease.  Call  608/257-4389  days;  414/623-3476  evenings.  1-3/83 


MISCELLANEOUS 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905.  1 ltfn/82 

Professional  Resume  Services,  1125  South  Cedar  Crest 
Boulevard,  Allentown,  Pennsylvania  18103.  We  provide  resume 
preparation  for  physicians.  Prompt  and  confidential.  All 
specialties.  Call  or  write  for  information.  Tel:  215/443-4112. 

3-4* /83 


Reception  Area  Aquariums.  Beautify  your  reception  area  or 
office  with  a relaxing  decorator  aquarium — many  styles  to 
choose  from — designed  even  for  small  areas.  Complete  mainte- 
nance service  available.  Lease  or  purchase  option.  Contact: 
Creative  Pet  Designs,  PO  Box  26172,  Milwaukee,  Wis  53226; 
ph  414/778-1999.  p 12/82;  ltfn/83 


ANNOUNCEMENTS 


Host  families  sought  for  international  high  school  stu- 
dents. (1)  Host  Families  are  being  sought  for  25  high  school 
students  from  Sweden,  Norway,  Denmark,  Finland,  Germany, 
Spain,  France,  Italy,  Colombia,  Brazil,  Canada,  and  Japan  for 
the  school  year  1983-84,  in  a program  sponsored  by  the  Ameri- 
can Intercultural  Student  Exchange  (AISE).  The  students,  age 
15  through  17,  will  arrive  in  the  United  States  in  August  1983, 
attend  the  local  high  school,  and  return  to  their  home  country  in 
late  June  1984.  The  students,  all  fluent  in  English,  have  been 
screened  by  their  school  representatives  in  their  home  countries 
and  have  spending  money  and  medical  insurance.  (2)  AISE  is 
also  seeking  American  high  school  students,  age  15  through  17, 
who  would  like  to  spend  a high  school  year  in  Sweden,  Norway, 
Finland,  Germany,  Spain  or  France,  or  participate  in  a five- 
week  Host  Family  stay  in  Sweden,  Norway,  Finland,  Spain,  or 
Colombia.  Host  Families  with  small  children  are  welcome  to 
participate  in  this  program.  Host  Families  may  deduct  $50  per 
month  for  Income  Tax  purposes.  Families  interested  in  this  pro- 
gram should  contact  the  area  representative:  Cindy  Jasper,  305 
N Francis  St,  #710,  Madison,  Wis  53703;  phone:  608/256-2255. 
Letters  should  contain  the  prospective  Host  Family’s  telephone 
number.  AISE  is  a nonprofit,  tax-exempt  educational  organiza- 
tion dedicated  to  fostering  international  understanding. 

American  Board  of  Internal  Medicine  1983  Certifying  Ex- 
amination in  Internal  Medicine  is  September  13-14  (registration 
period  was  from  Nov  1,  1982  to  Feb  1,  1983).  1983  Subspecialty 
Examinations  in  Cardiovascular  Disease,  Endocrinology  and 
Metabolism,  Gastroenterology,  and  Medical  Oncology  will  be 
held  November  8-9  (registration  period:  Jan  2 to  Apr  1,  1983). 
For  information  and  application  forms,  contact  the  AB1M, 
3624  Market  St,  Philadelphia,  PA  19104  (phone:  215/243-1500). 


REAL  ESTATE 


USVI  Vacation  Home  in  St  Croix.  Professional  in  Mil- 
waukee area  desires  5 families  to  purchase  one-sixth 
ownership  in  a luxurious  contemporary  vacation  home, 
fully  furnished  for  $47,000.  Revolving  two  months’ 
yearly  usage  planned  after  initial  chance  draw.  There  are 
4 bedrooms,  4 baths  plus  an  efficiency  apartment.  7 
minutes  from  golf  course,  tennis  courts,  boat  marina,  and 
excellent  beach.  This  is  a beautiful  top-of-a-hill,  archi- 
tect-designed, 3,700  sq  ft  home  w/pool.  Views  of  ocean 
are  spectacularly  beautiful.  This  place  and  concept  is  the 
answer  for  families  who  want  an  ideal  vacation  time,  in 
a very  first-class  environment,  at  a very  reasonable  cost. 
A rare  opportunity.  No  management  fees  or  legal  ac- 
quisition costs.  With  one  payment  you  become  1/6  owner 
with  all  rights  and  obligations  of  ownership.  Contact 
Edward  Rudolph,  Attorney,  1300  Hillside  Rd,  Elm 
Grove,  Wisconsin  53122;  tel:  1-414/782-7887  or  414/ 
786-6040.  3/83 
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Meefir^s/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1933. 


WISCONSIN 


APRIL  2,  1983:  Wisconsin  Radiological  Society,  Milwaukee 
Children’s  Hospital,  Milwaukee.  g2-3/83 

APRIL  9,  1983:  Wisconsin  Society  of  Radiation  Oncologists, 

St  Joseph’s  Hospital,  Marshfield.  g2-3/83 

APRIL  29-30,  1983:  Wisconsin  Urological  Society,  Hyatt 

Regency,  Milwaukee.  g2-4/83 

April  28-29,  1983:  9th  National  Conference  on  Case  Reso- 
lution of  Complex  Industrial  Injured,  Paper  Valley  Hotel, 
Appleton.  Sponsored  by  Industrial  Injury  Clinic,  Neenah;  Theda 
Clark  Regional  Medical  Center;  Wisconsin  University,  Con- 
tinuing Medical  Education.  AMA  credit.  Contact  Sarah  Aslak- 
son,  465  WARF  Bldg,  610  Walnut  St,  Madison  53705;  tel: 
608/263-2856.  3/83 

APRIL  29-30,  1983:  Selection  and  Interpretation  of  Labora- 
tory Tests  for  the  Clinician,  Madison.  Sponsored  by  Univer- 
sity of  Wisconsin  Departments  of  Medicine  and  Continuing 
Medical  Education.  AMA,  AOA,  and  CEU  credit.  Contact 
Sarah  Aslakson,  465  WARF  Bldg,  610  Walnut  St,  Madison 
53705;  tel:  608/263-2856.  3/83 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983 

Wisconsin  Chapter:  American  Academy  of  Pediatrics, 
May  19-20,  1983,  Pioneer  Inn,  Oshkosh 

Wisconsin  Academy  of  Family  Physicians, 

June  16-18,  1983,  Lake  Geneva 

* * * 

SPECIALTY  SOCIETY  MEETINGS  TO  BE 
HELD  IN  CONJUNCTION  WITH  SMS 
ANNUAL  MEETING,  March  24-26,  1983, 
Milwaukee 

Wisconsin  Allergy  Society 
Wisconsin  Orthopaedic  Society 
Wisconsin  Psychiatric  Association 
Wisconsin  Society  of  Internal  Medicine 
Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Physical  Medicine 
and  Rehabilitation 

Wisconsin  Society  of  Plastic  Surgeons 
Wiscohsin  Society  for  Preventive  Medicine 
Wisconsin  Society  of  Radiation  Oncologists 
Wisconsin  Surgical  Society 


May  4-6,  1983:  6th  Annual  Symposium  on  Cardiac  Rehabili- 
tation, Red  Carpet  Hotel,  Milwaukee.  Sponsored  by  Mt  Sinai 
Medical  Center,  Milwaukee,  Wisconsin  University,  Contin- 
uing Medical  Education,  American  College  of  Sports  Medicine, 
American  Heart  Association.  AMA,  CEU  credit.  Contact  Sarah 
Aslakson,  465  WARF  Bldg,  610  Walnut  St,  Madison  53705; 
tel:  608/263-2856.  3-4/83 


MAY  5-6,  1983:  Fight  For  Life:  Second  Annual  Methodist 
Hospital  Emergency  Care  Conference,  Madison.  Co-sponsors: 
Wisconsin  ACEP,  Wisconsin  EDNA.  Physician,  nurse,  EMT, 
administrator  tracks.  Fee:  $25-$140.  Sixteen  hours  ACEP 
Category  1 credit  applied  for.  Contact:  Mark  Olsky,  MD, 
(Director),  Methodist  Hospital,  309  West  Washington  Ave, 
Madison,  WI  53703;  tel:  608/251-2371,  ext  3015.  3-4/83 


MAY  19-20,  1983:  Wisconsin  Chapter,  American  Academy  of 
Pediatrics,  Pioneer  Inn,  Oshkosh.  g2-4/83 


JUNE  15-18,  1983:  1983  Annual  Meeting  of  Wisconsin  Acad- 
emy of  Family  Physicians,  Americana  Resort  Hotel,  Lake 
Geneva.  Info:  Wisconsin  Academy  of  Family  Physicians,  850 
Elm  Grove  Rd,  Elm  Grove,  WI  53122;  ph  414/784-3656.gltfn/83 


JUNE  16-18,  1983:  Wisconsin  Academy  of  Family  Physicians, 
Lake  Geneva.  g2-5/83 


JULY  15-16,  1983:  Wisconsin  Society  of  Obstetrics  & Gyne- 
cology, American  Club,  Kohler.  g2-6/83 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1982-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1983—  Mar  24-26 

1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 
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JULY  15-16,  1983:  Wisconsin  Society  of  Obstetrics  & Gyn- 
ecology Annual  Meeting,  American  Club,  Kohler.  Info:  J W 
Utrie,  MD,  Secretary-Treasurer,  Wisconsin  Society  of  Obstetrics 
& Gynecology,  1821  South  Webster  Ave,  Green  Bay,  W1  54301. 

g3-6/83 

SEPTEMBER  9-10,  1983:  Wisconsin  Surgical  Society,  Pioneer 
Inn,  Oshkosh.  g2-8/83 

SEPTEMBER  15-17,  1983:  Annual  Meeting  of  the  Wisconsin 
Society  of  Internal  Medicine,  at  the  Abbey  on  Lake  Geneva. 
Info:  Kim  Marggraf,  Executive  Director,  WSIM,  61 1 East 
Wells  St,  Milwaukee,  Wis  53202  (phone:  414/276-6445).  g2/83 

SEPTEMBER  24,  1983:  Wisconsin  Society  of  Pathologists, 
La  Crosse.  g2-8/83 

OCTOBER  8,  1983:  Wisconsin  Society  of  Radiation  Oncolo- 
gists/Wisconsin Radiological  Society  Joint  Meeting,  Sheraton 
Inn,  Madison.  g2-9/83 

OCTOBER  15-16,  1983:  Wisconsin  Allergy  Society,  American 
Club,  Kohler.  g2-9/83 

NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2-10/83 


OTHERS 


APRIL  21-23,  1983  (Kentucky):  Diagnosis  <6  Treatment  of 
Common  Human  Tumors , Hyatt  Regency,  Lexington.  Pre- 
sented by  American  Cancer  Society,  Kentucky  Division.  Info: 
John  R van  Nagell  Jr,  MD,  University  of  Kentucky  Medical 
Center,  Lexington,  KY  40536.  gl-3/83 

MAY  19-21,  1983  (Massachusetts):  National  Conference- 
Breast  Cancer-1983,  American  Cancer  Society,  at  Boston  Shera- 
ton Hotel.  Approved  \6Vi  credit  hours  in  Category  1 of  AMA- 
PRA  and  AAFP.  Info:  Nicholas  G Bottiglieri,  MD,  Breast 
Cancer  Conference,  American  Cancer  Society,  777  Third  Ave, 
New  York,  NY  10017.  gl-4/83 

OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy,  at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St,  Minneapolis,  MN  55416;  telephone  612/927-3091 . gl -9/83 

SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL- 
MEDICAL  ISSUES — Alaskan,  Caribbean,  Mediterranean.  10 
and  14  days  in  July  and  August.  Approved  for  24  CME  Category 
1 credits  (AMA/PRA).  Distinguished  professors.  Fly  round- 
trip  free  on  Caribbean  and  Alaskan  cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited.  Scheduled  prior  to 
12/31/80 — Tax  deductible  under  1976  Tax  Reform  Act.  Info: 
International  Conferences,  189  Lodge  Ave,  Huntington  Station, 
NY  1 1746.  ph  516/549-0869.  p2-4/83 


AMA 


JUNE  19-23,  1983:  Annual  AMA  House  of  Delegates,  Chi- 
cago, IL. 

DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 


JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.* 


ADVERTISERS 


Acme  Laboratories 13 

Advanced  Technology  Associates,  Inc 10 

Bush,  Law  Offices  of  Thomas  E 54 

Dista  Products  Co  (Div  of  Eli  Lilly  & Co) FC 

Naif  on ® 200/  Naif  on  ® / Keflex® 

House  of  Bidwell 54 

Management  Systems  of  Wausau 4 

Medical  Protective  Company 51 

Pfizer  Laboratories 56,  57 

Procardia ® 

PBBS  Equipment  Corp 9 

Roche  Laboratories 58,  59,  60,  69,  BC 

Bactrim™  DS 

S & L Signal  Company 45 

SMS  Services,  Inc 48 

Squibb  and  Sons,  Inc,  E R 19,  20,  21,  22 

Velosef" 

Upjohn  Company,  The 39 

Motrin ® 

U S Air  Force 52 

U S Army  Reserve 55 

Zimmer  Thomas 6 

Surgivac ® ■ 


Bod<shetf 


New  books  received  are  acknowledged  in  this  section. 
From  these  books,  selections  will  be  made  for  reviews  in 
the  interest  of  the  readers  and  as  space  permits.  Reviews 
are  written  by  members  of  the  faculty  of  the  University 
of  Wisconsin  Medical  School  and  by  others  who  are 
particularly  qualified.  Most  books  here  listed  will  be  avail- 
able on  loan  from  the  Medical  Library  Service,  1305 
Linden  Drive,  Madison,  Wisconsin  53706;  tel.  608/262-6594. 

How  to  Write  and  Publish  Papers  in  the  Medical  Sciences. 

By  Edward  J Huth,  MD.  ISI  Press,  3501  Market  St,  University 
City  Science  Center,  Philadelphia,  PA  19104.  1982.  Pp  203. 
Price:  $17.95. 

Basic  and  Clinical  Pharmacology.  Edited  by  Bertram  G 
Katzung,  MD.  Lange  Medical  Publications,  Drawer  L,  Los 
Altos,  CA  94022.  1982.  Pp815.  Price:  $23.50. 

Parkinson’s:  A Patient’s  View.  By  Sidney  Dorros.  Seven 
Locks  Press,  PO  Box  72,  6600  81st  St,  Cabin  John,  MD  20818. 
1982.  Pp  220.  Price:  $9.95. 

Future  Directions  for  Medical  Education.  A Report  of  the 
Council  on  Medical  Education,  adopted  June  15,  1982,  by  the 
House  of  Delegates  of  the  American  Medical  Association.  AMA 
Council  on  Medical  Education,  535  North  Dearborn,  Chicago, 
IL  60610.  1982.  Pp94. 

The  Encyclopedia  of  Alcoholism.  By  Robert  O’Brien  and 
Morris  Chafetz,  MD.  Facts  on  File,  Inc,  460  Park  Avenue 
South,  New  York  10016.  1982.  Pp  378.  Price:  $40.00* 
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THE  STATE  MEDICAL  SOCIETY  OF  WISCONSIN 

Created  by  the  Territorial  Legislature  in  1841.  . .representing  over  5,000  member  physicians  in  Wisconsin,  com- 
prising 55  county  medical  societies  and  23  medical  specialty  sections.  The  purpose  of  the  Society  is  to  “bring  together 
the  physicians  of  the  State  of  Wisconsin  to  advance  the  science  and  art  of  medicine  and  the  better  health  of  the  people 
of  Wisconsin,  and  to  secure  the  enactment  and  enforcement  of  just  medical  laws.”  The  major  activities  of  the  Society 
include  continuing  medical  education,  peer  review,  legislation,  community  health  education,  scientific  affairs,  socio- 
economics, health  planning,  services  for  physicians,  operation  of  a Charitable,  Educational  and  Scientific  Foundation, 
and  publication  of  the  Wisconsin  Medical  Journal. 


OFFICERS  OF  THE  SOCIETY 
PRESIDENT:  Gerald  C Kempthorne,  MD,  Spring  Green 
president-elect:  Chesley  P Erwin,  MD,  Milwaukee 
secretary-general  MANAGER:  Earl  R Thayer,  Madison 
TREASURER:  John  J Foley,  MD,  Menomonee  Falls 

BOARD  OF  DIRECTORS 

chairman  Darold  A Treffert,  MD,  Fond  du  Lac 

vice  chairman:  Timothy  T Flaherty,  MD,  Neenah 

FIRST  DISTRICT:  Kenosha,  Milwaukee,  Ozaukee,  Racine, 

Walworth,  Washington,  Waukesha  counties 

John  P Mullooly,  MD,  Milwaukee 

Jerome  W Fons  Jr,  MD,  Cudahy 

Carl  S Eisenberg,  MD,  Milwaukee 

Wayne  J Boulanger,  MD,  Milwaukee 

Thomas  A Hofbauer,  MD,  Menomonee  Falls 

Wayne  H Konetzki,  MD,  Waukesha 

William  A Nielsen,  MD,  West  Bend 

Irwin  J Bruhn,  MD,  Walworth 

Fredrick  Wood  Jr,  MD,  Kenosha 

William  L Treacy,  MD,  Milwaukee 

SECOND  DISTRICT:  Adams,  Columbia,  Dane,  Dodge, 

Grant,  Green,  Iowa,  Jefferson,  Lafayette,  Marquette, 

Richland,  Rock,  Sauk  counties 

J D Kabler,  MD,  Madison 

Cyril  M Helsko,  MD,  Madison 

James  J Tydrich,  MD,  Richland  Center 

Allen  O Tuftee,  MD,  Beloit 

William  P Crowley  Jr,  MD,  Madison 

THIRD  DISTRICT:  Buffalo,  Crawford,  Jackson,  Juneau, 
LaCrosse,  Monroe,  Trempealeau,  Vernon  counties 
Pauline  M Jackson,  MD  LaCrosse 

FOURTH  DISTRICT:  Clark,  Florence,  Forest,  Langlade, 
Lincoln,  Marathon,  Oneida,  Portage,  Price,  Taylor, 

Vilas,  Wood  counties 

John  J Kief,  MD,  Rhinelander 

Jung  K Park,  MD,  Wisconsin  Rapids 


FIFTH  DISTRICT:  Calumet,  Fond  du  Lac,  Green  Lake, 
Outagamie,  Waupaca,  Waushara,  Winnebago  counties 
Darold  A Treffert,  MD,  Fond  du  Lac 
Timothy  T Flaherty,  MD,  Neenah 

SIXTH  DISTRICT:  Brown,  Door,  Kewaunee,  Manitowoc, 
Marinette,  Menominee,  Oconto,  Shawano,  Sheboygan 
counties 

Roger  L von  Heimburg,  MD,  Green  Bay 
Irvin  L Schroeder,  MD,  Plymouth 

SEVENTH  DISTRICT:  Barron,  Chippewa,  Dunn,  Eau  Claire, 
Pepin,  Pierce,  Polk,  Rusk,  St  Croix,  Burnett,  Washburn 
counties 

Paul  S Haskins,  MD,  River  Falls 

EIGHTH  DISTRICT:  Ashland,  Bayfield,  Douglas,  Iron, 
Sawyer  counties 

Joseph  M Jauquet,  MD,  Ashland 

President  Kempthorne;  President-elect  Erwin; 
Past  president  Albert  J Motzel  Jr,  MD,  Waukesha; 
Speaker  Duane  W Taebel,  MD,  La  Crosse;  and 
Vice  Speaker  Vernon  M Griffin,  MD,  Mauston 

DELEGATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 

Henry  F Twelmeyer,  MD,  Wauwatosa 
John  K Scott,  MD.  Madison 
Patricia  J Stuff,  MD,  Bonduel 
DeLore  Williams,  MD,  West  Allis 
Richard  W Edwards,  MD,  Richland  Center 

ALTERNATES  TO  THE  AMA 

Cornelius  A Nat oli,  MD,  LaCrosse 
John  D Riesch,  MD,  Menomonee  Falls 
J D Kabler,  MD,  Madison 
Kenneth  M Visle  Jr,  MD,  Oshkosh 
Walter  J Woloschek,  MD,  Milwaukee 


330  East  Lakeside  Street  (PO  Box  1109),  Madison,  Wisconsin  53701  / Telephone:  (608)  257-6781 


MEMBERSHIP  FACTS 

Are  you  a member  of  the  State  Medical  Society  of 
Wisconsin,  or  do  you  know  someone  who  isn’t? 
Whether  you’re  just  starting  medical  school,  main- 
tain a full-time  practice,  or  are  retired,  SMS  has  a 
membership  classification  to  fit  your  individual 
needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of 
practice  is  located  carries  with  it  membership  in  the 
State  Medical  Society  of  Wisconsin  and,  if  you  wish, 
the  American  Medical  Association.  If  you  qualify 
for  resident  membership  at  the  time  of  your  election, 
your  membership  dues  are  greatly  reduced.  This  may 
also  qualify  you  for  reduced  dues  the  first  two  years 
of  your  practice.  Dues  for  regular  membership  in 
1983  are  $430  for  SMS,  $315  for  AM  A,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS 
membership  classifications  and  their  corresponding 
dues  follows: 

State  Medical  Society  of  Wisconsin 

DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 

Regular:  Member  in  active  practice.  Some  are  regu- 
lar members  that  have  reduced  SMS  and/or  AMA 
dues  because  they  are  new  practitioners  (first  year 
or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year 
is  in  an  approved  training  program  as  a hospital  resi- 
dent or  research  fellow  who  is  licensed  to  practice 
medicine  and  surgery  in  Wisconsin. 

Military  Service:  Members  who  are  serving  in  the 
U.S.  armed  forces  (generally  not  to  exceed  five 
years). 

Associate:  Member  whose  dues  are  waived  because 
of  illness  or  financial  hardship.  This  classification  is 
temporary  and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years  or  is  a Past  President  of 
the  State  Medical  Society  of  Wisconsin. 

Honorary:  Member  who  was  named  by  the  Board  of 
Directors  in  recognition  of  long  and  distinguished 
service  to  the  cause  of  medicine. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  per  year).  All 


dues  are  waived  unless  county  society  indicates  they 
wish  to  charge  county  dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who 
practices  1 ,000  hours  or  less  during  the  calendar  year 
but  does  not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over 
70  years  of  age  as  of  January  1 . 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 

Scientific  Fellow:  Member  who  is  engaged  in  teach- 
ing one  or  more  of  the  basic  sciences  at  an  accredited 
college  or  university,  and  not  holding  the  degree  of 
Doctor  of  Medicine  or  Osteopathy. 

Emeritus:  Retired  members  who  have  chosen  not  to 
renew  their  license. 


1983  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

AMA  COUNTY 

Regular 

$430 

$3 1 5 Normal  County  Dues 

Resident 

43 

45  Varies 

Military  Service 

-0- 

315  or  45  -0- 

Associate 

-0- 

-o-  -o- 

Life 

-0- 

-0-*  -o- 

Honorary 

-0- 

-0-*  -o- 

Retired 

-0- 

-0-*  -0- 

Part-time  Practice 

215 

3 1 5 * Normal  County  Dues 

Over  Age  70 

215 

-0-*  Normal  County  Dues 

Scientific  Fellow 

-0- 

-0- 

Emeritus 

-0- 

-0-* 

Candidate — 

Freshman  Year 

Medical  Student 

-0- 

15  Varies 

Sophomore  and 

Succeeding  Medical 

Student  Years 

10 

15  Varies 

Postgraduate— One 

10 

45  Varies 

•Effective  Jan  1,  1983  physicians  in  the  following  categories  will  be  exempt 
from  paying  AMA  dues:  (1)  Financial  hardship  and  for  disability.  (2)  Age 
65-69  and  retired  from  the  practice  of  medicine.  (3)  Over  age  70  regardless 
of  retirement  status. 

State  Society  dues  are  prorated  on  a monthly  basis  for  those 
elected  to  membership  July  1 through  September  30.  Those 
elected  after  September  30  have  no  dues  payable  for  the  balance 
of  the  year  in  which  they  are  elected.  AMA  dues  follow  the  same 
pattern  except  prorating  is  on  a semiannual  basis  rather  than 
monthly  basis. 


Have  you  rejoined  for  1983?  Next  month  you  will  receive  your  final  1983  dues  statement. 
According  to  the  State  Medical  Society’s  Bylaws,  any  member  who  has  not  completed  payment 
of  his/her  dues  for  State  and  County  Society  membership  by  May  15  will  be  dropped  from  the 
membership  roster.  The  membership  roster,  as  recorded  on  the  computer  at  May  31,  will  be  used 
in  the  preparation  of  the  Wisconsin  Medical  Journal’s  special  issue  featuring  the  Membership 
Roster,  to  be  published  in  July.  Members  and  those  planning  to  join  for  the  first  time  are  urged 
to  make  their  payments  well  in  advance  of  this  cutoff  date  to  allow  time  for  processing. 
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Nev\^  \bu  Can  Uge 

By  EARL  THAYER,  Secretary/BERNIE  MARONEY,  Assistant  Secretary 


Important  notice  to  physicians  and  clinics  re  toxic  substances  and  infectious  agents 

Every  employer  of  one  or  more  persons  in  Wisconsin  is  required  to  post  a notice  to  employees  indicating  that 
the  employer  will  provide  upon  request  information  about  toxic  substances  and  infectious  agents  which 
might  be  found  in  the  workplace.  This  law  became  effective  December  1,  1982.  SMS  recommends  that  every 
physician  /clinic  cut  out  the  poster  incorporated  in  the  February  18  issue  of  Medigram  and  make  sure  it  is 
displayed  where  employees  can  see  it. 

This  will  assure  initial  compliance  with  the  law.  If  an  employee  makes  a written  request,  the  employer  must 
provide  that  individual  with  information  about  any  toxic  substance  the  employee  is  likely  to  be  exposed  to  in 
the  workplace.  The  information  which  must  be  provided  includes  the  name  of  the  toxic  substance  or  infec- 
tious agent,  a description  of  their  hazardous  effects,  precautions  for  handling  such  substances  or  agents,  and 
procedures  for  emergency  treatment  in  event  of  overexposure.  The  posted  form  must  indicate  the  name  of  a 
person  who  should  be  contacted  to  make  such  a request. 

For  toxic  substances,  the  employer  must  provide  this  information  within  15  working  days  of  a written  request 
by  an  employee.  For  infectious  agents,  the  information  must  be  provided  to  the  employee  within  3 working 
days.  Employers  who  do  not  have  the  required  information  available  for  either  toxic  substances  or  infectious 
agents  have  30  working  days  to  obtain  such  information  and  provide  it  to  the  employee.  The  information 
must  be  requested  from  the  manufacturer  or  supplier.  If  they  refuse  to  provide  the  information,  the  em- 
ployer is  not  required  to  provide  the  information  for  the  requesting  employee. 

A toxic  or  hazardous  substance  is  defined  by  law  as  “any  substance  regulated  by  the  federal  regulations  part 
1910,  subpart  z,  which  are  introduced  by  an  employer  ...  in  the  workplace.”  The  list  of  these  substances 
can  be  obtained  from  the  SMS  or  the  Department  of  Industry,  Labor  and  Human  Relations  (DILHR)  at  the 
address  shown  on  the  poster. 

Information  of  the  type  that  must  be  provided  to  the  employee  about  toxic  or  hazardous  substances  must  be 
obtained  from  the  supplier  or  manufacturer  of  the  material.  The  physician  or  clinic  purchase  order  for 
materials  which  may  contain  hazardous  or  toxic  substances  should  be  accompanied  by  a “Material  Safety 
Data  Sheet”  or  its  equivalent.  This  sheet  makes  it  a condition  of  the  purchase  order  that  the  vendor  will 
supply  the  physician  or  clinic  with  material  related  to  the  safe  use  of  its  product  and  will  identify  all  haz- 
ardous components.  Copies  of  the  data  sheet  are  available  from  the  SMS  and  DILHR.  Under  the  law  a 
supplier  or  manufacturer  may  refuse  to  provide  such  information  on  the  basis  of  confidentiality.  The  em- 
ployer must  be  sure  to  get  such  refusal  in  writing.  Once  that  written  statement  is  provided,  the  employer  is  no 
longer  required  to  make  further  efforts  to  obtain  the  information. 

Infectious  agents  are  defined  as  any  bacterial,  mycoplasmal,  fungal,  parasitic  or  viral  agent  identified  by 
DILHR  by  administrative  rule  which  causes  illness  in  humans,  human  fetuses  or  both,  which  is  introduced 
into  the  workplace  by  the  employer.  Infectious  agents  do  not  include  agents  on  or  in  the  body  of  a person 
who  is  present  in  the  workplace  for  diagnosis  or  treatment.  Note:  Until  DILHR  publishes  rules  identifying 
these  agents,  this  section  of  the  law  is  not  enforceable.  This  may  lake  60  to  90  days  more. 

The  law  also  requires  that  training  sessions  must  be  held  for  employees  exposed  to  such  substances  so  as  to 
provide  them  with  information  about  the  substances  or  agents,  symptoms  and  effects  of  overexposure,  the 
potential  for  flammability,  explosion  and  reactivity,  proper  conditions  for  safe  use  of  the  substances  or 
agents,  special  precautions  to  be  taken  or  personal  protective  equipment  to  be  used  when  handling  them, 
and  procedures  for  handling  cleanups  or  spills.  Training  sessions  may  take  almost  any  form,  but  it  is  impor- 
tant that  the  employer  have  employees  sign  a statement  indicating  that  they  have  received  the  prescribed 
training.  The  penalties  for  noncompliance  are  a civil  forfeiture  of  not  more  than  $1,000  for  each  violation 
and  forfeiture  of  up  to  $10,000  per  violation  for  those  who  “willfully  violate  or  exhibit  a pattern  of  viola- 
tion.” Enforcement  is  through  the  local  district  attorney. 

For  additional  questions /answers  about  this  law,  contact  Bill  Wendle  at  SMS  headquarters  (telephone: 
1-800-362-9080  or  in  Madison  257-6781),  or  Jack  Borders  at  DILHR,  PO  Box  7969,  Madison,  WI  53707, 
telephone:  608  / 266-773 1 . ■ 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.112 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971.  4.  Kales  A el  al:  JAMA  241: 1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
201: 1039-1041,  Sep  15,  1978  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4: 1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Gerialr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  al 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley  NJ. 

Dalmane®  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  addi 
five  effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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Contemporary  HypnoticTherapy 

Dalmane*  [flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights  .2 

•Seldom  produces  morning  hangover.3 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1^ 


15-mg/30-mg  capsules 
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Editorials 


WAYNE  J BOULANGER,  MD,  Editorial  Director 


Official  positions  of  the  Society  will  be  expressly  identified  as  such;  all  others  are  views  of  the 
writer  and  not  necessarily  those  of  the  Society. 


Computers 

The  Wisconsin  Medical  Journal  has  run  a series 
of  articles  on  computers.  Early  articles  were  con- 
cerned with  the  basic  hardware  and  language.  In  the 
future  it  is  anticipated  the  aspects  more  pertinent  to 
medicine  will  be  written  and  published. 


Do  not  fold,  spindle,  etc 

You’re  looking  at  a shaken  man, 

Sad  as  a cast-off  suitor, 

A victim  of  the  prepaid  plan  . . . 

Done  in  by  a computer. 

“The  family  doctor  can’t  compete, 

He  doesn’t  use  your  money  well; 
Much  cheaper  is  our  plan— complete 
With  doctor  made  by  Honeywell.” 

So  said  the  salesman— and  he  won. 

'lectronic  health  was  mine! 

No  longer  would  the  old  nose  run. 
Farewell  to  iodine! 

It  seemed  a little  odd  at  first; 

(Computers  are  unfeeling). 

And  gazing  at  those  flashing  lights 
Would  set  my  brain  a-reeling. 

He’d  always  buzz  and  hum  and  click 
While  striving  for  the  answer. 

I’d  call  if  I were  really  sick, 

Or  feared  I might  have  cancer. 

He’d  never  pat  me  on  the  back. 

Or  shake  his  wise  old  head. 

He'd  simply  go  a-clickety-clack 
And  blink  me  out  of  bed! 

His  knowledge  of  my  every  cell 
Could  not  be  overstated, 

But  just  when  things  were  going  swell, 
My  card  got  mutilated! 

On  just  that  little  quirk  of  fate 
My  life’s  rewards  were  molded  . . . 

My  "doctor”  was  programmed  to  hate 
A punch  card  that’s  been  folded. 

And  now,  rejected  and  alone, 

An  outcast,  broken  cynic, 

My  family  doctor  I can’t  'phone . . . 

He's  gone  and  joined  the  clinic! 

— WJB 

(Written  in  1971  and  resurrected  to  accompany 
the  editorial,  "Computers.") 


TIME  magazine  in  lieu  of  its  usual  Man  of  the 
Year  selection  chose  the  Machine  of  the  Year  and  in- 
dicated that  the  computer  had  moved  in. 

Initially  medical  practice  computers  have  been 
used  to  assist  in  billing,  scheduling,  completing  in- 
surance forms,  and  other  administrative  tasks.  More 
recently  the  computers  have  been  assisting  in  clinical 
functions  as  well.  Although  the  computers  can  not 
actually  make  a diagnosis,  they  can  certainly  suggest 
it.  A system  called  caduceus  knows  over  4000 
symptoms  of  more  than  500  diseases.  Mycin  spe- 
cializes in  infectious  diseases,  and  puff  measures 
lung  functions.  As  TIME  magazine  reported  cadu- 
ceus is  more  likely  to  see  patterns  in  what  patients 
report  and  can  then  suggest  a diagnosis. 

Computers  are  also  being  used  to  control  pace- 
makers, to  measure  and  inject  insulin  dosages  for 
diabetics,  for  allergy  testing,  aiding  the  deaf  by 
translating  sounds  into  vibrations,  and  stimulating 
inactive  muscles. 

The  computer  can  be  plugged  in  to  give  infor- 
mation on  hundreds  of  different  drugs  and  into  a 
Medline  which  is  a bank  of  all  medical  articles  pub- 
lished in  the  United  States.  This  can  be  valuable  in 
the  acquisition  of  information  quickly. 

Computers  can  scan  electronic  medical  records  of 
problems  that  may  have  been  overlooked.  The 
dosing  of  cancer  chemotherapy  has  been  improved 
by  the  use  of  computers.  Computerized  medical 
records  are  also  helpful  in  summarizing  the  accum- 
ulated experience  of  a practice  with  respect  to  a given 
disease  or  treatment.  They  also  are  used  in  determin- 
ing current  policies  of  the  use  of  cardiac  care  in 
intensive  care  units. 

Commercial  and  hospital  laboratories  report  their 
results  by  the  use  of  computers.  Radiologists  and 
specialty  consultants  use  the  same  method  with  a 
word  processor  which  is  simply  another  kind  of 
computer. 

As  computers  are  more  widely  accepted,  the  ex- 
pense of  installation  and  utilization  will  undoubt- 
edly diminish.  It  is  important  that  standards  be 
established  for  transmission  so  that  the  computer 
will  be  practical  for  physicians  in  solo  or  small  group 
practices  as  well  as  for  the  larger  institutions.  The 
American  Medical  Association  has  developed 
AMA/NET,  a communications  network  for  phy- 
sicians. Many  time-consuming  aspects  of  the  prac- 
tice of  medicine  are  going  to  be  speeded  up  and 
simplified  as  computers  become  used  more  widely. 

— VSFb 
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Before 

and 

After 


Before  delivery,  Anusol " Ointment*  rapidly, 
temporarily  relieves  the  itching,  burning,  and 
pain  of  hemorrhoids  of  pregnancy  and  other 
anorectal  disorders.  Used  concomitantly, 

Tucks  ® Pads  add  cooling,  soothing  comfort  to 
tender  anorectal  tissues.  Tucks  also  serve  as  a 
hygienic  rectal  wipe,  gently  cleansing  away 
potentially  irritating  fecal  residue. 

THEY  WORK  SO  WELL  TOGETHER! 


* Anusol  Ointment  contains  PRAMOXINE  HCl-a  non- 
"caine,"  topical  anesthetic  derived  from  morpholine 
and  generally  recognized  as  safe  and  effective  for 
external  use.  Pramoxine  is  as  potent  as  benzocaine 
but  appears  to  be  less  sensitizing.  Its  distinct  struc- 
ture tends  to  minimize  the  risk  of  cross-sensitivity. 
Pramoxine  acts  within  three  to  five  minutes,  and  its 
anesthetic  effect  can  last  as  long  as  several  hours.  In 
addition,  Anusol  Ointment  contains  emollient,  lubri- 
cant, wound-healing,  and  protectant  ingredients. 


After  delivery,  Anusol  Ointment  and 
Tucks  Pads  work  well  together  to  maintain 
their  complementary  relief  of  postpartum 
hemorrhoids. 

After  episiotomy  or  other  vaginal/rectal 
surgery,  Tucks  serve  also  as  an  ideal  hygienic 
wipe  or  wet  compress. 

In  nonpregnant  women,  Tucks  are  a useful 
vaginal  wi 
menstrua- 
tion or 
after 

napkin  or 
tampon 
change. 

Comfort! 


PARK  E-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains  NJ  07950 


© 1983  Warner-Lambert  Company 
PD-85-JA-1441-P-1  (12-82) 


Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  Is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1 109,  Madison,  Wis  53701. 


Social  Security  disability  bills  will  be  paid,  Doctor  Handy  says 


To  the  Editor:  I am  suggesting  some  information 
regarding  the  status  of  the  activity  of  the  Bureau  of 
Social  Security  Disability  Insurance  that  may  be  of 
interest  for  inclusion  in  the  Wisconsin  Medical 
Journal. 

The  response  to  our  advertisement  last  fall  in  the 
Journal  was  satisfactory.  We  have  hired  additional 
physicians  and  will  continue  to  do  so  on  a selective 
basis  as  to  specialty  interest.  In  March  of  1982  the 
program  scheduled  about  1 ,000  consultative  exami- 
nations by  physicians  throughout  the  State.  In  Jan- 
uary 1983,  2,200  examinations  were  scheduled.  At 
an  average  charge  of  $70.00  this  adds  about 
$150,000  to  the  medical  economy  of  the  State  in  ad- 
dition to  charges  for  laboratory  tests  and  travel 
for  the  claimants.  Because  of  the  Federal  require- 


EDUCATIONAL 
CENTER 
TEST  PREPARATION 
SPECIALISTS  SINCE  1938 

Summer  preparation 
schedules  now  available. 

Call  Days,  Eves  & Weekends 

(608)  255-0575 
550  State  St. ‘Madison 
(414)277-9990 

152  W.  Wisconsin«Milwaukee 

For  Information  About  Other  Centers 

CALL  TOLL  FREE 
800-223-1 782 


ment  for  recertification  of  claims  every  three  years 
we  are  receiving  over  1 ,000  applications  per  week  for 
processing.  All  of  these  require  one  or  more  requests 
for  medical  records  from  physicians  or  hospitals 
at  a charge  of  $12.50.  This  is  another  $50,000  mini- 
mum contribution. 

About  40%  of  the  cases  reviewed  are  ceased  ac- 
cording to  present  program  standards  and  accord- 
ing to  the  news  media  about  60%  of  those  ceased 
are  later  allowed  on  appeal  before  an  Administrative 
Trial  Judge  process.  Due  to  budgetary  staff  cut- 
backs, markedly  increased  caseload  and  uncom- 
pleted establishment  of  the  new  computer  system, 
the  Fiscal  Unit  is  four  months  behind  on  payment  of 
these  charges.  This  causes  some  physician  non- 
participation in  answering  inquiries  concerning  their 
patient’s  care  for  adjudication  of  the  claim.  The 
bills  have  been  received;  they  will  be  paid. 

We  would  like  to  emphasize  the  magnitude  of  the 
economic  contribution  to  the  medical  economy  of 
the  State  and  acknowledge  the  additional  work  im- 
pact on  the  physicians  and  their  staff.  It  is  for  the 
benefit  of  citizens  of  Wisconsin. 

George  H Handy,  MD 

Chief  Medical  Consultant 

Bureau  of  Social  Security 
Disability  Insurance 

PO  Box  7623 

Madison,  Wisconsin  53707 


Vi-Drape®  warning 

To  the  Editor:  My  Letter  published  in  the  March 
issue,  although  informative,  failed  to  carry  a warn- 
ing that  I wish  to  convey  to  my  colleagues:  The  Vi- 
Drape®  should  not  be  placed  on  completely  dry 
skin.  An  application  on  the  skin  of  an  ultrasound 
technician  resulted  in  a burn  when  the  drape  was  re- 
moved. 

Walter  P Stenborg,  MD,  FACS 

Surgeon 

3201  South  16th  Street 
Milwaukee,  Wisconsin  53215B 
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Introducing  the  MetPath  Information  System  (MIS).  The  desktop  computer  terminal  that  keeps  the  MetPath  Laboratory  Center  on  call. 
Whenever  you  need  it. 

MIS  functions  as  your  complete  office  communications  center.  / 

As  a computer  terminal,  MIS  offers  you  around  the  clock  access  to  the  computer  resources  of  MetPath,  the  world’s  leading  S 

clinical  laboratory.  / > 

With  MIS,  you  review  laboratory  test  results  as  soon  as  they’re  completed.  Or  receive  valuable  clinical  information  such  as  test/drug  / ^ j. 
interaction,  and  medical  reference  material.  Making  professional  consultation  and  patient  treatment  more  efficient.  - ^ 

What’s  more,  all  data  is  stored  within  the  system  for  later  review. 

As  an  advanced  personal  business  telephone,  MIS  offers  sophisticated  features  which  streamline  and  organize  your 
office  communication.  A 90  number  telephone  directory,  along  with  automatic  dialing  and  redialing.  A reminder  service 
which  stores  personal  messages  for  up  to  a year  in  advance.  And  a digital  clock  which  displays  the  date  and  time 
right  on  the  screen. 

Today,  by  offering  fast,  accurate  test  results,  as  well  as  complete  medical  information  through  MIS, 

MetPath  continues  to  build  upon  its  commitment  to  provide  unequalled  service  to  the  medical  profession 
To  learn  more  about  MIS  and  how  it  can  serve  your  needs  24  hours 


a day,  7 days  a week,  call  MetPath  at  1-312-297-1150,  ext.  202. 
Or  complete  and  mail  the  coupon  today. 
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THE  ONLY  DELIVERY 
SERVICE  THAT 
ABSOLUTELY,  POSITIVELY 
WON’T  KEEP  YOU 
WAITING. 

NOT  EVEN  OVERNIGHT. 


-Special 


To  the  referring  physician  . . . 

Ten  ways  to  get  more  out  of  your  radiologist 

Edward  H Kolner,  MD,  Madison,  Wisconsin 


Practically  every  patient  whom  you  hospitalize 
will  receive  one  or  more  studies  in  the  radiology 
department,  or  “diagnostic  imaging  department”  as 
some  are  beginning  to  refer  to  it,  because  of  the  pro- 
liferation of  modalities  that  do  not  necessarily 
depend  on  x-rays  but  are  part  of  the  expertise  of  the 
modern  radiologist.  More  on  that  later.  In  addition, 
many  of  your  office  or  clinic  patients  will  be  sent  to 
your  own  or  your  hospital’s  department  for  various 
diagnostic  studies.  Too  often  this  can  be  an  unsatisfy- 
ing referral  for  the  clinician  for  a variety  of  reasons. 
The  following  are  some  pointers  on  how  you  can 
optimize  the  value  of  the  studies  you  order  and  mini- 
mize the  frustrations. 

© 

This  one  you’ve  heard  before  ad  nauseam.  Give  us 
clinical  information  on  your  request!  We  don’t  need 
much,  but  we  do  need  something.  We  know  that  the 
request  slip  is  usually  filled  out  by  the  ward  clerk,  but 
on  the  order  sheet  you  can  write  a line  or  two  of  perti- 
nent information.  Often  a few  words  are  adequate. 
Examples:  “Fever  of  unknown  origin,”  “routine 
preoperative  chest,”  “headache  and  diplopia  for  two 
weeks,”  etc.  These  brief  clues  can  give  us  the  guid- 
ance we  need  to  focus  on  the  specific  information  you 
seek  in  addition  to  the  routine  evaluation  we  give  to 
every  study. 

© 

Take  a minute  to  explain  the  procedure  to  your  pa- 
tient. This  is  particularly  important  and  valuable  for 
the  medically  unsophisticated,  the  elderly,  and  the 
children.  A short  description  of  the  mechanics  of  the 
procedure  and  a word  or  two  of  what  you  hope  to 
clarify  by  having  it  done  will  do  a great  deal  to  calm 
the  patients’  anxieties  and  will  make  it  easier  and 
more  acceptable  to  them.  Example:  “For  the  x-ray 
study  of  the  colon  the  technician  will  insert  an  enema 
tip  into  your  rectum  with  a little  balloon  attached  to  it 


Doctor  Kolner  completed  a residency  in  diagnostic  radiology  in  August 
1981  after  being  in  general  practice  since  1957.  He  has  practiced  in  Madison 
since  1960.  Reprint  requests  to:  Edward  H Kolner,  MD,  4610  Waukesha  St, 
Madison,  Wis  53705  (phone:  608/238-0465).  Copyright  1983  by  the  State 
Medical  Society  of  Wisconsin. 


to  make  it  easier  for  you  to  keep  it  inside.  Then  the 
doctor  watches  the  barium  go  into  the  bowel  on  the 
fluoroscope  television  screen  and  takes  a number  of 
x-ray  pictures.  It  takes  about  5 to  10  minutes  and  is 
not  particularly  uncomfortable.  This  will  help  us  to 
know  whether  there  is  a polyp  or  a tumor  or  an  in- 
flammation that  is  responsible  for  your  symptoms.” 
Ask  them  if  they  understand  and  if  they  have  any 
questions.  Most  clinics  and  hospitals  also  have  little 
leaflets  which  explain  the  various  procedures,  and  I 
urge  you  to  use  these  in  addition  to  the  verbal  com- 
munication. The  written  word  will  reinforce  what 
you  have  told  them  and  will  further  alleviate  their 
anxieties.  As  you  know,  it  is  the  unknown  that  is 
more  feared  than  the  procedure  itself.  If  you  don’t 
have  these  leaflets,  ask  for  a supply  from  whomever 
does  your  radiology  work. 

® 

The  importance  of  adequate  and  proper  prepara- 
tion for  procedures  cannot  be  over-estimated.  The 
laxatives  and  enemas  usually  do  the  job  for  which 
they  are  designed;  but  occasionally  they  do  not,  and 
then  they  must  be  repeated  in  order  to  have  a clean 
colon.  If  it  is  important  to  have  a barium  enema,  it 
should  be  one  that  is  reliable.  If  there  is  fecal  material 
in  the  colon  or  air  from  a sigmoidoscopic  examina- 
tion, it  is  not  possible  to  be  definitive  about  the  pres- 
ence or  absence  of  the  smaller  tumors  or  subtle  in- 
flammatory lesions.  In  addition,  it  is  difficult  to  fill 
the  cecum  which  is  the  most  likely  place  for  colon 
adenocarcinoma  after  the  sigmoid.  Perhaps  when 
you  were  an  intern  or  resident  you  experienced  the  re- 
fusal by  the  department  to  perform  a study  under 
these  circumstances — as  I did.  This  happens  freely  in 
academic  settings,  but  in  private  hospitals  we  do  not 
like  to  refuse  our  clinician  colleagues.  But  believe  me, 
we  are  not  pleased  to  give  reports  on  suboptimal 
studies,  so  we  hedge — a lot.  A clean  colon  is  needed 
for  intravenous  pyelograms,  too;  and  it  is  equally  im- 
portant to  have  the  patient  fasting  for  the  appropriate 
studies,  since  putting  barium  into  a stomach  that  con- 
tains “just  a cup  of  coffee”  will  cause  the  barium  to 
fail  to  adhere  to  the  walls  in  the  proper  fashion, 
thereby  increasing  the  chance  of  missing  a lesion. 
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We  know  you  like  to  do  the  sigmoidoscopies  after 
the  patients  are  prepared  and  before  they  have  a 
barium  enema  because  you  don’t  want  to  subject 
them  to  an  extra  preparation,  but  there  are  numerous 
articles  in  the  literature  stating  the  high  percentage  of 
adequate  sigmoidoscopies  done  without  prior  prep- 
arations. Try  it  sometime  on  the  day  before  the 
barium  enema  is  done  and  see  for  yourself.  Also,  the 
patients  usually  evacuate  most  of  the  barium  in  the 
radiology  department  before  their  final  film.  Follow- 
ing our  procedures  can  be  an  excellent  time  for  you  to 
perform  the  sigmoidoscopic  examination.  At  most, 
the  patient  may  require  a small  tap  water  enema. 
Give  it  a try. 

© 

Allow  the  technicians  to  perform  standard  views. 
They  are  trained  for  this  for  good  reasons.  Standard 
views  have  been  adopted  because  they  are  most  likely 
to  show  the  pathology  that  is  commonly  present  in 
various  anatomic  locations.  They  give  optimum  yield 
for  the  minimum  number  of  views.  For  example, 
radiologists  usually  require  four  views  of  the  skull  for 
an  adequate  evaluation.  Even  the  four  standard  views 
may  be  insufficient  to  show  a basal  skull  fracture  so 
that  further  views  are  needed;  here  again  your  clinical 
information  is  critical.  Basically,  the  standard  views 
are  chosen  because  they  have  withstood  the  test  of 
time  as  being  dependable,  easily  reproducible  at  a 
later  date  or  in  another  department,  and  medico- 
legally  defensible. 

If  the  standard  views  prove  to  be  inadequate  for  a 
given  problem,  we  will  tailor  special  views.  But  if 
your  request  says  “hips,  anteroposterior  only”  be- 
cause you  are  trying  to  minimize  radiation  to  the 
gonads  of  a youngster,  and  his  slipped  capital- 
femoral  epiphysis  is  missed  for  three  months,  have 
you  done  him  a service? 

If  you  are  interested  in  knowing  about  bowel 
obstructions  or  perforation,  the  optimum  plain  film 
study  is  three  views  of  the  abdomen:  recumbent,  up- 
right, and  left  lateral  decubitus.  So  often  the  request 
is  for  a single  view  and  so  often  it  provides  no  answer. 
The  chest  should  routinely  be  examined  in  the  pos- 
teroanterior  and  lateral  modes  unless  the  patient  is 
restricted  to  bed.  The  small  amount  of  extra  radiation 
and  expense  are  quite  acceptable  compared  with  the 
extra  measure  of  information  gained  and  the  confi- 
dence with  which  we  can  report  the  study.  Actually 
you  do  not  need  to  specify  the  views  for  us  on  the  re- 
quest slip;  if  nothing  is  stated,  the  technician  will 
always  do  the  department’s  routine  views. 

© 

We  are  pleased  (sometimes  overjoyed)  to  consult 
with  you  on  problem  cases.  We  can  provide  expertise 
and  guidance  on  the  optimum  studies  to  be  performed 
in  order  to  track  down  an  elusive  diagnosis  and  the 
logical  sequence  in  which  studies  should  be  done:  eg, 


EDITORIAL  COMMENT.  This  article  summarizes  the 
problems  suffered  daily  by  radiologists,  pathologists, 
and  other  consulting  physicians.  Doctor  Kolner  elo- 
quently states  the  sources  of  frustration  which  are 
suffered  by  so  many  of  us  in  the  ‘ ' nonclinic  al ' ' fields . 
If  any  physician  in  need  of  consultation  would  follow 
Doctor  Kolner 's  ten  ways,  he /she  would  find  that, 
indeed,  the  radiologist  does  not  hide  behind  his  x-ray 
machine,  nor  does  the  pathologist  hide  behind  his 
microscope.  Nothing  irritates  a pathologist  more 
than  the  surgeon  who,  when  requesting  a frozen  sec- 
tion, refuses  to  give  significant  history  but,  instead, 
states,  "You're  the  pathologist ; you  tell  me  what 
it  is.  ” 

George  W Kindschi,  MD 

Pathologist 
The  Monroe  Clinic 
Monroe,  Wisconsin 


thyroid  studies  first,  nuclear  medicine  studies  before 
others,  intravenous  pyelograms  before  barium 
studies,  digital  venous  angiography  or  regular  angi- 
ography next  (usually),  when  to  order  computerized 
tomographic  (CT)  scans  and  ultrasound,  etc.  It  is  true 
that  radiology  studies  (and  everything  else)  are  expen- 
sive and  that  sometimes  more  complex  (and  therefore 
more  expensive)  studies  like  CT  scans  are  done  when 
a plain  film  study  will  do  just  as  well.  (“The  cat  is  just 
as  dead  when  it  is  run  over  by  a VW  as  it  is  by  a Rolls- 
Royce.”)  Sometimes  unnecessary  reconfirming 
studies  are  done.  (“The  oftener  you  run  over  a dead 
cat  the  flatter  it  gets.”)  We  can  help  you  save  time, 
money,  and  patient  days.  Just  ask. 

© 

Give  us  feedback.  We  like  to  know  when  we  are 
right  on  a tough  case,  and  we  like  to  know  when  we 
are  wrong.  It  sharpens  our  professional  interest.  It 
helps  us  to  improve.  We  routinely  receive  surgical 
pathology  and  autopsy  reports,  but  there  are  interest- 
ing day-by-day  diagnoses  in  your  office  or  in  the  hos- 
pital that  do  not  involve  the  pathologist.  We’d  like  to 
know.  Tell  us  or  send  us  a note.  We  appreciate  it. 

© 

Learn  more  radiology;  it  will  help  you  be  a better 
clinician.  You  will  have  a better  appreciation  of  what 
the  field  can  offer  in  the  way  of  help.  Read  the  arti- 
cles in  your  journals  that  relate  to  radiology.  Buy  a 
general  textbook  on  diagnostic  radiology  if  your  cur- 
rent edition  is  ten  or  more  years  old.  I can  recom- 
mend Paul  & Juhl’s  Essentials  of  Roentgen  Interpre- 
tation, Fourth  Edition,  1981.  You  won’t  have  time  to 
read  it  cover-to-cover,  but  it  is  very  satisfying  to  read 
about  the  interesting  and  classical  cases  that  you  run 
across  in  your  daily  practice. 
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Acme  Laboratories,  Inc. 

ORTHOTIC  & PROSTHETIC 
SERVICES 

Certified  by  American  Board  of  Certification 
in  Orthotics  and  Prosthetics 


10702  W Burleigh  St 
Milwaukee,  Wis.  53222 
(414)  259  1090 

Box  LOA 

Woodruff,  Wis.  54568 
(715)  356-5222 
Ext  8872 


525  E Division  St. 
Fond  du  lac,  Wis.  54935 
(414)  923-6676 

Green  Bay  Orthopedic 
(Division  of  Acme 
laboratories,  Inc.) 
428  S.  Adorns  St. 
Green  Bay,  Wis.  54301 
(414)  435-1461 


• Artificial  Limbs 

• Orthopedic  Appliances 

• Wheelchairs 

• Custom  Seating  Inserts 


Professional  Service  For  the  Handicapped 


0 

Understand  that  there  are  limitations  to  our 
modalities.  Nothing  is  100%  accurate  or  100%  reli- 
able. Sometimes  we  are  almost  perfect  but  unfor- 
tunately not  often  enough.  We  must  give  equivocal 
reports  at  times.  We  must  give  a differential  diagnosis 
at  times  (we  call  them  “gamuts”).  When  we  say  that 
a xeromammogram  shows  no  radiographic  evidence 
of  malignancy,  we  mean  no  more  than  that.  If  there  is 
a palpable  mass  that  does  not  show  on  our  study,  for 
heaven’s  sake  don’t  ignore  it! 

0 

Quality  work  takes  time.  Surely  this  is  self-evident 
and  yet  when  clinicians  are  harassed  because  patients 
are  sick  or  in  pain  or  when  parents  are  pressuring  for 
a diagnosis,  this  sometimes  is  forgotten.  Other  pa- 
tients are  sick  or  in  pain,  too.  It  takes  the  technician 
more  time  to  position  them  properly  when  they  are 
already  uncomfortable,  and  it  takes  time  for  the  radi- 
ologist to  study  the  films  and  to  process  any  addi- 
tional views.  We  do  not  mind  expediting  work,  but 
please  try  to  be  understanding  if  it  takes  longer  than 
you  think  it  should  take.  We  do  not  dilly-dally  need- 
lessly. 


is  a professional  problem 


when  it  is  on  an  S & L Enuresis  Alarm 
prescription  form.  We  furnish  the  forms — 
and  assure  you  that  S & L Enuresis  Alarms 
are  available  on  prescription  only.  We  rent 
the  alarm  to  your  patient.  It  is  used  at 
home  under  your  supervision.  The  cost  is 
low— $14.00  per  week. 

An  authoritative  article  from  the  JAMA 
documents  the  S&L  Functional  Enuresis 
treatment.  Write  for  a reprint. 

‘Statistics  from  our 30  years  of  Rx  service. 


S&LSIGNAL  COMPANY,  INC. 

P.O.  Box  4128,  Madison,  Wisconsin  53711 
(Location:  2350  Chalet  Gardens  Road) 


0 

Finally,  the  essence  of  the  relationship  between 
clinician  and  consultant  is  communication.  That  is 
what  it  is  all  about.  If  there  are  problems  in  under- 
standing a report,  difficulty  with  technicians,  com- 
plaints by  patients  about  waiting,  handling  or  cold 
and  hard  tables,  dilemmas  about  how  to  crack  a diffi- 
cult diagnosis,  or  any  of  the  countless  frustrations 
that  can  crop  up  in  your  dealings  with  us  and  our 
work,  please  talk  with  us.  Without  communication, 
misunderstandings  and  bruised  feelings  can  occur. 
With  good  communication,  you  and  I can  solve 
nearly  everything.  ■ 


house  of  BIDWELL  inc. 


535  N.  27th  Sheet 
Milwaukee,  Wis.  53208 


ORTHOTIC  & PROSTHETIC 
SERVICES 
1.414-344-1950 
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THOROUGH 

DAILY 

CHECKUP 


^ Your  medical  office  may  appear  to 
be  in  the  best  of  health  financially  Never- 
theless, we  are  prescribing  a thorough 
checkup  - daily 

You  can  administer  it  yourself,  more 
easily  than  you  can  possibly  imagine.  Just  press  a few  keys 
on  a terminal  wired  into  our  computers.  You’ll  learn  some 
very  interesting  things. 

For  example,  you’ll  instantly  know  how  efficiently 
you  are  operating.  What  your  overhead  is.  The  status  of 
your  cash  flow.  Who  is  paying  and  who  is  owing. 

Actually,  knowing  is  one  thing,  acting  is  another. 
Fortunately,  Management  Systems  of  Wausau  equips  you 
to  do  both. 

Our  procedures  and  systems  are  tailored  to  your 
needs.  Is  your  cash  flow  hurting?  We  can  move  up  your 
billing  cycle.  Or  extend  your  series  of  collection  notices. 
Even  add  the  patient’s  verbal  promise  to  pay  to  the  invoice. 

It’s  likely  all  this  and  more  can  easily  be  handled 
by  your  present  staff,  trained  and  supported  by  us. 

(We  make  frequent  “housecalls”) 

So  even  if  you  are  already  computerized,  why  not 
phone  us  for  a second  opinion? 


••HiuifiH  IinTL 


MANAGEMENT 

SYSTEMS 

ofWYLJSALJ 

1 800  826-0028.  We  work  hard  to  support  you. 

In  Wisconsin:  1 800  472-0023 


WOUND  DRAINAGE  DEVICES 

The  next  generation 
of  closed  wound  drainage  devices 
from  the  world  leader 

For  more  information  or  product  evaluation, 
contact  your  Zimmer  representative. 


zimmer 


WARSAW.  INDIANA  46580 


THE 

QUESTION 

OF 


COMPUTERIZATION 

NO.  6 OF  A SERIES 


Computer  software 

John  H Halton,  MA,  DPhil,  FIMA,  FBCS,  Madison,  Wisconsin 


We  have  now  completed  our  brief  survey  of  the  fundamentals  of  structure  and  of  operation  of  computers. 

Individual  machines  will,  of  course,  have  their  specific  peculiarities  of  hardware  configuration  and  of 
language,  with  particular  instruction  layout  and  op-codes;  but  the  general  landscape  of  any  computer  will  have 
the  same  essential  features,  both  topographic  and  functional.  I hope  that,  without  overwhelming  the  reader,  I 
have  given  enough  explanation  to  enable  him  or  her  to  make  sense  of  any  particular  computer  system  and  of  the 
technical  jargon  in  which  manufacturers  and  vendors  describe  their  equipment.  K If  any  readers  seek  further 
information  or  clarification  on  the  topics  touched  on  in  Nos.  2-6  of  this  series,  they  are  invited  to  contact  me  with 
their  enquiries,  which  I shall  deal  with,  if  I can,  either  privately  or  in  a later  article.  They  may  also  refer  to  the 
brief  bibliography  given  in  Figure  2 (in  article  No.  4).  1 We  will  now  turn  our  attention  to  the  kinds  of  software 
with  which  we  give  the  computer  its  repertoire  of  capabilities,  enabling  it  to  do  what  we  require  of  it  in  our  par- 
ticular environment  and  applications. 


The  PROGRAMS,  or  software,  available  for  com- 
puters fall  into  two  classes,  called  system  software 
and  applications  software.  The  distinction  is  a fuzzy 
one;  roughly,  the  system  software  comprises  those 
programs  which  are  considered  indispensable  to 
the  general  operation  of  a given  computer  system, 
forming  what  is  often  termed  the  operating  system 
of  the  computer,  and  generally  are  supplied  by  the 
manufacturer,  though  alternative  operating  sys- 
tems are  sometimes  available  from  software 
houses;  while  the  applications  software  includes 
all  those  programs  which  are  needed  by  one  com- 
puter user  but  not  by  another,  even  if  such  pro- 
grams are  widely  required  (for  example,  an  ac- 
counting program),  and  while  some  manufac- 
turers will  sell  applications  software  (as  optional 
additions  to  their  systems),  more  often  this  is  ob- 
tained from  software  specialists. 

We  begin  with  the  operating  system.  This  may  be 
divided  into  a kernel  of  absolutely  indispensable 
programs  and  a shell  of  almost  indispensable,  so- 
called  utility  programs.  The  kernel  (or  nucleus ) is 
also  sometimes  termed  the  monitor. 

To  understand  why  this  kernel  program  is 
needed,  we  consider  what  happens  when  we  type 
a character  (say  an  "A")  on  our  keyboard,  as  part 
of  a message  to  the  computer.  Because  our  time- 
scale  recognizes  perhaps  1/20  second,  while  the 


Doctor  Halton  is  Professor  of  Computer  Sciences  at  The  University 
of  Wisconsin,  Madison.  Communications  may  be  directed  to  him  at 
707  South  Dickinson  Street,  Madison,  Wisconsin  53703  (phone: 
608/255-2667|.  Copyright  1983  by  the  State  Medical  Society  of 
Wisconsin. 


computer  may  deal  in  units  of  1/1,000,000  second, 
if  we  want  to  type  an  "A",  we  may  find  ourselves 
actually  transmitting  some  50,000  A's  to  the  com- 
puter, before  our  finger  leaves  the  key!  If  the  key- 
board mechanism  were  to  transmit  the  A for  only 
one  microsecond,  on  the  other  hand,  the  computer 
might  well  be  busy  elsewhere  during  this  particu- 
lar ^s  and  miss  it  altogether.  Therefore,  it  is  neces- 
sary to  establish  a protocol  (in  the  usual  diplomatic 
sense,  a formal  structure  for  the  orderly  passage 
of  information)  or  "handshaking"  procedure.  This 
is  often  done  by  sending  the  A on  one  line  (or  lines) 
and  simultaneously  sending  a pulse  along  an  aux- 
iliary line,  which  sets  a "flag"  bit  in  the  CPU. 
When  the  computer  is  ready  to  receive  a new 
character,  it  checks  the  appropriate  flag  bit  over 
and  over,  until  it  detects  that  it  has  been  set.  Then 
it  reads  the  character,  resets  the  flag  to  its  "null" 
state,  and  sends  a signal  pulse  back  to  the  key- 
board (or  its  controlling  circuitry),  telling  it  that  the 
character  has  been  received.  The  flag  is  always 
open,  so  the  transmit  pulse  need  only  be  sent  once 
by  the  keyboard;  but  the  character  continues  to 
be  sent  until  it  is  acknowledged  by  the  computer. 
Thus  a keyboard  character  will  neither  be  missed 
nor  read  repeatedly.  In  addition,  either  the  CPU  or 
the  keyboard  controller  should  send  the  "A"  to 
whatever  device  displays  the  typed  characters. 

If  the  particular  keyboard  were  to  be  the  only 
input  device  ever  to  be  connected  to  the  CPU,  it 
would  be  best  to  incorporate  all  this  in  the  cir- 
cuitry of  the  CPU;  but  since  there  may  be  several 
different  inputs  to  the  CPU,  and  several  types  of 
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COMPUTERIZATION  continued 


terminal  may  be  used,  coming  from  different  man- 
ufacturers, it  is  found  preferable  to  have  the  I/O 
procedures  made  part  of  the  operating  system.  In 
addition  to  the  keyboard  input  already  described, 
there  will  be  short  machine  language  programs  for 
input  from  any  other  devices  attached  to  the  com- 
puter, and  corresponding  programs  for  output  to 
display  screens,  printers,  and  so  on. 

The  orderly  operation  of  a computer  is  subject 
to  interruptions  (or  interrupts,  as  they  are  known  in 
Computerese),  either  because  a program  contains 
an  instruction  which,  at  some  point,  is  not  exe- 
cutable (such  as  a division  by  zero  or  a reference 
to  a nonexistent  memory  location)  or  because 
someone  needs  to  terminate  execution  for  some 
overriding  reason  (such  as  the  decision  that  a pro- 
gram is  in  error  and  is  generating  garbage  or  is  in 
an  infinite  loop).  Handling  errors  and  interrupts  is 
another  function  of  the  kernel  of  the  operating 
system;  as  is  the  start-up  (or  "bootstrap")  procedure 
which  initializes  operation. 

If,  as  is  often  the  case,  several  users  are  con- 
nected to  the  computer,  then  the  operating  system 
must  handle  the  tasks  of  job-scheduling  (and  job 
accounting  and  billing,  if  this  is  appropriate),  and 
the  allocation  of  storage,  in  main  and  extended 
memory,  and  of  other  resources  (such  as  printers 
or  communication  lines),  and  the  management  of 
time-sharing  (as  between  several  terminals). 

Another  task  which  is  handled  by  the  operating 
system  is  the  management  (including  allocation, 
proper  formatting,  and  appropriate  handling)  of 
user  files,  and  their  transfer  between  main  memory 
and  extended  memory  (such  as  disk).  Indeed,  one 
sees  frequent  reference  to  disk  operating  systems, 
such  is  the  importance  of  this  function  of  the  oper- 
ating system. 

Another  function  of  the  kernel  is  to  provide 
protection  and  security  to  users  and  to  itself,  both 
from  authorized  users  encroaching  on  forbidden 
territory  and  from  unauthorized  users  attempting 
to  use  the  computer.  Ideally,  each  user  should,  on 
giving  the  correct  access  code  (such  as  a "pass- 
word”)—this  feature  did  not  exist  on  the  first  com- 
puters, and  is  still  absent  in  personal  microcom- 
puters with  only  one  user/owner— have  access 
strictly  limited  to  the  parts  of  the  computer  al- 
located to  him  or  her  by  the  operating  system,  but 
in  such  a way  that  the  impression  is  maintained 
that  he  or  she  is  the  only  user  present.  Another 
very  congenial  aspect  of  this  concept  is  that  some 
operating  systems  conduct  their  memory  manage- 
ment function  in  such  a way  that  the  user  need 
make  no  distinction  between  main  and  extended 
memory;  this  is  referred  to  as  a virtual  memory 
system. 

The  kernel  program  has  to  be  able  to  display, 
move,  modify,  and  search,  at  least  the  main  mem- 
ory, and  to  initiate  execution  at  any  given  address, 


or  activate  any  of  the  peripheral  devices.  Using 
these  functions,  by  means  of  appropriate  com- 
mands in  the  "operating  system  language,"  to- 
gether with  its  file-handling  capabilities,  the  sys- 
tem can  load,  compile,  or  execute  any  program 
stored  in  its  memory  (main  or  extended)  written 
in  machine,  assembly,  or  higher  level  language, 
provided  that  a suitable  compiler  or  other  trans- 
lator is  available  to  it. 

We  now  turn  to  the  utilities  provided  by  most 
operating  systems.  First,  we  have  an  assembler 
(and  perhaps  also  a disassembler,  which  translates 
a program  written  in  machine  language  into  the 
more  intelligible  assembly  language;  as  well  as  a 
macroassembler,  which  allows  the  user  to  define 
his  own  macro  instructions  in  machine  or  assem- 
bly language),  together  with  a selection  of  trans- 
lation programs,  either  interpreters  or  compilers,  for 
the  higher  level  languages  [these  have  been  dis- 
cussed in  articles  Nos.  4 and  5 of  this  series]  which 
the  user  wishes  to  employ.  The  smaller  micro- 
computers will  provide  an  interpreter  for  some 
dialect  of  BASIC,  since  this  a relatively  simple 
language  to  learn  and  to  interpret  into  machine  or 
assembly  language;  beyond  this,  one  must  pay  for 
additional  languages.  There  may  also  be  a variety 
of  tracing  and  debugging  utilities;  according  to  the 
cost,  size,  and  sophistication  of  the  computer  and 
its  operating  system.  There  will  be  facilities  for 
linking  or  chaining  programs  together. 

While  the  kernel  will  contain  the  rudiments  of 
a file-handling  system  (to  create,  destroy,  list,  lo- 
cate, and  transfer  files),  there  will  also  be  utilities 
for  further  management  of  these.  Such  programs 
will  sort,  find  (among  other  files),  search  (in  a given 
file,  for  information  specified),  transform,  edit,  and 
combine  files.  Indeed,  a good  editor  program  can 
enormously  facilitate  the  rapid  and  painless  crea- 
tion and  modification  of  files,  which  include  both 
text  and  programs. 

The  line  separating  the  kernel  from  the  shell  of 
utilities  is  purely  conceptual  and  far  from  sharp. 
Similarly,  the  boundary  of  the  entire  operating 
system  is  far  from  definite.  What  is  available 
beyond  the  essentials  mentioned  above  will  be 
called  part  of  any  decent  system  by  some,  part  of 
a compiled  language  by  others,  and  just  applica- 
tions software  by  still  others,  depending  on  their 
point  of  view. 

The  ability  to  handle  a variety  of  data  structures 
(such  as  arrays,  lists,  strings  of  characters,  trees, 
queues,  and  stacks ) may  come  from  the  use  of  a 
suitable  higher  level  language  or  from  an  extended 
"system  development"  utility  package.  Similarly, 
languages  intended  for  scientific  and  engineering 
applications  usually  handle  floating-point  and 
multiple-precision  arithmetic,  though  this  may  be 
provided  even  in  computer  hardware.  The  same 
applies  to  routines  for  computing,  for  example, 
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sines,  cosines,  logarithms,  &c.,  and  pseudo-ran- 
dom numbers  (the  last  beloved  of  computer  games 
inventors!) 

A data-base  management  system  [DBMS]  may  be 
just  a glorified  file-handling  utility;  or  may  be  an 
elaborate  program,  cross-indexed  and  relational, 
with  its  own  language  of  special  commands,  for 
answering  any  conceivable  question  about  a large 
amount  of  intricately  structured  data.  As  is  often 
the  case,  you  gets  what  you  pays  for,  both  in 
money  and  in  memory  space;  and  vendors'  claims 
have  to  be  carefully  scrutinized  and  verified.  It  is 
advisable  not  to  overbuy  one's  capabilities  beyond 
one's  needs. 

Similarly,  a graphics  package  may  simply  allow 
one  to  produce  passable  graphs,  histograms  [ie, 
bar-graphs),  pie-charts,  and  perhaps  games,  with 
a resolution  of  some  200  by  300  delightfully- 
named  pixels]  or  it  may  allow  you  to  resolve  per- 
haps 2000  by  3000  pixels,  in  a variety  of  colors, 
with  the  ability  to  draw  complex  three-dimen- 
sional shapes,  properly  shaded,  illuminated,  and 
textured,  and  move  them  by  commands  in  a spe- 
cial language.  The  latter,  very  expensive,  systems 
are  a lot  of  fun  to  operate,  and  can  be  most  helpful 
to  draughtsmen,  animators,  film  designers,  and 
simulator-trainer  designers;  but  they  cost  a 
bundle,  and  they  require  quite  powerful  com- 
puters to  hold  and  run  them. 

Another  offshoot  of  the  file  handler  is  a cluster 
of  programs  for  generating  reports,  journal  ledgers, 
and  accounts  of  all  kinds,  as  well  as  forms  and 
mailing-lists  (the  latter  leading  to  a kind  of  DBMS 
in  which  mailing-lists  are  matched  to  interests 
and  characteristics  of  the  individuals  itemized). 

Again,  there  are  statistical  packages  of  various 
degrees  of  sophistication,  from  a mean-variance- 
covariance  calculator,  to  systems  able  to  analyse 
very  complex  sets  of  data  by  elaborate  techniques, 
using  a whole  statistical  computer  language.  (In 
my  opinion,  these  last,  in  the  hands  of  the  uniniti- 
ated, may  be  as  dangerous  as  a loaded  machine- 
gun!) 

What  has  been  described  as  "the  most  popular 
program  ever  written"  is  usually  given  the  generic 
name  of  an  electronic  worksheet,  though  the  trade 
name  of  the  first  such  program,  Visi-Calc,  like 
Kleenex  and  Vaseline,  has  become  almost  generic. 
A table  is  presented  on  the  video  screen  and  each 
entry  is  allocated  either  a numerical  value  or  a 
formula  relating  it  to  other  entries.  When  the  data 
are  sufficient,  the  resulting  numbers  are  dis- 
played. When  an  entry  is  changed,  it  and  all  en- 
tries depending  on  it  are  altered  accordingly  at 
once.  This  provides  a representation  of  a given  sit- 
uation surpassed  (I  think)  only  by  a graph  in  its 
impact,  and  a first-class  planning  aid. 

Finally,  among  the  borderline  system /applica- 
tions software  utilities,  I would  put  what  is  usually 


called  a word-processing  package  (though  I would 
prefer  either  character  or  text  processor).  This  is 
an  extension  of  an  editing  utility,  in  which  the  text 
may  be  "scrolled”  up  and  down  on  the  screen, 
edited  in  the  usual  ways,  but  also  more  specifically 
for  producing  letters,  articles,  reports,  and  other 
written  copy.  Margins  may  be  set  and  the  text 
right,  left,  or  double  justified,  or  set  up  in  multi- 
column  pages,  with  page  numbering,  indexing, 
and  even  the  use  of  different  sizes  and  styles  of 
typeface,  in  the  most  sophisticated  systems.  Here 
again,  cost  rises  steeply,  and  one  should  buy  only 
what  one  will  need. 

Beyond  these  programs,  there  lies  endless  va- 
riety of  unquestionable  applications  programs. 
There  are  programs  for  ballistics,  boat  design, 
analysis  of  molecular  structure  from  x-ray  dif- 
fraction data,  tabulation  of  Bessel  functions,  simu- 
lation of  naval  battles  and  economic  cycles,  . . . 
Most  of  these  are  not  on  the  market  and  only  work 
on  one  machine;  but  there  are  very  many  pro- 
grams available  on  the  open  market,  produced  or 
distributed  by  software  houses,  with  various  levels 
of  efficiency,  sophistication,  and  reliability. 

Programming  is  a fascinating,  intricate,  reward- 
ing, but  unforgiving  and  at  times  infuriating  oc- 
cupation. I would  encourage  all  of  you  who  have 
the  time  to  try  it.  If  you  have  a computer  at  your 
disposal,  it  would  be  a shame  not  to  learn  a simple 
language,  such  as  BASIC  or  PASCAL  and  try  your 
hand  at  writing  a simple  program  or  two.  The 
sense  of  achievement  when  you  have  a working 
program  is  great;  perhaps  because  the  process  is 
addictive  and  consumes  much  more  time  than  you 
would  believe  possible.  The  programmer  is  an 
eternal  optimist,  and  every  bug  really  seems  to  be 
the  last!  However,  if  I don  the  hat  of  the  consult- 
ant rather  than  that  of  the  proselytizer  and  teacher, 
I must  advise  you  not  to  plan  to  write  all  the  pro- 
grams you  will  need  to  computerize  your  office, 
unless  you  are  prepared  to  give  up  your  practice 
or  to  continue  without  computer  aid  for  the  next 
few  months  or  years.  The  most  that  you  can  rea- 
sonably hope  to  achieve  is  to  write  a few  ad  hoc 
routines  to  round-out  your  applications  package 
or  modify  it  to  your  precise  needs.  Of  course,  if 
you  do  become  a full-time  programmer,  your  deep 
knowledge  of  medical  practice  may  well  yield  a 
medical  package  far  superior  to  what  is  now  avail- 
able, thus  assisting  the  profession  in  a notable 
way  and  making  you  fairly  rich  into  the  bargain! 

The  next  level  of  intimacy  in  obtaining  a suit- 
able applications  package  is  to  go  to  a professional 
programmer  or  software  house,  and  have  it  writ- 
ten exactly  as  you  want  it.  Theoretically,  this  is 
ideal;  equivalent  to  having  a suit  custom-made  by 
a tailor.  The  objections  are  considerable,  however. 
First,  the  programmer  must  be  highly  skilled  and 
must  know  a lot  about  the  kind  of  program  you 
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need.  Otherwise,  he  or  she  will  have  to  learn  on 
the  job,  and  there  is  a lot  to  learn.  Secondly,  the 
communication  between  you  and  the  programmer 
must  be  very  clear;  and  you  must  know  what  you 
really  will  need,  not  just  a vague  concept  of  what 
you  think  you  need.  Thirdly,  the  better  the  pro- 
gram fits  you  individually,  the  less  likely  it  is  to 
be  of  general  use;  and  therefore  the  very  sizeable 
development  costs  will  have  to  be  covered  by  you 
alone,  rather  than  by  a couple  of  thousand  or  more 
like-minded  users.  Fourthly,  just  because  it  is  a 
brand-new  program,  it  will  not  have  been  tested 
before;  so  the  bugs  will  emerge  during  your 
maiden  voyage;  and  you  can  be  sure  that  even  the 
most  competent  and  experienced  programmer  will 
make  a few  errors  along  the  way.  Again,  it  grieves 
me  to  say  so,  but  it  does  not  seem  reasonable  to 
commission  the  writing  of  a medical  package,  for 
the  use  of  a single  office.  What  might  be  a better 
idea  is  for  the  State  Medical  Society  to  convene  a 
committee  to  define  the  specifications  for  a gen- 
eral medical  package,  and  then  for  them,  as  a 
group,  to  commission  such  a package. 

Perhaps  we  should  therefore  abandon  Savile 
Row  in  favor  of  a good  quality  off-the-peg  suit. 
"Alterations?"  I hear  you  say.  Well,  programs  are 
more  complicated  than  suits;  so  the  alterations 
had  better  be  made  by  the  original  programmer.  If 
you  have  a package  produced  by  a competent  and 
experienced  software  house,  with  full  and  ac- 
curate documentation,  then  at  least  they  should  be 
willing  to  make  custom  alterations  to  your  order. 
It  will  not  be  cheap,  and  it  may  take  a week  or 
two;  but  you  could  expect  a reasonably  econom- 
ical, pretty  reliable  package,  exactly  fitting  your 
specifications  (if  these  are  well  thought-out  in 


the  first  place).  With  a certain  amount  of  hesita- 
tion, I would  even  approve  of  alterations  being 
made  by  a highly  competent  third-party  pro- 
grammer, provided  that  the  original  software  is 
very  well  documented. 

The  cautious,  busy  purchaser  will  probably 
want  to  buy  ready-made  software  to  do  the  job,  in 
a complete  system  of  hardware.  This  can  be 
achieved  in  two  ways:  either  by  going  to  a system 
vendor  who  provides  the  whole  package,  software 
and  hardware;  or  by  employing  a consultant  to 
match  the  component  parts  of  the  package.  I sup- 
pose that  the  most  important  characteristics  of 
both  approaches  are  that  someone  else  has  to  do 
the  thinking  (or  most  of  it)  and  that  there  is  a single 
person  to  whom  one  can  complain.  System  ven- 
dors, assuming  that  they  are  competent,  honest, 
and  reliable  (a  fact  which  can  be  checked  by  ask- 
ing for  references,  the  more  the  better)  should 
know  the  systems  they  sell  and  should  be  willing 
and  able  to  stand  firmly  behind  their  product. 
However,  they  will  rarely  recommend  someone 
else's  product,  and  they  will  tend  to  minimize  the 
defects  of  their  own.  A consultant  (with  the  same 
provisos)  should  be  in  a position  to  consider  all  the 
available  system-vendor  packages,  as  well  as 
eclectic  combinations  of  component  hardware  and 
software,  with  technical  experience  and  knowl- 
edge, to  come  up  with  an  optimized  choice.  Of 
course,  the  consultant  has  his  or  her  own  biases 
and  is  not  infallible  either;  but  the  selection  is 
from  a larger  set,  so  a better  choice  is,  though  not 
guaranteed,  at  least  likely. 

In  the  next  article,  I will  begin  to  deal  with  the 
questions  which  must  be  answered  in  deciding  on 
a choice  of  software  and  hardware.* 


ERRATA— The  Question  of  Computerization,  No.  4:  Computer  Languages 


P.  6,  line  8:  for  “ communciations"  read  ‘‘communications' ' 

P.  8,  col.  1,  line  10  from  bottom:  italicize  the  "n"  (four  times);  should  read 
"C[{n\2}]  = C[C [«]],  while  C[{«|3}]  = C [n  + C[Z]]." 

P.  9,  Fig.  5,  under  "OP-CODE  4":  line  5 from  bottom,  for  "if  p = 4.  If  a = 2;  if" 
read  "if  p = 4.  If  a = 2;  if"  (i.e. , Italic  l.c.  "a",  not  Greek  "a"), 
loc.  cit. : bottom  line,  insert  right  parenthesis',  should  read 
"(i.e.,  ADD  if  p = 5,  . . . , xor  if  p = 9).  b = 0. 

P.  10,  Fig.  6:  headings:  Italicize  the  “cadbp"  and  place  each  letter  above  corresponding 
column  of  single  digits. 

loc.  cit.:  at  address  7:  wider  space  between  "-"  and  "6000";  for  "X  — C[X]  -6000"  read 
"X*-C[X]  - 6000" 

loc.  cit.:  at  address  12:  for  "X-~C[281"  read  "C[X]  — C[28]" 
loc.  cit.:  at  address  18:  for  "0011000100000000  “ 0000000000011100  3 0 1 0 0" 
read  "0001 000 1 00000000  00000000000 11100  10100" 
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Cost-effective  business  management 

In  fact,  ATA’s  full  line  of  Medical  Computer  Systems  can 
help  streamline  your  business  operations,  regardless  of 
your  clinic’s  size  . . . whether  you’re  one  or  twenty 
physicians.  They  can  handle  all  the  details  of  your  daily 
business  management  with  touch-button  convenience 
. . . from  billing  to  filling  out  insurance  claim  forms. 
Simplify  all  aspects  of  patient  account  information.  Print 
forms,  lists,  labels  and  reports  quickly  and  easily. 

Search  out  patients  on  whom  certain  procedures  were 
performed.  Even  give  you  reports  on  all  services 
rendered  by  every  doctor  and  department  in  your  office. 
And  much  more.  All  for  significantly  less  cost  than  any 
other  computer  system  or  billing  service. 


So  call  us,  and  find  out  just  how  many  good  things  our 
advanced  technology  can  do  for  you. 


ffifl 

advanced  technology  associates 


Maintain  records  for  up  to  8000  patients 

Good  things  do  come  in  small  packages.  Like  the  new, 
compact  Medical  Computer  System  from  Advanced 
Technology  Associates.  Occupying  no  more  space  than 
a typewriter,  this  powerful  desktop  microcomputer  can 
handle  up  to  8000  patients  and  support  two  terminals 
and  a printer.  Good  things  that  make  your  clinic  more 
efficient. 


ENDORSED  BY 

SMS  SERVICES,  INC. 

FOR  MEMBERS  OFTHE 
STATE  MEDICAL  SOCIETY 
OF  WISCONSIN 


sOCIE7> 


SMS 


SERVICES 


INC 


Medical  Computer  Systems 
4710  West  North  Avenue 


Milwaukee,  Wl  53208  (414)445-4280 
In  Madison  call  (608)  251-5850 


It  Pays 
to  BE  A 
Member 


SMS  Services,  Inc. 


SMS  Services  ...  A wholly  owned  subsidiary  of  the  State  Medical 
Society  of  Wisconsin  organized  to  provide  more  and  better  benefits 
to  its  members. 


Endorsed  Insurance  Programs 


Group  Major  Medical 
Group  Life 

Group  Insured  Medical 
Reimbursement 


Income  Replacement 
Disability  Income 
Retired  Lives  Reserve 
Business  Overhead  Expense 
Total  Office  Protection 


More  on  the  way! 

In  addition  to  these,  SMS  Services,  Inc.  is  the  largest  agent  of  record 
for  WHCLIP— professional  liability  coverage— in  Wisconsin. 

Other  Programs  for  Members 


Debt  Collection  Services 
Furniture  Discount 
Book  Discounts 
Computer  Purchase 
Seminars 


Uniform  Claim  Forms 
Printing 

Auto  Lease  and  Rental 
Paper  Discount 
Home/ Office  Security  Systems 
Full  Line  Lease  Company 


More  of  these  on  the  way  too! 


To  find  out  more  about  these . . . 

Invite  speakers  to  your  county  or  specialty  society  meeting 
or  call  SMS  Services,  Inc.  for  further  details. 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 
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When  does 
two 
equal 
four? 


Only  you  can  provide  the  answer... 


Squibb  invites  you 
to  conduct  your  own  clinical  trial 

with 


Velosef Capsules 

(Cephradine  Capsules  USP) 


BID 


How  else  can  you  decide  that  Velosef  Capsules  500  mg  BID  are 
as  effective  as  250  mg  QID  of  the  leading  oral  cephalosporin? 
Ware  so  confident  about  the  results  that  we'll  send  you  a 
clinical  trial  supply  of  \telosef  Capsules  500  mg  for  use  in 
the  treatment  of  infections  of  the  respiratory  tract. 

To  find  out  how  two  500  mg  N^losef  Capsules  equal 
four  250  mg  capsules  of  the  leading  cephalosporin, 
simply  fill  out  the  attached  postage-paid  reply  card. 

We'll  send  your  clinical  trial  supply  of  \felosef 
Capsules  500  mg  right  away. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  TABLETS  1 GRAM 
Cephradine  Tablets 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 


DESCRIPTION:  Velosef  '250’  Capsules  and  Velosef  500’ 
Capsules  (Cephradine  Capsules  USP)  provide  250  mg  and 
500  mg  cephradine,  respectively,  per  capsule.  Velosef  Tablets 
(Cephradine  Tablets)  provide  1 g cephradine  per  tablet. 
Velosef  ‘125’  for  Oral  Suspension  and  Velosef  ‘250’  for  Oral 
Suspension  (Cephradine  for  Oral  Suspension  USP)  after  con- 
stitution provide  125  and  250  mg  cephradine,  respectively, 
per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are 
indicated  for  the  treatment  of  infections  caused  by 
susceptible  strains  of  designated  microorganisms  as  follows: 
Respiratory  Tract  Infections  (e.g.,  tonsillitis,  pharyngitis,  and 
lobar  pneumonia)  due  to  5.  pneumoniae  (formerly 
D.  pneumoniae)  and  group  A beta-hemolytic  streptococci 
(penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  pro- 
phylaxis of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the 
nasopharynx;  substantial  data  establishing  the  efficacy  of 
Velosef  in  the  subsequent  prevention  of  rheumatic  fever  are 
not  available  at  present);  Otitis  Media  due  to  group  A beta- 
hemolytic  streptococci,  H.  influenzae,  staphylococci,  and 


5.  pneumoniae;  Skin  and  Skin  Structures  Infections  due  to 
staphylococci  and  beta-hemolytic  streptococci;  Urinary  Tract 
Infections,  including  prostatitis,  due  to  E.  coli,  P.  mirabilis, 
Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated 
prior  to  and  during  therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersen- 
sitivity to  the  cephalosporin  group  of  antibiotics. 
WARNINGS;  Use  cephalosporin  derivatives  with  great 
caution  in  penicillin-sensitive  patients  since  there  is  clinical 
and  laboratory > evidence  of  partial  cross-allergenicity  of  the 
two  groups  of  antibiotics;  there  are  instances  of  reactions  to 
both  drug  classes  (including  anaphylaxis  after  parenteral 
use).  In  persons  who  have  demonstrated  some  form  of 
allergy,  particularly  to  drugs,  use  antibiotics,  including 
cephradine,  cautiously  and  only  when  absolutely  necessary. 

Pseudomembranous  colitis  has  been  reported  with 
the  use  of  cephalosporins  (and  other  broad  spectrum 
antibiotics);  therefore,  it  is  important  to  consider  its 
diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum 
antibiotics  alters  normal  flora  of  the  colon  and  may  permit 
overgrowth  of  Clostridia.  Studies  indicate  a toxin  produced 
by  Clostridium  difficile  is  one  primary  cause  of  antibiotic- 
associated  colitis.  Cholestyramine  and  colestipol  resins  have 
been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis 
may  respond  to  drug  discontinuance  alone.  Manage  moderate 
to  severe  cases  with  fluid,  electrolyte  and  protein  supplemen- 
tation as  indicated.  Oral  vancomycin  is  the  treatment  of 
choice  for  antibiotic-associated  pseudomembranous  colitis 


produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of 
colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to 
detect  any  side  effects  or  unusual  manifestations  of  drug 
idiosyncrasy.  If  a hypersensitivity  reaction  occurs,  discon- 
tinue the  drug  and  treat  the  patient  with  the  usual  agents, 
e.g.,  pressor  amines,  antihistamines,  or  corticosteroids. 
Administer  cephradine  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  In  patients  with  known  or 
suspected  renal  impairment,  make  careful  clinical  observation 
and  appropriate  laboratory  studies  prior  to  and  during 
therapy  as  cephradine  accumulates  in  the  serum  and  tissues. 
See  package  insert  for  information  on  treatment  of  patients 
with  impaired  renal  function.  Prescribe  cephradine  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis.  Prolonged  use  of  antibiotics  may 
promote  the  overgrowth  of  nonsusceptible  organisms.  Take 
appropriate  measures  should  superinfection  occur  during 
therapy.  Indicated  surgical  procedures  should  be  performed 
in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that 
false  results  may  occur  with  urine  glucose  tests  (see 
PRECAUTIONS,  Drug/Laboratory  Test  Interactions).  Advise 
the  patient  to  comply  with  the  full  course  of  therapy  even  if 
he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as 
possible.  Tell  the  patient  he  may  take  this  medication  with 
food  or  milk  since  G.I.  upset  may  be  a factor  in  compliance 
with  the  dosage  regimen.  The  patient  should  report  current 
use  of  any  medicines  and  should  be  cautioned  not  to  take 
other  medications  unless  the  physician  knows  and  approves 
of  their  use  (see  PRECAUTIONS,  Drug  Interactions). 
Laboratory  Tests:  In  patients  with  known  or  suspected 
renal  impairment,  it  is  advisable  to  monitor  renal  function. 
Drug  Interactions:  When  administered  concurrently,  the 
following  drugs  may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere 
with  the  bactericidal  action  of  cephalosporins  in  acute  infec- 
tion; other  agents,  e.g.,  aminoglycosides,  colistin,  poly- 
myxins, vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and 
ethacrynic  acid)  — Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of 
cephalosporins,  resulting  in  increased  risk  of  nephrotoxicity. 
Drug/Laboratory  Test  Interactions:  After  treatment  with 
cephradine,  a false -positive  reaction  for  glucose  in  the  urine 
may  occur  with  Benedict’s  solution,  Fehling’s  solution,  or 
with  Clinitest®  tablets,  but  not  with  enzyme-based  tests  such 
as  Clinistix®  and  Tes-Tape®.  False  positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a 
cephalosporin  prior  to  delivery.  Cephalosporins  have  been 
reported  to  cause  false-positive  reactions  in  tests  for  urinary 
proteins  which  use  sulfosalicylic  acid,  false  elevations  of 
urinary  1 7-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in 
animals  have  not  been  performed  to  evaluate  carcinogenic 
potential  or  mutagenesis. 

Pregnancy:  Teratogenic  Effects/Impairment  of 
Fertility  — Category  B:  Reproduction  studies  have  been 
performed  in  mice  and  rats  at  doses  up  to  4 times  the  maxi- 
mum indicated  human  dose  and  have  revealed  no  evidence 
of  impaired  fertility  or  harm  to  the  fetus  due  to  cephradine. 
There  are,  however,  no  adequate  and  well-controlled  studies 
in  pregnant  women.  Because  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  use  this  drug 
during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast 
milk  during  lactation,  exercise  caution  when  administering 
cephradine  to  a nursing  woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the 
efficacy  of  b.i.d.  regimens  in  children  under  nine  months  of 
age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited 
essentially  to  G.I.  disturbances  and,  on  occasion,  to  hyper- 
sensitivity phenomena.  The  latter  are  more  likely  to  occur  in 
persons  who  have  previously  demonstrated  hypersensitivity 
and  those  with  a history  of  allergy,  asthma,  hay  fever,  or 
urticaria. 

(continued  on  next  page) 


Can  two  really  equal  four?  (@) 
Find  out  today.  sau,i 

□ Yes,  I want  to  find  out  for  myself  if  Velosef®  Capsules 
(Cephradine  Capsules  USP)  really  equal  the  leading  oral 
cephalosporin. 

Send  my  clinical  trial  supply  of  40  Velosef  Capsules  500  mg  to: 


Name 


(Please  print) 


Address 


City/ State/Zip 


Signature 


This  offer  expires  on  December  31, 1984. 
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(continued) 

The  following  adverse  reactions  have  been  reported 
following  use  of  cephradine:  G.I.  — Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  therapy; 
nausea  and  vomiting  have  been  reported  rarely.  Skin  and 
Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash, 
pruritus,  joint  pains.  Blood  — mild  transient  eosinophilia, 
leukopenia  and  neutropenia.  Liver  — transient  mild  rise  of 
SCOT,  SGPT,  and  total  bilirubin  with  no  evidence  of 
hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins; 
their  frequency  increases  in  patients  over  50  years  old.  In 
adults  for  whom  serum  creatinine  determinations  were 
performed,  the  rise  in  BUN  was  not  accompanied  by  a rise  in 
serum  creatinine.  Others  — dizziness,  tightness  in  the  chest, 
and  candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other 
than  lobar  pneumonia)  and  skin  and  skin  structures 
infections:  250  mg  q.  6 h or  500  mg  q.  12  h.  For  lobar 
pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncomplicated 
urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious 
UTI,  including  prostatitis,  500  mg  q.  6 h or  1 g q.  12  h. 

Severe  or  chronic  infections  may  require  larger  doses  (up  to 
1 g q.  6 h.). 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in 
equally  divided  doses  q.  6 or  12  h.  For  otitis  media  due  to 
//.  influenzae:  75  to  100  mg/kg/day  in  equally  divided  doses 
q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for  children 
should  not  exceed  dosage  recommended  for  adults.  There 
are  no  adequate  data  available  on  efficacy  of  b.i.d.  regimens 
in  children  under  9 months  of  age. 

For  full  prescribing  information,  consult  package  insert. 
HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of 
24  and  100  and  llnimatic®  unit-dose  packs  of  100.  1 g 
tablets  in  bottles  of  24.  125  mg  and  250  mg  for  oral 
suspension  in  bottles  of  100  ml  and  200  ml. 
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Hemoccult®  screening  for  colorectal  neoplasms 

Report  of  a mail-out  project  without  dietary  restriction 
in  a prepaid  health  plan 

Robert  G Norfleet,  MD  and  Ronald  C Roberts,  PhD 

Marshfield,  Wisconsin 


ABSTRACT.  Two  thousand  members  of  a prepaid  health 
plan,  aged  40-65  years,  were  randomly  selected  to  par- 
ticipate in  Hemoccult  II®  testing  for  fecal  occult  blood  in 
an  effort  to  detect  colorectal  neoplasms.  The  screening 
portion  of  the  program  was  conducted  entirely  by  mail. 
One  thousand  nine  hundred  eighty-six  kits  reached  the 
patient,  and  738  were  returned,  an  overall  compliance 
rate  of  37%.  Significant  improvement  in  compliance  oc- 
curred when  a stamped,  return  envelope  was  included. 

Sixty-two  samples  (8.4%)  were  positive  for  occult 
blood.  Fifty-three  of  these  patients  responded  for  eval- 
uation of  the  positive  test  (85%).  Thirteen  (25%)  of  the 
53  patients  had  performed  Hemoccult®  testing  incor- 
rectly, 14  (26%)  had  incomplete  evaluation,  nine  had 
colorectal  neoplasms,  and  eight  had  other  significant 
gastrointestinal  disease.  Nine  patients  (17%)  had  a false- 
positive Hemoccult®  test. 

The  expenses  of  this  program  appear  favorable  for 
this  prepaid  health  program.  Additional  education  is 
needed  for  both  patients  and  physicians  regarding  the 
proper  evaluation  of  a positive  test  for  fecal  occult  blood, 
and  patients  need  better  instruction  in  preparing  the  stool 
samples. 

Evidence  is  accumulating  that  testing  asympto- 
matic people  for  fecal  occult  blood  will  detect 
colorectal  neoplasms  at  an  earlier  stage  when  treat- 
ment is  more  effective.1'2  The  American  Cancer 
Society  has  started  an  education  program  to  ac- 
quaint Americans  with  this  disease  and  recommends 
testing  for  fecal  blood  during  the  “cancer-related 
checkup.”3 

The  authors  present  their  experience  with  screen- 
ing 2000  randomly  selected  members  of  the  Greater 
Marshfield  Community  Health  Program  (GMCHP) 
using  Hemoccult  II®  (HO)  testing.  Screening  ob- 
jectives were: 

(1)  To  determine  the  compliance  with  a program 
conducted  by  mail. 


From  (he  Section  of  Gastroenterology,  Marshfield  Clinic  and  the 
Marshfield  Medical  Foundation,  Marshfield.  Study  supported  in  part 
by  the  Wood  County  Unit  and  the  Wisconsin  Division  of  the  American 
Cancer  Society.  Publication  support  provided.  Reprint  requests  to: 
Robert  G Norfleet,  MD,  Section  of  Gastroenterology,  Marshfield  Medical 
Center,  1000  North  Oak  Ave,  Marshfield,  Wis  54449  (phone:  715/ 
387-547 1 ).  Copyright  1 983  by  the  State  Medical  Society  of  Wisconsin. 


(2)  To  determine  the  effect  of  a prepaid  health 
program  on  compliance  in  testing  and  the 
evaluation  of  those  with  positive  tests. 

(3)  To  compare  the  results  of  HO  testing  without 
dietary  restrictions  with  those  reported  on  a 
meat-free,  high-fiber  diet. 

(4)  To  determine  the  costs  of  the  screening  pro- 
gram, the  evaluation  of  those  with  positive 
tests,  and  treating  the  lesions  detected. 

(5)  Most  importantly,  to  benefit  the  people 
screened  by  detecting  colorectal  neoplasms 
at  a more  favorable  stage  as  well  as  discover- 
ing other  important  gastrointestinal  diseases. 

METHODS.  A preliminary  report  of  this  project 
has  already  appeared.4  The  present  report  includes 
the  results  of  the  pilot  project.  Between  1977  and 
1979,  2000  members  of  GMCHP,  40  to  65  years  of 
age,  were  randomly  selected  by  computer  to  partici- 
pate. At  that  time,  membership  in  the  GMCHP  was 
terminated  at  age  65.  The  Wisconsin  Division  of 
the  American  Cancer  Society  (ACS),  provided  the 
Hemoccult  II®  (HO)  kits  (Smith  Kline  Diagnostics, 
Sunnyvale,  California  94088).  The  Wood  County 
Unit  of  the  ACS  provided  funds  for  postage  and 
printing  as  well  as  volunteers  to  assist  in  the  prepara- 
tion and  processing  of  the  testing  materials. 

The  detection  program  was  conducted  entirely  by 
mail.  A letter  explaining  the  project  and  its  import- 
ance was  included  with  the  HO  kit.  Patients  were 
instructed  to  place  two  separate  samples  from  each 
of  three  consecutive  stools  on  HO  slides.  They  were 
asked  to  avoid  aspirin  or  vitamin  C and  to  not  test 
their  stool  if  there  was  visible  blood  or  during 
menses.  The  slides  were  to  be  protected  from  sun- 
light, fluorescent  light,  and  heat  and  returned 
promptly.  A prepaid  return  envelope  was  included  in 
the  first  1000  mailings  but  not  for  the  second  1000. 

The  returned  slides  were  developed  the  day  re- 
ceived. Slides  prepared  more  than  five  days  before 
being  received  were  not  tested.  Twelve  patients  were 
thus  considered  to  have  not  performed  the  test.  Any 
definite,  blue  color  appearing  within  30  seconds  of 
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Table  1 — Results  of  evaluating  53  patients  with  positive 
Hemoccult ® tests 

Incomplete  evaluation 

14  (26%) 

Physician  fault 

5 

Patient  fault 

9 

Improper  testing 

13  (25%) 

Gross  rectal  bleeding  during  testing 

8 

Bleeding  gums  during  testing 

3 

Menses  during  testing 

1 

Aspirin  use  during  testing 

1 

Colorectal  neoplasms  (all  > 0.5  cm) 

9 (17%)* 

Adenomatous  polyp(s) 

5 

Adenovillous  polyp(s) 

2 

Villous  adenoma 

2 

Other  colorectal  disease 

3 (6%)* 

Proctitis 

2 

Angiodysplasia 

1 

Upper  gastrointestinal  disease 

5 (9%)* 

Peptic  ulcer 

4 

Gastritis 

1 

False  positive  Hemoccult®  test 

9(17%) 

Total 

53(100%) 

•Important  gastrointestinal  disease  detected  by  Hemoccult®  test- 
ing: 17/53  = 32%. 

applying  the  developing  solution  was  considered 
positive.  Green  color  or  questionable  blue  was  con- 
sidered negative.  One  or  more  positive  reactions  of 
the  six  specimens  were  considered  positive.  All 
specimens  were  hydrated  before  development.5 

Those  with  positive  reactions  were  sent  a second 
letter  explaining  the  importance  of  prompt  evalua- 
tion without  frightening  the  participant.  A postage- 
paid  card  was  enclosed  to  be  returned  with  the  name 
of  the  participant’s  doctor.  If  the  patient  did  not 
have  prompt  access  to  a physician,  this  was  indicated 
on  the  card  and  an  appointment  arranged.  The 
physician  was  notified  of  the  positive  HO  test  by  let- 
ter. This  letter  recommended  an  interview  to  de- 
termine whether  the  patient  had  performed  HO  test- 
ing correctly  or  had  symptoms  of  disease.  Digital 
examination  of  the  rectum  and  a proctoscopic 
examination  were  recommended.  Next,  a barium- 
contrast  roentgenologic  examination  of  the  colon 
was  suggested.  If  a source  of  the  bleeding  was  not 
identified  by  these  procedures,  a barium-contrast 
examination  of  the  upper  gastrointestinal  tract  and 
small  bowel  was  advised.  Finally,  colonoscopy  was 
recommended  before  the  test  could  be  considered 
falsely  positive.6 

RESULTS.  Of  2000  testing  kits  mailed,  14  were 
returned  because  of  wrong  address.  Overall,  1986 
kits  reached  the  patient,  and  738  were  returned  with- 
in five  days  properly  completed,  a compliance  rate 
of  37%.  The  compliance  rate  was  41.6%  (412  re- 
turned from  990  kits  received  by  patients)  when  a 
prepaid  return  envelope  was  included  but  only 
32.7%  (326  responses  from  996  kits  received  by 


Table  2* — Expenses  for  evaluating  53  patients 
with  Hemoccult ® positive  stools 


Procedure 

Number 

done 

Cost  each 

Cost 

Brief  exam 

53 

$14 

$742 

Rigid  proctosigmoidoscopy 

16** 

42 

672 

Fiberoptic  sigmoidoscopy 

27 

55 

1485 

Barium  enema 

36 

65 

2340 

Upper  G.I.  series 

5 

60 

300 

Upper  G.I.  series  with  small  bowel 
follow-through 

20 

91 

1820 

Colonoscopy 

15 

390 

5850 

Gastroscopy  with  biopsy 

1 

230 

230 

Total 

$13,439 

•Cost  for  screening  ($1331)  is  not  included  in  this  table. 

••Three  additional  patients  had  proctoscopy  performed  a month  before  the 
screening  program.  The  examination  was  not  repeated  for  them,  nor  for 
seven  other  patients  who  were  not  completely  evaluated. 


patients)  when  the  patients  had  to  supply  the  postage 
to  return  the  HO  slides.  This  difference  is  highly 
statistically  significant  (p  = < .005  using  chi-square 
analysis). 

Slides  from  62  (8.4%)  patients  were  positive  for 
occult  blood.  Fifty-three  of  these  62  individuals  ap- 
peared for  evaluation  of  the  positive  test,  a follow- 
up compliance  rate  of  85%. 

The  evaluation  of  the  53  patients  with  positive  HO 
tests  is  given  in  Table  1.  Fourteen  of  the  patients 
were  not  completely  evaluated;  five  because  their 
physician  did  not  feel  testing  was  indicated,  and  nine 
patients  stopped  the  evaluation  at  some  point  by  not 
returning  for  appointments. 

Despite  detailed  instructions  in  the  mail-out,  13 
patients  of  the  53  (25%)  did  not  perform  HO  testing 
properly.  Usually  they  noted  gross  bleeding  during 
the  testing  period.  The  patients  with  hemorrhoids 
and  anal  fissures  were  examined  with  proctosig- 
moidoscopy and  barium  enema.  Their  anal  disease 
was  treated;  and  if  repeat  Hemoccult®  testing 
was  negative,  they  were  included  in  the  “improper 
testing”  category. 

The  colorectal  neoplasms  were  all  benign  adeno- 
mas; in  eight  patients  they  were  removed  through  the 
colonoscope  without  hospital  admission.  One  of 
these  was  a villous  adenoma  with  severe  atypia.  One 
patient  required  hospitalization  for  anterior  re- 
section of  a 5 x 7 cm  sessile  adenovillous  tumor 
of  the  sigmoid. 

Significant  gastrointestinal  disease  was  dis- 
covered in  another  eight  patients.  Four  had  pre- 
viously undiagnosed  peptic  ulcers;  one  was  actively 
bleeding  without  the  patient’s  knowledge.  Two 
patients  with  proctitis,  one  due  to  radiation,  were 
discovered  as  well  as  one  patient  with  angiodysplasia 
of  the  colon  and  one  patient  with  gastritis.  In  all, 
32%  of  the  patients  evaluated  had  important  gastro- 
intestinal disease  which  had  not  been  previously 
recognized. 
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COSTS.  The  screening  portion  of  the  program  cost 
$1331,  about  67 C for  each  kit  sent  or  about  $1.80  for 
each  test  completed.  Expenses  were  reduced  by  the 
time  generously  donated  by  volunteers.  No  phy- 
sician time  was  needed  for  this  portion  of  the  pro- 
gram. 

Costs  for  evaluating  the  53  patients  with  positive 
HO  testing  were  $13,439  or  about  $254  per  patient. 
A breakdown  of  the  expenses  is  shown  in  Table  2. 

The  eight  patients  with  nonneoplastic  disease 
were  treated  at  a cost  of  $168.  One  patient  required 
hospital  admission  for  anterior  resection  of  a sig- 
moid adenovillous  tumor,  and  her  hospital  and 
physician  expenses  were  $4022.  The  eight  other 
patients  with  neoplastic  polyps  had  treatment  at  the 
time  of  diagnostic  colonoscopy  without  hospital 
admission.  Fourteen  polyps  were  removed  at  a 
treatment  cost  of  $700.  The  total  cost  for  treatment 
was  $4890. 

DISCUSSION.  Compliance  with  a mail-out  program. 
The  return  rate  of  37%  of  the  kits  reaching  the 
patients  is  lower  than  the  46%  the  authors  reported 
for  the  pilot  study.4  This  is  partly  due  to  decreased 
publicity  after  the  pilot  program  and  partly  because 
prepaid  postage  for  half  of  the  mailings  was  not 
included. 

Elwood,  et  al7  reported  a 15.4%  response  rate 
to  a mail-out  program.  This  study  also  demon- 
strated a favorable  effect  from  including  postage  on 
the  return  envelope.  Our  response  rate  is  probably 
higher  because  the  patients  were  released  from  fi- 
nancial constraints  by  their  membership  in  a pre- 
paid health  plan.  The  population  also  was  younger; 
and  Elwood,  et  al,  clearly  demonstrated  decreasing 
participation  with  increasing  age. 

Winchester,  et  al8  found  those  paying  a $2.00 
charge  for  the  testing  kit  were  much  more  likely  to 
return  it  than  when  it  was  issued  free. 

Effect  of  membership  in  a prepaid  health  pro- 
gram on  compliance  with  follow-up  evaluation. 
Hastings,9  in  a pioneering  mass  screening  program 
for  colorectal  cancer  reported  that  of  159  people 
with  a positive  fecal  test  for  blood,  only  51  (32%) 
completed  the  recommended  evaluation.  Very  good 
response  to  follow-up  requests  have  been  reported 
among  people  attending  cancer  detection  centers  at 
regular  intervals.1-2 

The  rate  of  return  for  follow-up  evaluation  in  the 
authors’  patients  is  85%.  It  should  be  noted  that 
membership  in  a prepaid  health  plan  is  very  im- 
portant as  the  patients  do  not  incur  any  out-of- 
pocket  expenses.  More  education  is  needed  for  both 
patients  and  physicians  to  reduce  the  26%  incidence 
of  incomplete  evaluations.  More  instruction  is  also 
necessary  to  reduce  the  number  of  incorrectly  per- 
formed tests  (25%  of  those  with  a positive  test  in  the 
present  study). 


Dietary  restrictions  during  Hemoccult®  testing. 
Greegor,  who  developed  guaiac  impregnated  slides, 
now  available  as  Hemoccult®  slides,  also  found  a 
meat-free,  high-bulk  diet  improved  the  accuracy  of 
the  test.10  Other  investigators  have  been  concerned 
that  the  special  diet  might  decrease  participation  in 
the  testing  program  and  have  made  modifications. 
Two  screening  programs  "-12  performed  their  initial 
testing  on  an  unrestricted  diet.  Those  with  positive 
tests  were  retested  while  on  a meat-free,  high-bulk 
diet.  Of  400  people  with  a positive  test  initially,  56 
did  not  perform  repeat  testing.11  Two  hundred  and 
ninety-one  of  344  (nearly  85%)  repeating  the  test  had 
negative  results  while  on  the  special  diet.  The  num- 
ber of  colorectal  neoplasms  is  unknown  as  this  group 
was  not  evaluated. 

Winawer’s  group1  reported  that  3.7%  of  their  pa- 
tients had  positive  HO  testing  while  on  a meat-free, 
high-fiber  diet.  Moistening  the  slides  prior  to  apply- 
ing the  developing  solution  (as  was  advised  by  the 
manufacturer  in  the  late  1970s)  increased  positive 
tests  to  5.4%  and  greatly  lowered  the  predictive 
value.  False-positivity  ranged  from  0.5%  to  2.1%. 

In  this  population,  HO  testing  without  dietary  re- 
striction and  with  premoistening  the  slides  was  pos- 
itive in  8.4%.  If  one  were  to  disregard  those  per- 
forming the  test  incorrectly  (13  patients),  those  not 
evaluated  completely  (14  patients),  and  those  ignor- 
ing our  recommendation  for  evaluation  (9  patients), 
there  remain  26  patients  with  positive  tests.  This  is 
an  adjusted  positive  rate  of  3.5%  of  the  738  tests 
performed.  False-positive  tests  occurred  in  9 of  the 
738  patients  screened  (1.2%).  Comparing  these  re- 
sults with  those  of  Winawer,  et  al,1  does  not  indicate 
a major  problem  with  screening  without  dietary  re- 
striction. A recent  study13  addressed  the  question  of 
dietary  restriction  and  rehydration  of  HO  slides 
directly  and  concluded  that  optimum  conditions 
should  be  exclusion  of  red  meat,  uncooked  radish, 
horseradish,  cantaloupe,  and  cauliflower  from  the 
diet  and  hydration  of  HO  slides  before  testing. 

Costs  of  HO  screening.  Elwood,  et  al7  reported 
the  cost  of  screening  patients  was  $1 .88  per  return  if 
return  postage  was  not  included  and  $1 .75  per  return 
if  postage  was  included  (because  a larger  percentage 
returned  slides  if  postage  was  included).  The  authors 
found  the  screening  expenses  were  $1.80  for  each 
slide  kit  returned.  Expenses  for  evaluating  each  pa- 
tient with  a positive  HO  test  was  $254.  The  costs  for 
treating  the  diseases  discovered  totalled  $4890. 

These  expenses  seem  reasonable  to  the  authors 
and  to  the  administrators  of  the  GMCHP,  so  the 
screening  program  is  being  continued. 
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JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS. . .No.  3 of  a series 


Accreditation  issues . . ■ John  E Affeldt,  MD,  President  JCAH 


QUESTION:  Doctor  Affeldt,  what  guidelines  will  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals (JCAH)  use  in  1983  to  evaluate  a hospital’s  quality  assurance  (QA)  program? 

ANSWER:  When  the  JCAH  approved  its  new  quality  assurance  (QA)  standard  for  hospitals  in 
April  1979,  It  realized  that  it  was  only  fair  to  give  facilities  adequate  time  to  prepare  for  survey 
under  the  new  standard.  Accordingly,  the  new  standard  did  not  become  effective  for  accredita- 
tion decision  purposes  until  Jan  1,  1981. 


The  JCAH  also  recognized  that  its  guidelines  for 
surveying  the  standard  should  evolve  over  time,  be- 
coming more  comprehensive  as  experience  with  the 
concept  of  an  organized  QA  program  increases.  By 
the  end  of  1982,  all  accredited  hospitals  were  to  have 
been  surveyed  under  the  initial  QA  guidelines,  which 
emphasize  the  need  for  assigning  authority  and  re- 
sponsibility for  QA  activities,  making  progress  in 
coordinating  and  integrating  QA  mechanisms,  and 
having  a written  plan  that  describes  both  of  these 
activities.  Over  the  past  two  years,  JCAH  staff  have 
monitored  hospitals’  compliance  with  these  guide- 
lines and  have  compiled  data  that  indicate  significant 
progress  in  implementing  the  fundamental  charac- 
teristics of  a hospital-wide  QA  program.  For  ex- 
ample, by  mid-1982,  only  10%  of  the  hospitals  sur- 
veyed did  not  meet  these  basic  requirements. 

In  view  of  this  data  in  concert  with  its  philosophy 
that  survey  guidelines  should  evolve  over  time,  the 
JCAH  believes  it  appropriate  to  strengthen  the  de- 
cision guidelines  that  surveyors  will  use  during  1983 
to  evaluate  a hospital’s  QA  program.  The  new 


This  series  is  prepared  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an  informational  aid  to 
physicians.  Questions,  comments,  or  suggestions  for 
future  articles  should  be  directed  to:  Diane  M Gabriel, 
Program  Manager,  Marketing  Communications,  Dept  of 
Public  and  Professional  Relations,  JCAH,  875  N Michigan 
Ave,  Chicago,  III  60611;  phone:  312/642-6061,  ext  214. 


survey  guidelines,  which  became  effective  Jan  1, 
1983,  emphasize  that  the  written  plan  must  be  com- 
patible with  a hospital’s  actual  QA  activities  and  that 
efforts  need  to  be  directed  toward  identifying  and 
solving  patient  care  problems.  More  specifically,  the 
JCAH  surveyors  will  seek  evidence  that: 

• Assignment  of  authority  and  responsibility  for 
QA  is  consistent  with  the  description  in  the  writ- 
ten QA  plan; 

• Integration  and/or  coordination  of  information 
from  quality-related  activities  is  accomplished 
in  accordance  with  a facility’s  written  plan;  and, 

• In  conducting  individual  QA  functions  (eg, 
medical  staff  departmental  review  and  support 
service  review  and  evaluation  in  hospitals),  the 
facility  shows  evidence  that  identified  patient 
care  problems  have  been  resolved. 

Although  these  guidelines,  in  conjunction  with 
other  factors,  will  be  used  in  1983  for  determining 
accreditation  decisions,  the  JCAH  surveyors  will 
continue  to  offer  consultation  on  all  aspects  of  the 
quality  assurance  standard.  The  intent  of  the  QA 
standard  continues  to  be  to  assist  hospitals  in  imple- 
menting a comprehensive,  integrated,  and  problem- 
focused  program  that  promotes  excellence  in  patient 
care.  The  new  guidelines  reflect  the  slow  and  steady 
evolution  of  the  components  of  JCAH’s  QA  stand- 
ard and  are  the  next  logical  steps  to  be  emphasized 
during  the  accreditation  survey.  ■ 
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The  hypersomnias  (excessive  daytime  sleep) 

Phiroze  L Hansotia,  MD  and  Richard  B Wall,  R EEG  T,  Marshfield,  Wisconsin 


ABSTRACT.  Of  the  94  patients  evaluated  for  excessive 
daytime  sleep  over  the  past  three  and  one-half  years, 
54.3%  had  sleep  apnea,  18%  had  idiopathic  hyper- 
somnia, 12%  had  psychogenic  hypersomnia,  9.6%  had 
narcolepsy  and  5.3%  were  found  to  have  a variety  of 
underlying  medical  and  neurological  diseases.  All  patients 
had  complete  medical,  neurological,  psychological  and 
when  necessary,  pulmonary  function  evaluation.  Multiple 
sleep  latency  tests  (MSLT)  and  nocturnal  polysomno- 
grams  followed.  The  MSLT  was  found  to  be  useful  only 
in  the  diagnosis  of  narcolepsy.  Nocturnal  polysomnog- 
raphy tends  to  show  characteristic  changes  in  the  various 
disorders  of  excessive  daytime  sleep. 

The  disorders  of  sleep1  are  divided  into: 

1.  Disorders  of  initiating  and  maintaining  sleep — 
the  insomnias  (DIMS). 

2.  Disorders  of  excessive  somnolence  (DOES). 

3.  Dyssomnias  secondary  to  disruptions  of  the 
24-hour  sleep — wake  cycle. 

4.  Parasomnias. 

The  disorders  of  excessive  somnolence  (DOES) 
are  a varied  group  of  functional  and  organic  con- 
ditions in  which  the  chief  symptoms  may  include  in- 
appropriate and  undesirable  sleepiness  during  the 
waking  hours,  decreased  cognitive  and  motor  per- 
formance, excessive  tendency  to  sleep,  unavoidable 
napping,  increase  in  total  24-hour  sleep,  and  dif- 
ficulty in  achievement  of  full  arousal  on  wakening. 
This  group  of  disorders  has  also  been  loosely  refer- 
red to  as  the  hypersomnias.  Patients  with  the  com- 
plaints of  unexplained  hypersomnia  and  insomnia 
constitute  the  large  bulk  of  problems  evaluated  by 
most  sleep  laboratories. 

The  disorders  of  excessive  somnolence  consist  of 
a number  of  different  conditions  (Table  1).  Medical 
and  toxic  conditions  causing  excessive  daytime  sleep 
are  shown  in  Table  2.  Another  simple  way  of  divid- 
ing this  group  of  disorders  is  as  follows:  Excessive 
daytime  sleep  may  be  divided  into  (a)  the  narcolep- 
sies,  and  (b)  the  hypersomnias  other  than  narco- 
lepsy. These  hypersomnias  in  turn  may  be  (a)  pri- 
mary, (b)  secondary  [to  medical,  neurological,  or 
psychiatric  illnesses],  or  (c)  intermittent. 

Our  evaluation  of  patients  with  sleep  disorders  be- 
gins with  a careful  history  and  physical  examination. 
A Sleep  Questionnaire  is  part  of  the  process.  Initial 
evaluation  includes  appropriate  endocrine,  pul- 
monary and  otolaryngological  examination.  Skull 
x-ray  films,  electrocardiographc  studies,  and  ap- 
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propriate  laboratory  tests  are  routinely  obtained; 
other  tests  including  a Minnesota  Multiphasic  Per- 
sonality Inventory  (MMPI)  are  obtained  as  neces- 
sary. Following  this  initial  evaluation,  a patient  may 
have  a multiple  sleep  latency  test  or  go  on  directly 
for  nocturnal  polysomnography. 

Traditional  approaches  to  the  study  of  sleepiness 
have  included  performance  tests  such  as  those  de- 
veloped to  evaluate  the  consequences  of  sleep  depri- 
vation and  various  work — rest  schedules,  and  pupil- 
lography.  These  approaches  rely  on  a statistical  re- 
lationship between  an  operational  definition  of  sleep 
deprivation  or  a subjective  measurement  of  sleepi- 
ness on  the  one  hand  and  a behavioral  or  psy- 
chophysiological  parameter  on  the  other.  In  1977, 
Carskadon  and  Dement2  suggested  that  sleep  latency 


Table  1 — Disorders  of  excessive  somnolence  ( DOES ) 


1.  Psychophysiological. 

2.  Psychiatric  disorders. 

3.  Drug- and  alcohol-induced. 

4.  Sleep-induced  ventilatory  impairment. 

a.  sleep  apnea. 

b.  hypoventilation  syndrome. 

5.  Narcolepsy. 

6.  Nocturnal  myoclonus  and  restless  legs. 

7.  Idiopathic  central  nervous  system  hypersomnolence. 

a.  familial. 

b.  nonfamilial. 

8.  Medical  and  toxic  conditions  associated  with  excessive 
sleep. 

9.  Miscellaneous  DOES:  Intermittent  DOES,  eg,  Kleine- 
Levin  syndrome. 

Insufficient  sleep. 

Sleep  drunkenness. 


Table  2 — Disorders  of  excessive  sleep : Medical  and 
toxic  conditions. 


— uremia,  liver  failure 

— severe  hypothyroidism:  normal  sleep  structure, 
excessive  slow  waves  with  stupor/coma,  decreased 
alpha — corrected  with  therapy. 

— chronic  pulmonary  disease  (with  hypercapnia) 

— diabetes  mellitus  with  incipient  coma  or  severe 
hypoglycemia 

— obstructive  hydrocephalus 
— dementia  associated  with  Alzheimer’s  disease 
— head  injuries 

— brain  tumors,  particularly  around  the  third  ventricle 
and  involving  the  posterior  hypothalamus 
— a variety  of  febrile  illnesses,  including  subacute 
bacterial  endocarditis,  in  their  toxic  states. 
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Table  3 

Hypersomnia 

Narcolepsy 

DEFINITION: 

Excessive  sleep 
(sleep  not 
irresistible) 
(auxiliary 
symptoms 
absent) 

Characterized  by  irresist- 
ible sleep  attacks  of 
short  duration.  Usual- 
ly associated  with  aux- 
iliary symptoms  of  cat- 
aplexy, sleep  paralysis, 
or  hypnagogic  hallu- 
cinations. 

DURATION: 

Hours  to  days. 

5-30  minutes,  usually 
< 15  min. 

NOCTURNAL 

SLEEP: 

Undisturbed. 

Disturbed. 

OCCURRENCE: 

Daytime  or 
nocturnal. 

During  wakefulness. 
Hypnagogic  hallucina- 
tions and  sleep  paral- 
ysis occur  during 
arousal  from  sleep. 

POSTDORMITAL 

CONFUSION: 

Characteristic. 

Absent. 

PRIMARY  UNDER- 

LYING  CAUSES: 

Usual. 

Absent. 

SLEEP  STRUCTURE: 

Normal. 

Abnormal. 

(defined  as  the  time  between  the  point  when  an  in- 
dividual tries  to  sleep  and  the  point  when  electro- 
encephalographic  patterns  of  sleep  first  develop) 
measured  repeatedly  in  controlled  nap  situations 
might  prove  a useful  tool  in  evaluating  pathological 
sleepiness.  In  1981,  Johanna  VandenHoede,  et  al3 
confirmed  the  usefulness  of  the  multiple  sleep  la- 
tency test  in  narcolepsy  and  further  recommended  its 
use  in  all  the  hypersomnias.  Early  multiple  sleep 
latency  test  results  in  our  laboratory  proved  to  be 
very  inconsistent  and  unpredictable  in  patients  with 
hypersomnias  other  than  narcolepsy.  Because  of 
this,  we  elected  to  study  the  effectiveness  of  this  test 
in  our  own  laboratory.  Fifteen  consecutive  un- 
selected patients  with  complaints  of  excessive  day- 
time sleep  (EDS)  were  given  the  multiple  sleep  la- 
tency test  (MSLT)  with  a view  to  evaluating  its 
usefulness  in  the  diagnosis  of  these  disorders.4-5  In 
addition  to  the  MSLT,  these  patients  received  a 
complete  evaluation  which  included  nocturnal  poly- 
somnograms.  Three  patients  had  narcolepsy,  seven 
had  idiopathic  hypersomnia,  three  had  sleep  apnea, 
one  was  normal,  and  one  had  a brain  tumor  with 
hypersomnia. 

One  patient  with  narcolepsy  had  an  average  sleep 
onset  latency  (ASOL)  of  3.5  minutes  and  rapid  eye 
movement  (REM)-onset  sleep  on  four  daytime  naps. 
The  other  two  narcoleptics  had  ASOLs  of  less  than 
five  minutes  but  only  one  episode  of  REM-onset 
sleep  each  in  four  daytime  naps.  The  quantity  of 
REM  sleep  in  the  nocturnal  polysomnograms  on  the 
night  of  the  multiple  sleep  latency  test  bore  no  re- 
lationship to  these  results.  In  all  other  conditions  of 
excessive  daytime  sleep,  the  ASOL  was  variable,  un- 


predictable, and  often  normal.  REM-onset  sleep  was 
found  only  in  narcoleptic  patients  and  this  proved 
helpful  in  two  out  of  the  three  narcoleptic  subjects 
recorded.  In  addition,  total  time  in  bed,  total  sleep 
time,  interspersed  wakefulness,  sleep  onset  during 
nocturnal  polysomnography,  time  to  first  rapid  eye 
movement  episode,  total  number  of  rapid  eye  move- 
ment episodes,  percentage  of  nonREM  sleep,  and 
percentage  of  REM  sleep  during  nocturnal  polysom- 
nography were  all  correlated  with  the  latency  of  the 
average  onset  of  sleep  in  our  test  subjects  for  clues 
as  to  its  diagnostic  significance.  The  association  of 
the  responses  on  multiple  sleep  latency  testing  and 
those  of  nocturnal  polysomnography  were  both  in- 
consistent and  unreliable.  Equally,  they  were  neither 
helpful  in  making  the  clinical  diagnosis  of  the  sleep 
disorder  in  question  nor  in  evaluating  its  severity. 
Our  data  suggest  that  the  multiple  sleep  latency  test 
is  useful  in  evaluation  of  narcolepsy  but  has  little 
value  in  the  other  hypersomnias. 

Patients  are  prepared  for  nocturnal  polysomnog- 
raphy by  stopping  all  psychotropic,  sedative,  or  hyp- 
notic medications  for  at  least  one  to  two  weeks  prior 
to  the  study.  Tea,  coffee,  and  caffeine-containing 
beverages,  including  cola  drinks,  must  also  be  with- 
held. The  setting  of  the  sleep  laboratory  is  not  one 
that  resembles  the  natural  sleep  location  of  the  pa- 
tient. However,  this  artificial  location  is  comfortable 
and  used  for  all  our  patients  with  hypersomnia  and 
seems  quite  effective  for  acquiring  the  information 
necessary  to  diagnose  and  treat  their  problem.  Pa- 
tients are  set  up  to  sleep  between  10:00  PM  and  6:00 
AM.  The  technique  of  polysomnography  follows  the 
recommendations  and  protocol  described  by  Ber- 
endes  et  al  (1981). 6 

In  the  last  three  and  one-half  years,  94  patients 
were  evaluated  for  excessive  daytime  sleep.  These 
include: 


Narcolepsy 

9 patients 

9.6% 

Sleep  apnea  syndrome 

51  patients 

54.3% 

Psychogenic  excessive 

daytime  sleep 

12  patients 

12.8% 

Medical  neurological 
causes  of  excessive 

daytime  sleep  (EDS) 

5 patients 

5.3% 

Idiopathic  hypersomnia 

17  patients 

18.0% 

The  first  step  in  the  clinical  diagnosis  is  the  identi- 
fication of  the  disorder  by  history  into  the  hyper- 
somnias as  opposed  to  the  narcolepsies.  The  char- 
acteristic features  of  both  and  their  differences  are 
listed  in  Table  3.  Narcolepsy  is  characterized  by  on- 
set in  early  youth,  generally  in  the  teenaged  years, 
with  characteristic  short  sudden  onset  naps,  which 
are  uncontrollable  and  which  may  occur  at  any  time 
anywhere.  These  naps  are  sometimes  preceded  by 
drowsiness  and  a sense  of  impending  sleep  which  can 
be  postponed  by  increased  physical  activity,  by 
strong  sensory  stimulation  or  by  strong  emotional 
circumstances  such  as  fear  or  anxiety.  Night-time 
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Table  4 — Nocturnal  polysomnography 


Idiopathic 

Narcolepsy 

Sleep  apnea 

Psychogenic 

Sleep  onset 

Variable 

< 5 min 

< 5 min 

Variable 

(may  be  > 20  min) 

Total  sleep  time 

Normal  or  longer 

Normal  or  less 

Reduced 

Variable 

First  episode  of  REM 

Normal 

REM  onset 

Normal 

Normal  or  longer 

Interspersed  wakefulness 

Normal 

Increased 

Increased 

Increased 

NonREM  Stages  I-II 

Normal  or  longer 

Normal 

Normal 

Normal 

NonREM  Stages  1II-IV 

Normal 

Normal 

Reduced 

Reduced 

REM  Sleep 

Reduced 

Reduced 

± 

± 

Apnea  Index  > 5 

No 

No 

Yes 

No 

REM  = Rapid  eye  movements. 


sleep  in  narcoleptics  is  often  disrupted  and  patients 
frequently  awaken  tired.  Most  characteristic  of  all, 
this  condition  is  associated  with  cataplexy  in  virtually 
all  cases  and  in  hypnagogic  hallucinations  and  sleep 
paralysis  in  some.  The  hypersomnias,  on  the  other 
hand,  are  associated  with  daytime  naps,  which  gen- 
erally occur  with  sedentary  periods  such  as  watching 
television,  reading  the  newspaper,  sitting  at  any 
length  of  time  in  a quiet  rested  mood,  with  boredom 
or  with  inattention.  They  are  also  frequent  post- 
prandially,  particularly  after  the  noon  and  evening 
meals,  and  also  noted  in  association  with  prolonged 
driving.  Night-time  sleep  may  be  prolonged  or  it  may 
be  entirely  normal.  This  condition  characteristically 
often  begins  in  middle  age  and  is  frequently  of  rela- 
tively short  duration  seldom  lasting  five  to  seven 
years  prior  to  the  patient’s  seeking  medical  attention. 
Daytime  fatigue,  headaches,  and  mood  changes  are 
noted  with  the  sleep  apnea  syndrome,  with  certain 
psychogenic  states  such  as  a chronic  depressive  re- 
action, and  also  with  certain  medical  conditions  such 
as  hypothyroidism.  In  most  of  these  instances  the 
daytime  naps  are  preceded  by  drowsiness  and  often 
temporarily  postponed  by  effort.  In  many  cases  the 
short  daytime  naps  tend  to  refresh  the  person  allow- 
ing him  a period  of  wakefulness  of  several  hours 
during  which  his  activities  are  uninterrupted  by 
drowsiness  or  sleep. 

Excessive  daytime  sleep  from  whatever  cause 
tends  to  be  disruptive  of  the  patient’s  job,  family 
relationships,  and  social  life  and  may  be  a risk  while 
driving  an  automobile.  Together  these  elements  are 
an  impediment  to  normal  life  and  easily  lead  to  af- 
fective psychological  problems  which  in  turn  further 
aggravate  the  sleep  disturbance.  It  is  therefore  self 
evident  that  treatment  should  be  as  prompt  and  as 
effective  as  possible. 

The  characteristic  findings  of  the  various  hyper- 
somnias at  nocturnal  polysomnography  are  dis- 
played in  Table  4.  Each  of  the  four  characteristic 
entities  has  the  pattern  of  polygraphic  variables 


which  are  suggestive  of  the  diagnosis  when  taken 
in  association  with  the  clinical  findings  and  other 
laboratory  tests  on  these  patients. 

In  a recent  nationwide  cooperative  study7  involv- 
ing 11  sleep  disorders  centers,  nearly  5000  patient 
records  were  evaluated.  The  most  common  major 
diagnostic  category  was  “disorders  of  excessive 
sleepiness  (hypersomnia)” — 42%.  The  most  prev- 
alent diagnoses  in  the  hypersomnia  category  were 
sleep  apnea  (43%)  and  narcolepsy  (25%).  Uncon- 
trolled, excessive  daytime  sleep  can  be  a psycho- 
logically and  physically  disabling  problem.  While  its 
exact  prevalence  is  uncertain,  this  study  estimates  it 
to  be  0.3%  to  4%  of  the  general  population.  As  the 
physiological  state  of  sleep  is  better  understood  and 
the  technology  for  investigating  sleep  disturbances 
develops,  so  also  does  our  ability  to  evaluate  and 
treat  sleep  disorders.  Already  the  pharmacological 
treatment  of  this  group  of  disorders  has  evolved  to 
allow  satisfactory  treatment  of  most  of  these  pa- 
tients. Their  continued  improvement  along  with  that 
of  surgical  procedures  for  the  relief  of  sleep  apnea 
make  the  outlook  for  this  group  of  diseases  bright 
for  the  future. 
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MEDICAL  BRIEF 


Accidental  use  of  Superglue 
in  the  eye;  case  report 

J Kemper  Campbell,  MD,  Lincoln,  Nebraska 


A 35-year  old  man  was  working  outdoors  April 
24,  1982,  when  his  eyes  began  to  itch.  He  found  a 
bottle  of  what  he  believed  were  his  wife’s  eye- 
drops  on  the  windowsill.  Immediately  upon  plac- 
ing one  drop  into  his  right  eye,  he  experienced  the 
onset  of  severe  pain  in  the  eye  and  an  inability  to 
open  his  eyelids.  Inspection  of  the  bottle  revealed 
that  he  had  mistakenly  instilled  Superglue  into  the 
eye. 

He  was  taken  to  the  local  emergency  room 
where  the  examining  physician  was  unable  to 
visualize  the  cornea  because  of  the  firm  lid  adhes- 
ion present. 

Three  hours  later  he  was  seen  at  a health  center 
emergency  room.  His  right  lids  and  lashes  were 
firmly  bonded  together  by  the  adhesive.  Under 
magnification,  surgical  scissors  were  used  to  care- 
fully separate  his  lids  and  remove  all  lashes. 

As  soon  as  the  lids  separated,  a gush  of  tears 
and  debris  which  had  been  trapped  behind  the  lids 
exited.  A large  central  corneal  abrasion  was  then 
noted.  A clump  of  dehisced  corneal  epithelium 
and  Superglue  was  present  in  the  inferior  con- 
junctival fornix. 

Pressure  patching,  topical  antibiotics,  and 
cycloplegic  drops  healed  the  abrasion,  though  the 
patient  continued  to  be  quite  uncomfortable  for 
the  next  72  hours. 

Discussion.  Superglue  is  a commonly  used  ad- 
hesive compound  which  is  found  in  many  house- 
holds. Various  nonprescription  eyedrops  are 
packaged  in  similarly  sized  and  shaped  bottles 
which  can  potentially  be  confused  with  Super- 
glue. 

As  physicians  we  should  be  aware  of  potential 
environmental  hazards  to  our  patients,  and  if  we 
do  occasionally  recommend  eyedrops  which  can 
be  purchased  over  the  counter,  we  should  empha- 
size that  the  proper  place  for  these  drops  is  the 
medicine  cabinet. 

It  is  also  our  responsibility  to  alert  the  manu- 
facturers of  this  possible  confusion  with  their 
product  so  that  a simple  change  in  packaging 
(ie,  using  a red  label)  may  be  considered  to  pre- 
vent further  accidents  of  this  type. — Excerpted 
from  the  Nebraska  Medical  Journal,  December 
1982,  with  permission.  ■ 


ABSTRACTS 


Effectiveness  of  a surgical  wound 
surveillance  program 

ROBERT  E CONDON,  MD,  MS;  WILLIAM  J SCHULTE,  MD; 
MARK  A MALANGONI,  MD;  MARY  JANE  ANDERSON-TESCHEN- 
DORF,  RN,  Department  of  Surgery,  Medical  College  of  Wisconsin 
(REC  & MAM)  and  the  Surgical  (WJS)  and  Research  (MAT)  Services, 
Wood  Veterans  Administration  Medical  Center,  Milwaukee,  Wis:  Arch 
Surg  1 18:303-307  (Mar)  1983 

A five-year  surgical  wound  surveillance  program 
included  the  following  features:  (1)  observations 
were  made  by  a trained  nurse-surveyor;  (2)  all  surgi- 
cal services,  without  exception,  were  surveyed;  (3) 
the  nurse-surveyor  reported  directly  to  the  Chief, 
Surgical  Service;  (4)  all  infected  wounds  and  all 
suspected  of  harboring  an  infection  were  observed 
daily  by  the  nurse-surveyor;  (5)  all  wounds  were  in- 
spected on  the  third  and  seventh  postoperative  days, 
at  hospital  discharge,  and  at  a follow-up  clinic  visit; 
and  (6)  cultures  were  obtained  from  all  infected 
wounds.  Data  concerning  infections  for  all  surgical 
services  were  published  each  month  at  the  mor- 
tality-morbidity conference.  The  number  of  wounds 
closed  primarily  and  the  number  of  infected  wounds 
were  recorded,  together  with  calculations  of  wound 
infection  rates  by  operation  class,  for  each  surgical 
service  and  for  the  whole  hospital.  During  the  study, 
the  rate  of  wound  infections  progressively  declined. 
The  overall  incidence  decreased  from  3.5%  before 
the  study  began  to  less  than  1%  at  its  conclusion. 
(Read  before  the  second  annual  meeting  of  the 
Surgical  Infection  Society,  Boston,  April  20, 
1982).  ■ 


NEW  BROCHURE  EXPLAINS  ‘UCR’  CON- 
CEPT TO  PATIENTS.  On  occasion  physicians’  pa- 
tients have  been  told  by  insurance  carriers  that  their 
physician’s  fee  exceeds  “Usual,  Customary  or  Reason- 
able” (UCR)  charges  as  determined  by  the  carrier  and 
have  been  advised  not  to  pay  the  “balance  due”  on  the 
physician’s  bill.  A new  brochure  published  by  SMS  ex- 
plains what  UCR  is,  how  misunderstandings  concerning 
it  can  be  avoided,  and  how  problems  can  be  resolved 
when  they  occur.  The  conveniently-sized  brochure  is 
suitable  for  insertion  in  physicians’  statements  and  is 
written  in  simple,  everyday  language.  SMS  members  are 
entitled  to  receive  their  first  200  copies  of  the  brochure 
free.  Additional  copies  are  available  at  a cost  of  S4.00  per 
100  and  a $3.00  postage  and  handling  fee  plus  5%  sales 
tax  from  the  SMS  Communications  Department,  PO  Box 
1109,  Madison,  WI  53701.  ■ 
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600 mg  Tablets 


Bactrim  concentrates  in  serum 
and  penetrates  sputum13 


3f  ohronic  bronchitis 


* 


Bactrim  clears  sputum  of 
susceptible  bacteria 

In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens.4  5 One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.5 

Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated/ 


attacks  H.  influenzae — even 
ampicillin-resistant  strains 


Bactrim  reduces  coughing 
and  sputum  production 

In  three  double-blind  comparisons 
with  ampicillin  q.i.d . , Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.79  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.10  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 

References:  1.  Hughes  DTD.  Bye  A,  Hodder  P:  Adv  Antimi- 
crob  Antineoplastic  Chemolher  7/2:1105-1106.  1971.  2.  Jordan 
GW  etal:  Can  Med  Assoc  J 772:91S-95S.  Jun  14,  1975.  3.  Beck 
H.  Pechere  JC:  Prog  Antimicrob  Anticancer  Chemother  7:663- 
667,  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts ; Princeton  Junction,  NJ.  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56.  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
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parisons between  trimethoprim-sulfamethoxazole  (Bactrim7'') 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp.  1718.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
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methoxazole (Bactrim1'')  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp.  13- 14. 


b.i.d. 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 


"Due  to  susceptible  organisms.  Please  see  next  page  for  summary  of  product  information. 


THE  NEW  PRESIDENT 

Chesley  P Erwin,  MD 


Aproud  native  of  Oklahoma  and  the  son  of  a rural 
general  practitioner  assumed  the  presidency  of  the 
State  Medical  Society  of  Wisconsin  during  its  An- 
nual Meeting  March  24-26  in  Milwaukee.  Chesley  P 
Erwin,  MD,  a Milwaukee  pathologist  and  professor 
of  pathology  at  the  Medical  College  of  Wisconsin, 
represents  a knowledgeable  and  dedicated  doctor 
who  believes  that  as  a leader  of  organized  medicine 


it  is  his  first  and  foremost  responsibility  to  help  phy- 
sicians in  formulating  policies  and  programs  which 
enhance  the  effectiveness  of  medicine  in  Wisconsin. 
With  his  colleagues  Doctor  Erwin  believes  the  pres- 
ident is  “first  among  equals,”  chosen  to  help  phy- 
sicians help  their  patients  and  thereby  help  them- 
selves. 

Doctor  Erwin  brings  to  the  presidency  a desire  to 
provide  leadership  and  assistance  in  the  current  drive 
to  recruit  more  physicians  to  join  the  State  Medical 
Society.  He  believes  an  increased  membership  is  a 
crucial  issue  in  the  future  direction  of  not  only  the 
Society  but  also  the  entire  medical  profession  in 
Wisconsin.  The  erosion  of  the  private  practice  of 
medicine  through  government  intervention  and 
socio-economic  factors  has  created  an  atmosphere  of 
urgency  among  the  medical  community  to  close 
ranks  and  project  a united  front  in  addressing  cur- 
rent issues.  Doctor  Erwin  contends. 

□ During  his  term  of  office,  one  of  the  areas  to 
which  Doctor  Erwin  plans  to  particularly  direct  his 
attention  is  the  academic  community  and  other  in- 
stitutions where  it  is  recognized  that  membership  is 
unfortunately  low.  Doctor  Erwin’s  long-time  knowl- 
edge and  interest  in  working  among  these  special 
groups  provide  the  impetus  so  necessary  to  carry  out 
an  intensified  recruitment  effort. 

With  sincerity  and  compassion  Doctor  Erwin’s 
medical  career  has  unfolded  as  one  of  integrity  and 
discipline.  Having  arrived  at  the  Medical  College  of 
Wisconsin  in  1956  he  worked  his  way  through  ranks 
to  be  named  professor  of  pathology  in  1974.  He  has 
been  medical  examiner  for  Milwaukee  County  since 
1972.  Doctor  Erwin’s  interest  in  organized  medicine 
placed  him  in  leadership  roles  as  president  of  the 
Medical  Society  of  Milwaukee  County  in  1976;  pres- 
ident of  the  Wisconsin  Society  of  Pathologists, 
1971-1973;  and  president  of  the  Faculty  Assembly  of 
the  Medical  College  of  Wisconsin  from  November 
1970  (inception)  to  July  1971 . 

□ Prior  to  his  installation  as  president  of  the  State 
Medical  Society,  Doctor  Erwin  served  as  vice- 
speaker of  the  House  of  Delegates  and  a member  of 
the  Board  of  Directors.  Currently  he  is  a member  of 
the  Council  and  past  president  of  the  Milwaukee 
Academy  of  Medicine,  member  of  the  Board  of 
Directors  of  Blue  Cross-Blue  Shield  United  of  Wis- 
consin, member  of  the  Board  of  Directors  of  the 
Foundation  for  Medical  Care  Evaluation  of  South- 
eastern Wisconsin,  Inc;  member,  Board  of  Direc- 
tors, W1SPAC  (vice-chairman,  1979-1981);  and 
member,  Board  of  Directors,  Phi  Beta  Kappa  Asso- 
ciation of  Greater  Milwaukee.  Doctor  Erwin  was  a 
member  of  the  medical  staff  of  Doctor’s  Hospital 
(now  Family  Hospital)  from  1956  until  1966.  In  1966 
he  was  appointed  to  the  medical  staff  of  Milwaukee 
County  General  Hospital. 


□ Born  and  reared  in  Wellston,  Oklahoma  (popula- 
tion 635),  a rural  Lincoln  County  community  35 
miles  northeast  of  Oklahoma  City,  Doctor  Erwin 
was  the  son  of  a rural  general  practitioner  and  the 
nephew  of  the  other  physician  in  town.  Two 
other  uncles  were  the  lawyers  in  the  area;  the  four 
were  brothers. 

Doctor  Erwin  relates  that  during  the  Depression, 
30  cows  once  stood  in  the  barn  in  place  of  money  for 
payment  of  medical  bills.  He  remembers  milking 
cows  by  hand  before  and  after  school. 

Doctor  Erwin’s  grandfather,  J J Erwin,  home- 
steaded to  Oklahoma  during  the  Runs  in  the  1890s. 
He  was  self-taught,  but  he  put  a premium  on  educa- 
tion for  his  family.  Thus,  all  five  surviving  children, 
including  the  youngest,  Vernie,  who  is  now  84  years 
old,  received  a college  degree.  It  is  a family  tradition 
to  attend  the  University  of  Oklahoma  (OU). 

So  it  was  that  the  son  of  Para  F Erwin,  MD  and 
Eva  D Erwin,  both  deceased,  would  be  a graduate  of 
the  University  of  Oklahoma  with  a Bachelor  of  Arts 
degree  in  1942.  Doctor  Erwin  graduated  from  OU 
School  of  Medicine  (Oklahoma  City)  in  1951.  His 
internship  was  taken  at  Harris  Hospital,  Fort 
Worth,  Texas,  in  1951-52.  Residency  training  in 
pathology  was  completed  at  Milwaukee  County 
General  Hospital,  1952-55,  and  Lutheran  Hospital 
of  Milwaukee,  1955-56. 

□ Doctor  Erwin  had  planned  to  study  for  a PhD 
(English  Literature)  at  Yale  University,  but  the  Army 
had  other  plans  for  him  in  1942.  He  spent  four  years 
in  the  South  Pacific  during  World  War  II.  Before  his 
discharge  in  1946,  Doctor  Erwin  attained  the  rank  of 
Captain,  Adjutant  General’s  division. 

After  World  War  II  Doctor  Erwin  decided  to 
study  medicine  on  the  GI  Bill  at  Oklahoma  Univer- 
sity. He  spent  a year  in  required  premedical  courses, 
then  turned  to  additional  studies  in  science  and 
modern  languages. 

Doctor  Erwin  has  written  a number  of  articles  in 
national  and  local  publications,  most  notably  in  the 
Medical  Society  Times,  a publication  of  the  Medical 
Society  of  Milwaukee  County  which  has  been  dis- 
continued. 

Doctor  Erwin  is  a fellow  of  the  College  of  Amer- 
ican Pathologists,  American  Society  of  Clinical 
Pathologists,  and  American  Academy  of  Forensic 
Sciences.  He  also  is  a member  of  associations  re- 
lated to  pathology  and  medical  examiners  as  well  as 
the  American  Medical  Association,  the  State  Med- 
ical Society  of  Wisconsin,  and  the  Medical  Society 
of  Milwaukee  County.  He  is  Board  certified  in 
Anatomic  and  Clinical  Pathology,  1956,  and  sub- 
specialty certified  in  Forensic  Pathology,  1976,  both 
by  the  American  Board  of  Pathology.  ■ 


ORGANIZATIONAL  continued 


Natoli  is  Richard  H Ulmer,  MD,  Marshfield.  Elected 
as  an  alternate  delegate  to  the  unexpired  term  of 
Doctor  Natoli  through  1984  is  Cyril  M Hetsko,  MD, 
Madison.  Raymond  C Zastrow,  MD,  Milwaukee, 
was  elected  alternate  delegate  to  fill  the  unexpired 
term  (through  1984)  of  Walter  J Woloschek,  MD, 
Milwaukee,  who  resigned. 

The  Society  also  confirmed  the  reelections  of  the 
following  physicians  to  its  Board  of  Directors:  Carl 
S Eisenberg,  MD,  Milwaukee;  Pauline  M Jackson, 
MD,  La  Crosse;  John  J Kief,  MD,  Rhinelander; 
and  Roger  L von  Heimburg,  MD,  Green  Bay.  W 
George  Locher,  MD,  Wausau,  was  elected  as  an 
additional  director  in  the  4th  district;  in  the  5th 
district  Kenneth  M Viste  Jr,  MD,  Oshkosh,  was 
elected  to  replace  Timothy  T Flaherty,  MD,  Neenah, 
who  was  elected  president-elect  of  the  Society;  and 
Marwood  E Wegner,  MD,  St  Croix  Falls  (Polk 


CES  FOUNDATION 

CONTRIBUTIONS— FEBRUARY  1983 


The  Charitable,  Educational  and  Scientific 
Foundation  of  the  State  Medical  Society  is 
grateful  to  Society  members,  their  various 
friends  and  associates,  and  other  organiza- 
tions interested  in  the  aims  and  purposes  of 
the  Foundation,  for  their  generous  sup- 
port. The  Foundation  wishes  to  acknowl- 
edge the  following  contributions  for 
February  1983. 

Nonrestricted 

Hugo  M Bachhuber,  MD;  Alan  W Babcock,  MD; 
Etheldred  Schafer,  MD;  LT  Plouff,  MD;  SMS 
Members — Voluntary  Contributions 

Restricted 

Brown  County  Medical  Society  Auxiliary — Brown 
County  Student  Loan  Fund 

Doctors  Park  Family  Physicians;  Algoma  Clinic;  Peri  L 
Aldrich,  MD;  RM  Nesemann,  MD;  Marriott  T Mor- 
rison, MD;  American  Family  Insurance  Company; 
EP  Rohde,  MD;  Osseo  Medical  Center —Medical 
Student  Summer  Externship  Program 

American  Cancer  Society — Wisconsin  Division — Guest 
Speakers  Fund 

M Margaret  Elliott — Aesculapian  Society 

Memorials 

Dr-Mrs  John  M Mills — Thomas  Nelson’s  Father  (Brown 
County  Student  Loan  Fund) 

Earl  R Thayer — Mary  Ann  Jerse,  MD  (Museum  of 
Medical  Progress  Endowment  Fund) 

Dr-Mrs  Richard  W Edwards — Doris  Bailey 

Dr-Mrs  EJ  Nordby — Mrs  A A Quisling 

State  Medical  Society — Thomas  M Haug,  MD;  Isadore 
Franklin,  MD;  Raymond  H Quade,  MD;  John  O 
Wilkinson,  MD;  VG  Springer,  MD;  D Murray 
Angevine,  MDU 


County),  was  elected  to  succeed  Paul  S Haskins, 

MD,  River  Falls,  in  the  7th  district. 

* * * 

At  the  SMS  Board  of  Directors  meeting  March  26 
the  following  elections  were  held: 

Chairman  of  the  Board:  Darold  A Treffert,  MD, 
Fond  du  Lac  (reelected) 

Vice  Chairman  of  the  Board:  Roger  L von  Heim- 
burg, MD,  Green  Bay  (elected  to  succeed  Tim- 
othy T Flaherty,  MD,  Neenah) 

Assistant  Treasurers:  Richard  W Edwards,  MD, 
Richland  Center;  Eugene  J Nordby,  MD, 
Madison;  and  Abraham  A Quisling,  MD, 
Madison  (reelected);  and  William  T Russell,  MD, 
Sun  Prairie  (elected) 

Secretary  (and  General  Manager):  Earl  R Thayer, 
Madison  (reelected) 

Editorial  Director  of  the  Wisconsin  Medical 
Journal:  Wayne  J Boulanger,  MD,  Milwaukee 
(reelected) 

Editorial  Associates  of  the  Wisconsin  Medical 
Journal:  John  P Mullooly,  MD,  Milwaukee; 
Russell  F Lewis,  MD,  Marshfield;  Raymond  A 
McCormick,  MD,  Green  Bay;  and  Victor  S 
Falk,  MD,  Edgerton,  Medical  Editor  (re- 
elected) 

* * * 

As  a result  of  the  elections  the  Executive  Com- 
mittee of  the  SMS  Board  of  Directors  now  consists 
of  the  following: 

Chesley  P Erwin,  MD,  President,  Chairman  of 
the  Committee 

Gerald  C Kempthorne,  MD,  Immediate  Past 
President 

Timothy  T Flaherty,  MD,  President-elect 

Darold  A Treffert,  MD,  Chairman  of  the  Board 

Roger  L von  Heimburg,  MD,  Vice  Chairman  of 
the  Board 

Duane  W Taebel,  MD,  Speaker  of  the  House  of 
Delegates 

William  A Nielsen,  MD,  Chairman  of  the  Finance 
Committee 

John  J Kief,  MD,  member-at-large 

Mrs  K Alan  Stormo  (Sherry),  Fond  du  Lac, 
Auxiliary  President,  ex  officio,  nonvoting 

Mrs  Robert  C Baldwin  (Roberta),  Watertown, 
Auxiliary  President-elect,  ex  officio,  nonvoting 
* * * 

Actions  of  the  House  of  Delegates  will  be  reported 
in  the  May  “Blue  Book”  issue  as  well  as  reports 
of  officers  and  other  Annual  Meeting  events.  ■ 
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MEMBERSHIP  UPDATE 

The  following  physicians,  by  county  medical  society, 
have  recently  been  elected  to  membership,  or  have  been 
reelected  or  reinstated  since  publication  of  the  Membership 
Directory  in  the  January  issue  of  the  Wisconsin  Medical 
Journal,  with  the  specialty  abbreviated  above  the  name: 


BROWN 

FP 

Blochowiak,  Patricia  Ann 
1745  Dousman 
Green  Bay  Wl  54303 

IM 

Bosh,  Ronald  G 

704  South  Webster  Ave 
Green  Bay  WI  54301 

IM  HEM 
Randall,  John  H 

4450  Nakoma  Trail 
Green  Bay  Wl  54303 


CHIPPEWA 

FP 

Larson,  John  L 

POB  187 

Bloomer  WI  54724 
FP 

Lea,  Robert  S 

3445  Longfellow  Ave,  So 
Minneapolis  MN  55407 


FP 

Madsen,  James  E 
425  North  Franklin 
Stanley  Wl  54768 

DANE 

FP 

Hansen,  John  P 

29  Plymouth  Circle 
Madison  Wl  53705 

IM 

Hartmann,  Robert  C 

2633  Chamberlain  Ave 
Madison  WI  53705 

IM  ID 
Polyak,  Frank 

20  South  Park  St 
Madison  Wl  53715 

Scott,  Patrick  J 

17  South  Bassett  St 
Madison  WI  53703 

EM 

Staley,  Richard  L 

4123  Euclid  Ave 
Madison  WI  5371 1 


P 

Ecklund,  Le  Roy 

3501  Memorial  Dr 
Madison  WI  53704 

Wolter,  Robert  K 

ENT  Dept  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 

EAU  CLAI RE-DU NN-PEPIN 

PM 

Lovely,  John  T 

900  W Clairemont  Ave 
Eau  Claire  WI  54701 

AN 

Me  Kay,  Ralph 

727  Kenney  Ave 
Eau  Claire  WI  54701 

KENOSHA 

N 

Stevens,  Edward  T 

3618  8th  Avenue 
Kenosha  WI  53140 

ONEIDA-VILAS 

R NM 

De  Jongh,  Leon  F 

POB  26 

Rhinelander  WI  54501 

IM 

Peters,  Stephen  R 

POB  549 

Woodruff  WI  54568 


OUTAGAMIE 

FP 

Springrose,  James  V 

229  South  Morrison  St 
Appleton  WI  5491 1 


RACINE 

IM 

Houser,  John  W 

5625  Washington  Ave 
Racine  WI  53406 

IM  ON 
Myers,  Carl  F 
5625  Washington  Ave 
Racine  WI  53406 

PD 

Nettles  Jr,  Willard  H 

2405  Northwestern  Ave 
Racine  WI  53404 

IM  GE 

Venugopalan,  Ramakrishna  P 

1333  College  Ave 
Racine  WI  53403 

IM 

Wideburg,  Charles  A 

5625  Washington  Ave 
Racine  WI  53406 


WINNEBAGO 

DR 

Klein,  Fred  E 

1209  S Commercial  St 
Neenah  WI  54956 ■ 


OBITUARIES 


Raymond  H Quade,  MD,  77,  formerly  of  Neenah,  died  Dec  9, 
1982  in  Sedona,  Ariz.  Born  July  8,  1905  in  Merrill,  Doctor 
Quade  graduated  from  Northwestern  University  Medical  School, 
Chicago,  111,  in  1930  and  served  his  internship  at  University 
Hospital  in  Chicago.  His  residency  was  completed  at  the  Mayo 
Clinic  in  Rochester,  Minn.  Doctor  Quade  was  associated  with 
the  Theda  Clark  Regional  Medical  Center,  Neenah,  until  he 
moved  to  Arizona  in  1964.  He  was  a member  of  the  Harvey 
Cushing  Society,  Neurosurgical  Society  of  America,  Winnebago 
County  Medical  Society,  State  Medical  Society  of  Wisconsin, 
and  the  American  Medical  Association.  Surviving  are  four 
children;  Mrs  Faith  Munson,  Menlo  Park,  CA;  Mrs  Marcia 
Barnett,  Suisun,  CA;  Henry  Quade,  Good  Thunder,  MN,  and 
James  Quade  of  Woodinville,  WA. 

Marcus  E Wyant,  MD,  80,  Hayward,  died  Feb  1,  1983  in  Hay- 
ward. Born  Sept  27,  1902  in  Noblesville,  Ind,  Doctor  Wyant 
graduated  from  the  University  of  Indiana  Medical  School  and 
served  his  internship  at  St  Mary’s  Hospital,  Madison.  He  prac- 
ticed in  Sun  Prairie,  then  entered  service  during  World  War  II 
and  was  stationed  in  The  Philippines.  Following  service  he  prac- 
ticed medicine  in  Hayward  for  30  years.  Surviving  is  a daughter, 
Jan  Jonjak,  Sturgeon  Bay,  and  a foster  son,  George  Forbes 
of  Hayward. 


Joseph  C Mulhern,  MD,  65,  Town  of  Summit,  died  Feb  7, 
1983  in  Summit.  Born  Sept  20,  1917  in  Chicago,  111,  Doctor 
Mulhern  graduated  from  Loyola  University  Medical  School, 
Chicago,  111,  and  served  his  internship  in  Milwaukee.  His  res- 
idency was  completed  at  the  Mississippi  State  Sanatorium. 
Doctor  Mulhern  retired  in  1977  as  a physician  with  the  City  of 
Milwaukee  Health  Department  after  20  years  of  service.  Sur- 
viving are  his  widow,  Mary;  two  sons,  Joseph  C,  Minneapolis, 
Minn,  and  Richard  C,  Verona;  and  a daughter,  Mrs  Wells 
(Anne)  Hutchinson  of  Sussex. 

Mark  E Foley,  MD,  82,  a St  Nazianz  physician  for  over  40 
years,  died  Feb  8,  1983  in  Fond  du  Lac.  Born  Oct  5,  1900  in 
Marquette  County,  Doctor  Foley  graduated  from  Marquette 
School  of  Medicine  and  completed  his  internship  at  Milwaukee 
County  General  Hospital.  He  served  in  the  United  States  Army 
from  1941-1946  during  World  War  II.  Surviving  is  his  widow, 
Mary. 

Bartholomew  E McGonigle,  MD,  81,  former  Baraboo  phy- 
sician, died  Feb  22,  1983  in  Milwaukee.  Born  in  1902,  Doctor 
McGonigle  graduated  from  Loyola  College  of  Medicine, 
Chicago,  111,  in  1928  and  served  his  internship  at  Cook  County 
Hospital.  He  had  practiced  medicine  in  Baraboo  from  1941 
until  1958  when  he  moved  to  California.  Surviving  are  seven 
children.  ■ 
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CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 

ELEGANT  DINING  • FINE  WINES  • INTIMATE 
COCKTAIL  LOUNGE  • OPEN  DAILY  AT  5:00  PM 


“ For  an  elegant  night  of  Italian  dining.  " —Prof  Herbert  Kubly,  Milwaukee  Journal  writer 


Experience  Air  Force  Medicine  It  can  be  just 
what  you'd  like  your  medical  practice  to  be. 
More  time  to  practice  medicine  More  time 
with  your  family.  Even  more  time  for  your 
hobbies  It’s  all  part  of  Air  Force  EXPERIENCE 
Talk  to  a member  of  our  medical  placement 
team  today  Find  out  how  you  can  experience 
the  perfect  medical  practice  as  an  AIR  FORCE 
PHYSICIAN 


Contact: 

MSgt.  Charles  Brown 
414-258-2430  - Collect 


1M1M5 


Gounty  Societies 


• Physician  members  of  Slate  Medical  Society  of  Wisconsin 


JEFFERSON:  At  the  January  meeting  of  the  Jeffer- 
son County  Medical  Society,  the  guest  speaker  was 
Brian  Jensen,  Director  of  the  Physicians  Alliance,  a 
division  of  the  State  Medical  Society.  Mr  Jensen 
spoke  on  preferred  provider  organizations  (PPOs) 
and  direct  provider  contracts.  Twenty-seven  mem- 
bers and  guests  attended  the  meeting. 

JEFFERSON:  Fourteen  members  and  guests  were 
present  at  the  February  meeting  of  the  Jefferson 
County  Medical  Society.  The  guest  speaker,  David  G 
Dibbell,  MD,*  chief  of  the  Department  of  Recon- 
structive Surgery  at  the  University  of  Wisconsin, 
Madison,  presented  a paper  on  “Breast  Reconstruc- 
tion.” 

OUTAGAMIE:  Thirty-three  members  and  guests  were 
present  at  the  February  meeting  of  the  Outagamie 
County  Medical  Society.  Gerald  C Kempthorne, 
MD,*  Spring  Green,  president  of  the  State  Medical 
Society  of  Wisconsin,  and  Richard  L Hauser,  MD,* 
Milwaukee,  medical  director  of  DePaul  Rehabilita- 
tion Hospital,  spoke  on  the  “Impaired  Physician 
Program.” 

WINNEBAGO:  At  the  February  meeting  of  the  Win- 
nebago County  Medical  Society,  Thomas  G Dehn, 
MD*  presented  a paper  on  “Quality  Assurance  and 
its  Relationship  with  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.”  Thirty-five  members  were 
present  at  the  meeting. 

WINNEBAGO:  At  the  March  meeting  of  the  Win- 
nebago County  Medical  Society  the  guest  speakers 
were  MDs  Gerald  C Kempthorne,  MD,*  Spring 
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HOUR 


Radio  dispatched  truck  fleet  for 

INDUSTRY,  INSTITUTIONS, 
SCHOOLS,  ETC. 


AUTHORIZED  PARTS  & SERVICE  FOR 
CLEAVER— BROOKS 

Throughout  Wisconsin  and  Upper  Michigan 

SALES 

Boiler  room  accessories 
02  trims 

Cleveland  controls 

and-Car  automatic  bottom  blowdown  systems 

SERVICE-CLEANING  ON  ALL  MAKES 

Complete  Mobile  Boiler  Room  Rentals 

Stevens  Point— 715/344-7310 
Green  Bay— 414/494-3675 
Madison— 608/249-6604 

PBBS  EQUIPMENT  CORP. 

5401  N Park  Dr-PO  Box  365-Butler,  Wl  53007 
Phone:  414/781-9620 


Green,  president  of  the  State  Medical  Society,  and 
Richard  L Hauser,  MD,*  Milwaukee,  medical  di- 
rector of  the  De  Paul  Rehabilitation  Center  in  Mil- 
waukee. They  spoke  on  the  “Impaired  Physician 
Program”  of  the  Society.  Eighty-six  members  and 
guests  were  present. 

ROCK:  At  the  February  membership  meeting  of  the 
Rock  County  Medical  Society,  a program  on  “Mel- 
anoma” was  presented  by  Burton  F VanderLaan, 
MD,*  oncologist  at  the  Beloit  Clinic  and  James  F 
Brandman,  MD,*  oncologist  at  the  Janesville  River- 
view  Clinic.  Resolutions  to  be  presented  at  the  SMS 
Annual  Meeting  were  reviewed  and  discussed.  Also 
discussed  was  the  letter  received  from  Gerald  C 
Kempthorne,  MD,*  president  of  the  State  Medical 
Society,  regarding  the  rededication  of  physicians  to 
rendering  care  regardless  of  financial  circumstances. 
The  next  general  membership  meeting  will  be  held 
April  26  in  Beloit.  The  guest  speaker  will  be  John  W 
Joyce,  MD  from  the  Mayo  Clinic. 

KENOSHA:  The  February  3 meeting  of  the  Kenosha 
County  Medical  Society  was  held  in  Kenosha  with 
President  Harold  A Bjork,  MD,*  presiding.  Thomas 
F Garland,  MD,*  director  of  the  department  of 
family  practice  of  the  Medical  College  of  Wisconsin, 
was  the  guest  speaker.  He  discussed  the  concept  of 
the  Family  Practice  Residency  Program,  its  goals 
and  objectives,  the  history  of  the  program  in  Wis- 
consin and  in  the  United  States,  its  curriculum  and 
responsibilities.  Doctor  Garland  reflected  upon  the 
fact  that  each  residency  program  in  Wisconsin  has 
consistently  scored  above  the  average  when  com- 
pared at  a national  level.  At  the  business  part  of  the 
meeting,  Doctor  Bjork  announced  that  Stanely  R 
Rosen,  MD,*  had  been  appointed  to  join  the  Med- 
ical Coalition  Committee,  and  that  a Public  Re- 
lations-Grievance  Committee  had  been  formed  with 
MDs  Roman  Bilak,*  chairman,  and  Douglas  G 
Devan,*  Stanley  R Rosen,*  and  John  N Richards* 
as  members.  Doctor  Bjork  also  announced  that  the 
Kenosha  County  Medical  Society  had  been  con- 
tacted by  Professor  Evelyn  Kemp  of  the  biology  de- 
partment at  Carthage  College  regarding  its  fall  1983 
symposium  on  nuclear  armament.  Interested  KCMS 
members  were  asked  to  participate  in  the  sympo- 
sium. Ms  Susan  McHugh,  field  consultant  of  the 
SMS  Physicians  Alliance,  distributed  information 
on  the  Preferred  Provider  Organization  (PPO). 


POLK:  Fifteen  members  were  present  at  the  Feb- 
ruary meeting  of  the  Polk  County  Medical  Society 
to  hear  Raymond  C Bonnabeau,  MD  present  a 
paper  on  John  Hunter-18th  Century  MD.i 
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Role  of  the  Medical  Assistant”  will  be  presented 
by  Barbara  Hammes,  RN,  Hospice  Coordinator, 
St  Luke’s  Hospital,  Racine. 

A one-hour  program,  “Assessment  of  Leader- 
ship Ability,”  will  be  presented.  Speaker  to  be  an- 
nounced. 

An  hour  afternoon  session  will  deal  with  “Al- 
coholism a Family  Disease”  presented  by  Mary 
Tompsett,  CAC  (Certified  Alcohol  Counselor). 

A luncheon  honoring  Past  State  Presidents  and 
Chapter  Presidents  will  be  held  at  noon.  Member- 
ship and  Publication  Awards  will  be  presented  at 
that  time. 

A cocktail  party  will  precede  the  formal  evening 
banquet  which  will  feature  entertainment  by  the 
“Angel  Arrangement”  from  St  Catherine’s  High 
School. 

Shirley  Blake,  Beloit,  will  succeed  Sandra  Doyle, 
CMA-C,  Milwaukee,  as  president  at  an  installation 
ceremony.  Rock  Chapter  will  honor  the  new  presi- 
dent with  a reception  following  the  banquet. 

Sunday  morning,  May  15,  a Catholic  Mass  and 
ecumenical  church  service  will  precede  the  traditional 
Brunch  where  a summary  of  the  House  of  Delegates 
will  be  presented  and  1983-1984  committees  will  be 
introduced.  An  invitation  to  the  1984  Annual  Meet- 
ing will  be  extended  by  Green  Chapter.  The  Brunch 
will  signal  an  end  to  the  Annual  Meeting  and  the  be- 
ginning of  a new  year  for  AAMA,  Inc  Wisconsin 
Society. 

Inquiries  are  welcome  and  may  be  directed  to  the 
Annual  Meeting  Cochairman. 

Isabelle  Comande 

815  Kingston  Avenue 

Racine,  Wis  53402B 


BLUE  SHIELD  OF  CALIFORNIA  URGED  THE  MEDICAL  STAFFS  of  hospitals  and  long-term  facilities  in  the 
state  to  create  institutional  ethics  committees.  The  committees  would  assist  physicians  in  making  health  care 
decisions  affecting  “incapacitated”  patients,  such  as  a premature  newborn  with  severe  physical  and/or 
mental  impairment,  or  a terminally  ill  patient  in  a coma.  The  ethics  committees  would  include  clergy,  legal 
advisors,  and  ethicists  in  addition  to  health  care  professionals.  A spokesman  said  that  Blue  Shield  of  Cali- 
fornia is  the  first  health  care  plan  to  address  the  issue.—  A MA  Newsletter,  March  7, 1983  ■ 

PRIMARY  CARE  PHYSICIANS  NUMBERED  192,583  IN  1981,  representing  44%  of  practicing  physicians, 
according  to  recently  released  figures  from  the  AMA  Physician  Masterfile.  The  percentage  of  physicians  in 
primary  care  specialties  were  as  follows:  internal  medicine,  17.5%;  family  practice,  7.2%;  pediatrics,  6.9%; 
general  practice,  6.8%;  and  obstetrics/gynecology,  6.3%.  Of  the  288,038  office-based  physicians,  17.3% 
were  in  general  practice;  28.3%  were  in  medical  specialties,  29.9%  were  in  surgical  specialties,  and  24.3% 
were  in  other  direct  patient  care  activities.  The  largest  number  of  resident  physicians  in  1981  specialized  in 
internal  medicine  (15,542),  general  surgery  (8,272),  and  family  practice  (5,316).— AMA  Newsletter,  March  7, 
1983B 

MEDICAL  DIRECTORS  REPRESENT  THE  INTERESTS  of  hospital  medical  staffs,  a majority  (85.1%)  of 
physicians  said  in  a survey  conducted  by  the  AMA  Socioeconomic  Monitoring  System.  The  response  was 
uniform  over  the  various  specialties.  General  and  family  practitioners  were  the  least  likely  to  view  the  medical 
director  as  strengthening  physician-hospital  relationships  (79.7%),  although  they  were  similar  to  other  phy- 
sicians in  their  feeling  that  the  medical  director  provided  effective  organizational  services  (92.3%).  Nearly 
half  (49.3%)  of  all  physicians  with  admitting  privileges  admit  most  of  their  patients  to  hospitals  with  a full- 
time medical  director.  General  and  family  practitioners  who  had  hospital  privileges  are  least  likely  (35.6%)  to 
work  in  a hospital  with  a full-time  medical  director.— A MA  Newsletter,  February  21, 1983  m 


Medical 

Assistants 


APRIL  1983 


ANNUAL  MEETING 
May  13-15,  Racine 
Sheraton  Racine 

The  Wisconsin  Society  of  the  American  Associa- 
tion of  Medical  Assistants,  Inc  will  hold  its  28th 
Annual  Meeting  May  13-15  at  the  new  Racine  Sher- 
aton in  Racine.  Racine  Chapter  will  host  the  event 
with  the  theme  “At  the  End  of  the  Rainbow  is  a 
Pot  of  Gold.” 

Governor  Anthony  Earl  and  Mayor  of  Racine 
Stephen  Olson  will  be  issuing  a Proclamation  de- 
claring May  11-15  as  Medical  Assistants  Week  in 
Wisconsin  particularly  in  Racine. 

Friday  noon,  May  13,  a Delegates  Luncheon  will 
precede  the  House  of  Delegates  where  the  business 
of  the  Society  will  be  conducted  including  the  elec- 
tion of  new  officers. 

Saturday,  May  14,  will  be  devoted  to  educational 
sessions  with  CEUs  (Continuing  Education  Units) 
being  awarded  to  those  successfully  passing  the 
examination  following  each  presentation.  President 
Sandra  Doyle,  CMA-C  will  preside  throughout  the 
day.  A one  and  one-half  hour  program  on  “The 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


Governmental  Affairs 
Commission  reviews 
pending  legislation 

The  SMS  Commission  on  Governmental  Affairs 
met  March  9 to  review  pending  legislation.  What 
follows  is  a description  of  the  legislation  and  posi- 
tions taken: 

Budget  issues— Senate  Bill  83 

Public  patient  program.  Under  current  law,  gen- 
eral recipients  in  need  of  medical  care  may  be  re- 
ferred to  the  University  of  Wisconsin  Hospital, 
except  for  residents  of  Milwaukee  County.  The  cost 
of  treatment  is  charged  50%  to  the  State  and  50% 
to  the  county  of  legal  settlement.  SB  83  eliminates 
the  UW  Hospital  public  patient  program.  In  its 
place  $2  million  is  appropriated  in  each  year  of  the 
biennium  to  reimburse  counties  or  municipalities 
for  50%  of  general  relief  medical  costs  exceeding 
$5,000  per  claim  incurred  after  January  1,  1983.  If 
funds  are  insufficient,  aid  allocations  will  be  pro- 
rated. The  Commission  voted  to  oppose  this  SB  83 
provision.  The  position  was  to  receive  further  review 
by  the  Board  of  Directors  at  its  meeting  March  23 
during  the  SMS  Annual  Meeting  in  Milwaukee. 

General  relief  emergency  care.  Present  law  allows 
for  hospitalization  of  persons  entitled  to  general 
relief  without  prior  authorization  of  the  municipality 
or  county  if,  in  the  opinion  of  a physician,  immedi- 
ate care  is  required.  The  county  or  municipality 
where  the  patient  has  legal  settlement  is  responsible 
for  the  care  if  the  hospital  and  physician  mail  writ- 
ten notices  to  the  county  or  municipality  of  legal 
settlement  within  seven  days  of  the  first  day  of  care. 
Senate  Bill  83  eliminates  the  legal  settlement  pro- 
vision, and  instead  requires  the  county  or  munici- 
pality in  which  the  hospital  is  located  to  assume 
liability  for  the  costs  of  care.  Also,  SB  83  proposes 
that  the  local  government  is  not  liable  for  costs  of 
care  if: 

a)  The  care  is  not  reasonably  required  by  the 
circumstances.  Further,  it  allows  the  county  or 
municipality  the  option  of  establishing  written 
standards  to  be  used  to  determine  what  is 
reasonable  care. 

b)  Within  72  hours  of  first  care  an  agent  of  the 
hospital  fails  to  notify  the  local  relief  agency 


verbally.  The  seven-day  written  notice  applies 
in  addition. 

c)  Emergency  medical  care  is  provided  by  the 
hospital  as  a free  service  under  obligations  it 
has  under  federal  law,  such  as  Hill-Burton 
agreements. 

The  Commission  voted  to  oppose  these  general 
relief  changes.  This  position  also  was  to  be  reviewed 
by  the  Board  of  Directors  at  its  meeting  March  23. 

S 51.42  clinical  treatment  directors.  Present  law 
requires  clinical  treatment  programs,  organized  by 
s 51.42  Boards  (mental  health,  alcoholism,  and 
other  drug  abuse),  to  be  directed  by  a licensed  phy- 
sician trained  in  psychiatry.  SB  83  eliminates  that 
provision.  One  of  the  duties  of  the  clinical  treat- 
ment director  is  to  determine  the  need  for  inpatient 
care.  SB  83  allows  the  client’s  treating  physician  to 
determine  the  need  for  inpatient  care.  The  State 
Department  of  Health  and  Social  Services  felt  re- 
quiring a clinical  treatment  director  was  an  un- 
necessary mandate  and  requested  its  deletion  since 
mental  health  services  can  be  coordinated  by  the 
mental  health  coordinator  or  the  psychiatrist  in 
charge  of  a specific  patient’s  treatment  plan.  The 
Commission  voted  to  oppose  statutory  elimination 
of  the  clinical  treatment  director  because  of  the  nec- 
essary medical  aspects  in  this  treatment. 

Wisconsin  Health  Insurance  Risk  Sharing  Plan 
(WHIRSP).  In  1979  WHIRSP  was  created  for  the 
purpose  of  providing  health  insurance  coverage  for 
persons  who  were  otherwise  unable  to  obtain  it  due 
to  health  underwriting  reasons.  It  went  into  effect 
on  July  1,  1981  with  Mutual  of  Omaha  serving  as 
the  administrative  carrier.  Health  insurance  com- 
panies doing  business  in  the  State  are  assessed  for 
administrative  costs  and  for  costs  of  claims  in  excess 
of  premiums  paid.  Assessments  are  based  on  the 
insurer’s  proportionate  share  of  the  State’s  health 
insurance  market.  Premiums  paid  to  WHIRSP  have 
not  kept  pace  with  claims  incurred  since  the  plan  has 
been  in  existence.  The  gap  is  expected  to  grow  as  new 
enrollees  enter.  Therefore,  the  Insurance  Commis- 
sioner has  recommended  the  following  SB  83  mod- 
ifications: 

a)  Excludes  from  eligibility  persons  whose  pre- 
mium, coinsurance,  or  deductible  is  paid  by 
any  government  agency.  The  Commission 
supported  this  change. 

continued  next  page 
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b)  Excludes  experimental  treatment,  as  deter- 
mined by  the  Board  of  Governors  of  WHIRSP 
or  its  designee.  (The  Board  of  Governors  has 
nine  members — Insurance  Commissioner,  a 
representative  of  the  Health  Policy  Council, 
four  insurance  representatives,  and  three  public 
members.)  The  Commission  supported  this 
change. 

c)  Increases  premiums  to  150%  of  the  standard 
risk,  and  eliminates  language  that  WHIRSP  be 
self-sufficient  by  July  1,  1984.  Current  law 
limited  premiums  to  130%  of  standard  risk  for 
first  three  years  of  operation  and  then  allowed 
for  premiums  designed  to  make  WHIRSP  self- 
sufficient.  Projections  indicate  premiums  at 
370%  of  standard  risk  to  achieve  self-suf- 
ficiency. The  Commission  supported  this 
change. 

d)  Increases  maximum  for  deductibles  and  co- 
insurance  from  $1 ,500  to  $2,000  for  individuals 
and  from  $3,000  to  $4,000  for  families.  The 
Commission  opposed  this  as  excessive. 


e)  Extends  from  30  days  to  6 months  the  waiting 
period  on  eligibility  for  payments  of  preexisting 
conditions.  The  Commission  took  no  position. 


Other  issues 

Minors  consent  for  treatment  of  mental  illness — 
SB  2L  Senate  Bill  21,  introduced  by  Senator  Jerry 
Van  Sistine  (D-Green  Bay),  increases  from  14  to  16 
the  age  minors  must  be  to  consent  to  certain  in- 
patient mental  illness,  alcoholism,  and  drug  abuse 
treatment  decisions.  The  intent  of  the  bill  is  to  in- 
crease parental  involvement  in  treatment  decisions 
for  14  and  15  year  olds.  The  Commission  voted  to 
support  SB  21 . 

Blood  donations — SB  63.  Senate  Bill  63,  intro- 
duced by  Senator  Fred  Risser  (D-Madison),  allows 
17  year  olds  to  consent  to  donate  blood  in  volun- 
tary, noncompensatory  blood  programs.  Presently 
the  law  applies  only  to  adults.  The  Commission 
voted  to  support  SB  63.  ■ 


Hearing  on  preferred  providers  generates  controversy 


On  March  16  the  Office  of  the  Commissioner 
of  Insurance  conducted  a public  hearing  on  whether 
the  Commissioner  should  issue  an  administrative 
rule  which  would  exempt  “preferred  provider  organ- 
izations” (PPOs)  from  the  Wisconsin  statutes  which 
prohibit  insurance  of  plans  that  deny  patients  the 
right  of  free  choice  of  provider,  deny  providers  will- 
ing to  participate  in  such  plans,  or  exclude  providers 
for  reasons  other  than  “professional  cause.” 

The  rule  was  prompted  by  a request  from  Blue 
Cross-Blue  Shield  United  of  Wisconsin  who  wishes 
to  market  PPOs  that  are  organized  in  such  a way 
that  subscribers  are  required  to  seek  care  from  pro- 
viders who  have  signed  contracts  with  Blue  Cross- 
Blue  Shield  if  they  wish  to  receive  the  full  benefit  of 
their  insurance  package. 

The  hearing  was  attended  by  a variety  of  indi- 
vidual providers  and  provider  organizations,  many 
of  whom  opposed  the  rule  on  the  grounds  that  the 
plans  deny  patient  free  choice  of  provider,  auto- 
matically reject  requests  from  providers  who  are 
willing  to  sign  such  agreements  with  the  carrier,  and 
that  such  agreements  may  in  fact  be  anti-compet- 
itive. 

The  Commissioner  of  Insurance  does  have  statu- 
tory authority  to  “exempt”  certain  plans  or  pro- 
posals from  the  standards  of  free  choice  and  open 
provider  participation  if  the  carrier  is  able  to  demon- 
strate that  the  plan  is  “innovative”  in  healthcare 
delivery,  is  experimental,  or  provides  services  other- 


wise unavailable  in  the  traditional  plans  offered  by 
the  insurer. 

The  State  Medical  Society  opposed  the  immediate 
adoption  of  the  rule  on  the  grounds  that  1)  the  blan- 
ket exemption  sought  by  Blue  Cross-Blue  Shield  was 
not  “experimental”  in  that  it  would  allow  statewide 
marketing  of  its  PPO,  2)  the  carrier  had  already  vio- 
lated the  law  by  not  having  such  an  exemption  to 
market  its  current  PPO  contracts,  3)  the  plans,  with- 
out an  exemption,  violated  the  statutory  protection 
of  patient  free  choice  of  provider,  and  4)  evidence 
made  available  to  the  Society  from  Blue  Cross-Blue 
Shield  suggests  that  the  carrier  intends  to  market 
“exclusive”  contracts  that  would  require  physicians 
and  other  providers  to  accept  Blue  Cross-Blue  Shield 
subscribers  only. 

The  SMS  suggested  that  the  Commissioner  with- 
hold action  on  the  rule  pending  a complete  review  of 
the  impact  of  exclusive  contracts  upon  both  con- 
sumers and  providers,  the  extent  to  which  any  of  the 
proposed  plans  in  any  way  insure  quality  control  of 
the  services  rendered  in  them,  the  antitrust  or  anti- 
competitive nature  of  the  contracts,  and  the  impact 
of  such  plans  on  the  long-standing  tradition  in 
Wisconsin  law  which  guarantees  patient  free  choice 
of  physicians. 

A 30-day  comment  period  on  the  proposed  rule 
was  set  by  the  Commissioner  before  any  action  could 
be  taken  on  the  rule.  ■ 
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Governor  proposes  major 
revisions  in  rate  review, 
CON,  planning 

Governor  Earl  proposed  the  first  part  of  his  ver- 
sion of  a cost-containment  strategy  to  the  Legis- 
lature’s Joint  Finance  Committee  on  March  14. 
Many  of  the  recommended  changes  in  certificate-of- 
need  (CON)  and  rate  review  have  been  discussed  by 
the  DHSS  Post-Moratorium  Planning  Advisory 
Committee  over  the  past  two  years. 

The  State  Medical  Society’s  Health  Planning 
Commission  had  already  gone  on  record  in  support 
of  several  of  the  provisions  including  creation  of 
stronger  linkages  between  CON  and  rate  review, 
substantially  increasing  the  certificate-of-need 
thresholds,  streamlining  the  CON  hearing  process, 
and  requiring  mandatory  hospital  participation  in 
rate  review.  The  Commission  is,  however,  concerned 
with  the  Governor’s  proposals  which  would  require 
state-set  “caps”  on  hospital  capital  expenditures,  in- 
stitutional revenue  ceilings,  and  a utility-type  ap- 
proach to  the  organization  of  a three-member  rate 


review  commission.  Some  of  the  measures  would 
restrict  competition,  remove  incentives  to  operate 
efficient  facilities,  and  are  unnecessary  if  the  other 
proposals  are  implemented,  the  Commission  feels. 

The  Health  Planning  Commission  has  generally 
accepted  the  likelihood  of  prospective  hospital  rate 
reimbursement  as  a means  of  preventing  cost-shift- 
ing after  the  federal  government  has  implemented  a 
similar  system  for  Medicare  reimbursements.  Still 
under  review  is  the  use  of  diagnostic  related  group- 
ings (DRGs)  as  a method  of  prospective  reimburse- 
ment. 

Senator  Paul  Offner  (D-La  Crosse),  a member  of 
both  the  DHSS  advisory  group  and  the  Legislature’s 
Joint  Finance  Committee,  has  met  with  the  Com- 
mission and  SMS  staff  to  discuss  some  of  his  own 
ideas  on  the  subject.  The  Senator  has  been  receptive 
to  the  Society’s  input  and  indicated  his  willingness  to 
further  consider  any  actions  taken  by  the  SMS  Board 
of  Directors  at  its  meeting  on  March  23  in  Mil- 
waukee. Both  the  Governor  and  Senator  Offner 
have  indicated  an  interest  in  further  researching 
issues  concerning  competition  and  private  sector 
involvement  in  cost-containment  efforts.* 


Assembly  committee  urges 
tightening  of  CON 
moratorium  exemptions 

On  an  8-5  vote  March  8 the  Legislature’s  As- 
sembly Health  and  Human  Services  Committee 
recommended  passage  of  AB  177,  introduced  by 
Rep  John  Robinson  (D-Wausau),  which  would  re- 
quire development  of  administrative  rules  for  ex- 
emptions to  the  hospital  construction  moratorium. 
Several  legislators  are  concerned  that  as  yet  to  be  de- 
fined exemptions  for  “compelling  interest”  and  “no 
significant  financial  impact”  have  allowed  several 
large  hospital  projects  to  slip  through  the  state- 
imposed  certificate-of-need  moratorium  on  con- 
struction in  excess  of  $1  million. 

Because  the  proposal  is  retroactive,  it  would  affect 
several  major  projects  which  have  already  received 
an  exemption  but  not  yet  a certificate.  Milwaukee 
Children’s  Hospital  is  a prime  target  of  the  legis- 
lation. SMS  agrees  that  administrative  rules  should 
have  been  promulgated  two  years  ago  to  define  the 
vague  exemption  terms,  but  opposes  the  retroactive 
nature  of  the  bill.  The  Society  is  concerned  that  as 
written,  the  legislation  violates  due  process  consider- 
ations with  respect  to  facilities  which  have  already 
received  an  exemption.  The  SMS’s  Health  Planning 
Commission  plans  to  continue  following  the  legis- 
lation and  its  relationship  with  other  pending  certifi- 
cate-of-need proposals.* 


canoe 
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Minnesota’s  Boundary  Waters  Canoe  Area  Wild- 
erness and  Canada’s  Quetico  Provincial  Park 
beckon  you  to  escape  the  tension  and  hectic  pace 
of  the  city  . . . discover  the  last  true  wilderness 
in  America  . . . more  than  2 million  acres  of  pine  and 
birch  studded  forests  surrounding  nearly  2000 
drinking  water  pure  lakes.  Relax,  unwind,  and  let  a 
professional  canoe  outfitter  completely  outfit  you 
and  take  care  of  all  the  details  of  your  wilderness 
canoe  trip.  ...  its  just  what  the  doctor  ordered! 

Tj. 

* — For  Information: 


Grand  Mar  all  ■ Gunfllnt  Trail 
Outfitter*  Association 
Grand  Marais,  MN  ffM4 


or  Cal  I (218)387-2524 
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HEALTH  CARE  COSTS  FOR  TERMINALLY  ILL  CANCER  PATIENTS  during  the  last  six  months  of  life  ave- 
raged $16,000,  a study  by  the  Blue  Cross  and  Blue  Shield  Association  revealed.  The  study,  funded  by  the  US 
Dept  of  Health  and  Human  Services,  is  expected  to  serve  as  a benchmark  for  comparing  costs  of  hospitali- 
zation with  those  of  hospice  programs.  Hospital  expenditures  account  for  78%  of  the  total  cost  of  conven- 
tional terminal  cancer  care,  the  study  found,  with  expenditures  for  physician  services  making  up  16%  of  the 
total  costs.  Cancer  patients  in  the  study  averaged  about  37.3  days  of  hospital  care  during  the  last  six  months 
at  a cost  of  about  $326  a day,  and  spent  15  days  of  their  final  month  in  the  hospital.  Preliminary  results  of 
another  study,  sponsored  by  Blue  Cross  of  Northeast  Ohio  (Cleveland)  and  the  Hospice  Council  for  North- 
ern Ohio,  show  the  cost  of  hospice  care  to  be  significantly  lower  than  the  expense  of  hospitalizing  patients 
who  are  terminally  ill  with  cancer.—  AMA  Newsletter,  February  21, 1983  ■ 
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WCCC  TENTH  ANNIVERSARY  LECTURE  SERIES 


Distinguished  clinical 
pharmacologist  to  visit 
UW-Madison  April  26-29 

Dr  Thomas  Merrigan,  professor  of  medicine 
at  Stanford  University  Division  of  Infectious 
Diseases,  will  be  the  distinguished  visiting  pro- 
fessor at  the  UW-Madison  Campus  April  26-29. 
He  will  speak  on  “Clinical  Trials  with  Interferons 
in  Cancer  and  Infectious  Diseases”  at  the  Wis- 
consin Clinical  Cancer  Center  Grand  Rounds  for 
the  Department  of  Human  Oncology,  Room 
G5/1 13,  at  8:00  AM,  April  27. 

Doctor  Merrigan  is  well  known  for  his  studies 
in  the  mechanism  of  the  antiviral  effects  of  inter- 
feron and  for  his  work  on  the  clinical  application 
of  interferon  in  viral  diseases.  He  is  recipient  of 
the  William  Creasy  Visiting  Professorship  of 
Clinical  Pharmacology  Award  given  by  the  Bur- 
roughs-Wellcome  Fund  to  assist  US  medical 
schools  in  sponsoring  distinguished  scientists  in 
the  field  of  clinical  pharmacology  as  visiting  pro- 
fessors. 

Doctor  Merrigan  will  be  one  of  the  featured 
speakers  as  part  of  the  Wisconsin  Clinical  Cancer 
Center’s  10th  Anniversary  Celebration  Lecture 
Series. 


WCCC  core  grant 

The  Wisconsin  Clinical  Cancer  Center  at  the 
UW-Madison  has  received  a National  Cancer  In- 


stitute grant  totalling  approximately  $5.5  million. 
The  core  grant,  to  be  administered  over  the  next 
Five  years,  was  put  into  effect  April  1,  according 
to  Paul  C Carbone,  MD,  director  of  the  WCCC 
and  chairman  of  human  oncology  at  the  UW- 
Madison  Medical  School. 

The  grant  will  continue,  as  well  as  strengthen, 
WCCC’s  existing  programs  in  radiation  therapy, 
hyperthermia  research,  behavioral  science  related 
to  cancer  prevention,  and  laboratory  research. 

The  funding  was  recommended  after  a Novem- 
ber site  review  by  16  cancer  experts  chosen  by  the 
National  Cancer  Institute.  The  review  team’s 
summary  report  commended  the  Center’s 
achievements  and  excellent  support  from  the 
Medical  School. 

In  making  the  announcement  Doctor  Carbone 
said,  “The  award  recognizes  the  WCCC’s  poten- 
tial for  continued  growth  and  progress,  par- 
ticularly in  areas  of  clinical  investigation  and 
cancer  prevention.  We  are  pleased  with  the  re- 
newal of  this  grant,  now  in  its  10th  year,  as  recog- 
nition of  our  accomplishments  in  research,  teach- 
ing, and  cancer  care.  It  also  represents  affirma- 
tion of  our  promise  to  continue  to  develop  over 
the  next  10  years.  Without  this  grant,  clinical 
research  in  cancer  at  the  University  of  Wisconsin 
would  be  severely  curtailed,  thus  hampering  our 
ability  to  take  care  of  2,000  new  cancer  patients 
referred  from  the  state  and  surrounding  areas 
each  year.” 

NCI  has  made  a fiscal  commitment  to  the 
Center  for  the  next  five  years.  The  1983-84  por- 
tion of  the  grant  has  been  set  at  approximately 
$1,150,000.  Even  though  this  is  a sizeable  amount 
of  support,  Doctor  Carbone  explained,  it  pro- 
vides only  about  20%  of  the  total  budget  of  the 
Center.  The  rest  comes  from  other  grants,  pa- 
tient fees,  state  support,  and  private  donors.  ■ 
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Physician  Brie% 


Herbert  A Berkoff,  MD,*  associate  professor  of 
surgery  at  the  University  of  Wisconsin-Madison, 
Center  for  Health  Sciences,  recently  was  appointed 
chairman  of  the  division.  Doctor  Berkoff,  a member 
of  the  faculty  for  1 1 years,  has  been  acting  chairman 
of  the  division  since  1980  and  was  chairman  of  the 
vascular  surgery  section  from  1975-1979. 

Steven  Tichy,  MD,  La  Crosse,  recently  became  as- 
sociated with  the  medical  staff  of  Skemp-Grand- 
view-La  Crosse  Clinic.  Doctor  Tichy  graduated  from 
Loyola  University  Medical  School  in  1977  and 
completed  his  internship  and  residency  at  Loyola 
University  Affiliated  Hospitals.  Prior  to  joining  the 
Clinic  he  practiced  in  Glen  Ellyn  and  Blue  Island, 
111. 

Stephen  T Murray,  MD,  Waupun,  has  begun  his 
medical  practice  with  the  Waupun  Area  Medical 
Center.  He  graduated  from  the  University  of  South 
Florida  College  of  Medicine  and  his  internship  and 
residency  in  family  practice  were  completed  at  St 
Vincent’s  Medical  Center  in  Jacksonville,  Fla. 
Doctor  Murray  spent  four  years  active  duty  in  the 
United  States  Army  Medical  Corps. 

Steven  J Koenigsknecht,  MD,  Racine,  recently  was 
named  medical  director  of  the  Emergency  Depart- 
ment of  St  Mary’s  Medical  Center  in  Racine.  Doctor 
Koenigsknecht  graduated  from  the  University  of 
Michigan  School  of  Medicine  and  served  his  intern- 
ship at  Henry  Ford  Hospital,  Detroit,  and  completed 
his  residency  at  the  University  of  Chicago  Hospital 
and  Clinics.  Prior  to  joining  the  St  Mary’s  Medical 
Center  Doctor  Koenigsknecht  was  affiliated  with 
Hinsdale  Hospital  in  Hinsdale,  111. 

John  M Kirsch,  MD,*  Stevens  Point,  recently  joined 
the  medical  staff  of  Kaukauna  Community  Hospital 
as  a consulting  physician.  A 1964  graduate  of  the 
University  of  Illinois  Medical  School,  he  has  prac- 
ticed in  the  Stevens  Point  area  for  the  past  decade. 
He  recently  began  a practice  in  Menasha.  A pioneer 
in  the  field  of  arthroscopic  surgery,  Doctor  Kirsch 
has  been  the  University  of  Wisconsin-Stevens  Point 
athletic  department’s  team  physician  for  the  past  six 
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years.  He  is  on  the  medical  advisory  board  of  the 
Wisconsin  Interscholastic  Athletic  Association. 
Doctor  Kirsch  also  serves  on  the  faculty  of  the  UW- 
Madison  as  a clinical  preceptor  in  the  Physician’s 
Assistant  training  program. 

Sarah  J Pratt,  MD,*  Sheboygan,  recently  was  certi- 
fied by  the  American  Board  of  Pediatrics.  She  grad- 
uated from  the  Medical  College  of  Wisconsin  and 
has  been  a member  of  the  Sheboygan  Clinic  since 
1981.  A member  of  the  medical  staff  of  Sheboygan 
Memorial  and  St  Nicholas  hospitals,  Doctor  Pratt 
is  active  in  the  Head  Start  Medical  Advisory  Com- 
mittee and  Planned  Parenthood. 

D King  Aymond,  MD,*  Sheboygan,  recently  was  certi- 
fied by  the  American  Board  of  Ophthalmology.  A 
member  of  the  Sheboygan  Clinic,  Doctor  Aymond 
graduated  from  the  University  of  Texas  Medical 
School,  Houston,  and  completed  his  residency  train- 
ing at  the  University  of  Texas  Medical  Branch  in 
Galveston,  Texas.  He  is  a member  of  the  medical 
staff  of  Sheboygan  Memorial  and  St  Nicholas  hos- 
pitals. 

Stephen  R Peters,  MD,*  Woodruff,  recently  was 
certified  by  the  American  Board  of  Internal  Med- 
icine. Doctor  Peters  is  a member  of  the  Lakeland 
Medical  Associates  and  also  is  a member  of  the 
active  associate  staff  of  Howard  Young  Medical 
Center  in  Woodruff. 

Mark  O Weisse,  MD,*  Algoma,  recently  was  se- 
lected to  fill  a vacancy  on  the  Board  of  Directors  of 
the  Kewaunee  County  Development  Center.  Doctor 
Weisse  graduated  from  the  University  of  Wisconsin 
Medical  School,  Madison,  and  completed  his  res- 
idency training  at  the  Waukesha  Family  Practice 
Program.  He  served  two  and  a half  years  in  the 
United  States  Air  Force  and  has  been  practicing  in 
Algoma  since  1981.  He  will  be  working  with  the 
adult  handicapped  individuals  of  Kewaunee  County. 

Michael  R McFadden,  MD,*  Sturgeon  Bay,  recently 
was  named  a fellow  of  the  American  College  of 
Surgeons.  Doctor  McFadden  is  on  the  medical  staff 
of  the  Door  County  Medical  Center.  ■ 


CURRENT  LICENSING  POLICIES  OF  STATE  BOARDS  are  explained  in  a recently  released  AMA  publica- 
tion entitled  “US  Medical  Licensure  Statistics  1980-81  and  Licensing  Requirements  of  1982.’’  The  37-page 
booklet  also  contains  information  on  initial  licensure  for  US  and  foreign  graduates,  reciprocity  and  endorse- 
ment, fees  and  renewal  intervals,  and  National  Board  and  ECFMG  requirements,  as  well  as  data  on  the 
number  of  licenses  issued  in  a variety  of  categories.  The  publication  is  intended  for  the  physician  who  is  set- 
ting up  his  first  practice  or  relocating  his  present  practice.  A free  copy  is  available  from  the  Division  of 
Survey  and  Data  Resources,  Dept  of  Data  Planning  and  Evaluation,  AMA  headquarters,  Chicago.— A MA 
Newsletter,  March  7, 1983B 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “ D.A . W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


NSM;  Hbhlicrhts 

‘Physician  members  of  State  Medical  Society  of  Wisconsin 


St  Marys  Hospital  Medical  Center,  Madison,  re- 
cently elected  James  W Rose,  MD,*  as  its  new  chief- 
of-staff.  Doctor  Rose  served  as  assistant  chief  in 
1981  and  1982.  Elected  to  serve  with  Doctor  Rose 
were  Ernest  A Pellegrino,  MD,*  chief-elect;  Ronald 
D Wenger,  MD,*  secretary-treasurer,  and  Charles 
A Neuhauser,  MD,*  representative  to  Dane  County 
Medical  Society. 

Berlin  Hospital  Association  has  announced  the 
appointment  of  Patrick  E Linton  as  the  new  execu- 
tive director.  Mr  Linton  graduated  from  the  Uni- 
versity of  Minnesota  with  a Masters  Degree  in  Hos- 
pital Administration.  Prior  to  coming  to  Berlin,  Mr 
Linton  was  vice-president  at  Parkview  Episcopal 
Hospital  in  Pueblo,  Colo.  He  succeeds  Donald 
Breznicka  who  resigned  as  executive  director  at 
Berlin  Memorial  Hospital. 

St  Joseph’s  Hospital,  Marshfield,  has  reelected 
Guerdon  J Coombs,  MD,*  as  chief-of-staff.  Re- 
elected as  vice-chief-of-staff  was  Raymond  L 
Hansen,  MD*  and  elected  secretary  to  replace  Paul 
S Treuhaft,  MD,*  was  John  P Kirchner,  MD.* 
Members  at-large  of  the  executive  committee  in- 
clude MDs  Jerry  M Hardacre*  and  Martha  L Lee,* 
replacing  Joseph  J Mazza*  and  William  M Toy- 
ama.* 

St  Vincent  Hospital,  Green  Bay,  has  elected  Joseph 
B Grace,  MD,*  its  president  of  the  medical  staff  for 
1983.  Other  officers  are  MDs  Harold  J Hoops,* 
vice-president,  and  William  M Wanamaker,*  sec- 
retary. 

Victory  Memorial  Hospital,  Owen,  recently  elected 
William  P Hopkins,  MD,*  as  its  president.  Doctor 
Hopkins  was  formerly  secretary-treasurer  of  the 
medical  staff,  and  has  been  a member  of  the  medical 
staff  since  1980.  Elected  secretary-treasurer  was 
Kenneth  Wallmeyer,  MD. 

Waukesha  Memorial  Hospital  recently  elected  La- 
Verne  H Herman,  MD,*  Waukesha,  as  chief-of- 
staff.  He  will  serve  a two-year  term  and  succeeds 
Vincent  P Banker,  MD.*  A 1946  graduate  of  the 
University  of  Wisconsin  Medical  School,  Madison, 
Doctor  Herman  joined  the  medical  staff  in  1968. 

University  of  Wisconsin  Medical  School  students 
from  the  first  and  second  year  classes  are  available 
to  talk  with  area  youths  about  health  promotion, 
sexuality,  and  alcohol  and  other  drug  abuse  preven- 
tion. The  more  than  45  volunteer  students  are  part 
of  the  nationwide  “Doctors  Ought  to  Care”  (DOC) 


program.  Teams  of  students,  usually  a male  and  a 
female,  are  available  to  visit  schools  and  youth  and 
church  groups.  More  information  is  available  from 
the  University  of  Wisconsin  Hospital  and  Clinics 
Training  and  Education  Department  in  Madison. 

Lutheran  Hospital,  La  Crosse,  has  reelected  Thomas 
N Roberts,  MD,  president  of  the  179  member  med- 
ical staff.  Doctor  Roberts,  a staff  member  since 
1971,  is  the  medical  director  of  the  hospital’s  Child 
Protective  Services  Team.  Also  reelected  were  MDs 
Edward  R Winga,*  vice-president,  and  James  Wilde 
as  secretary. 

Berlin,  Ripon,  Wautoma,  and  Wild  Rose  hospitals, 
and  the  Green  Lake-Waushara  County  Medical 
Society,  are  sponsoring  a pilot  program  for  con- 
tinuing education  for  area  teachers  and  new  resource 
materials  and  laboratory  equipment  for  area 
schools.  Barry  L Rogers,  MD,*  Green  Lake,  or- 
ganizer of  the  program,  stated  that  the  program  con- 
sists of  several  one-  to  two-hour  courses  and  lab- 
oratories in  the  areas  of  ecology,  chemistry,  phy- 
sical science.  The  Green  Lake-Waushara  County 
Medical  Society  is  paying  the  costs  of  producing  the 
workshop  and  procuring  the  speakers.  The  program 
is  being  planned  as  an  annual  postgraduate  event. 

Northwestern  Mutual  Life  Insurance  Co  has  made  a 
commitment  to  accelerate  research,  patient  care,  and 
education  in  heart  disease  through  a gift  of  $500,000 
to  the  Medical  College  of  Wisconsin  (MCW).  The 
gift  from  the  Milwaukee-based  life  insurance  com- 
pany creates  an  endowed  chair,  the  Northwestern 
Mutual  Chair  of  Cardiology.  Harold  L Brooks, 
MD,  professor  of  medicine  and  chairman  of  MCW’s 
Division  of  Cardiology,  has  been  selected  as  the 
first  Northwestern  Mutual  Professor  of  Cardiology. 

Leonard  W Cronkhite  Jr,  MD,  MCW  president, 
underscored  the  long-term  impact  of  the  gift  for 
the  College.  “Northwestern  Mutual  Life’s  commit- 
ment stabilizes  support  for  this  important  area  of 
our  work.  It  creates  a perpetual  fund  to  help  balance 
other  forms  of  support  which  fluctuate  with  the 
economy  or  changes  in  government  initiatives.” 

Southern  Wisconsin  Emergency  Medical  Services 
Council  has  awarded  scholarship  training  funds  to 
Columbus  Community  Hospital.  Selected  for  the  ad- 
vanced training  in  cardiac  life  support  are  MDs 
Craig  W Campbell,*  Charles  E Hansell,*  and  Marc 
Tumerman.  The  Southern  Wisconsin  Emergency 
Medical  Services  Council  was  formed  in  1980  for 
the  purpose  of  improving  the  quality  of  emergency 
care  in  the  Southern  Wisconsin  region  and  funds 
were  made  available  through  federal  funding.* 
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OFTEN  INSEPARABLE:  PAIN  AND  ANXIETY 


A pathologic  partnership 
one  sees  every  day 

Pain — triggering  anxiety — 
which  accentuates  the  percep- 
tion of  pain... together  they're 
worse  than  either  alone. 

And  since  they're  usually  both 


present  in  musculoskeletal 
disorders,  the  best  therapy  is 
often  a combination  of  anal- 
gesic and  anxiolytic  agents. 
Equagesic  R-M  combines  the 
pain  relief  of  aspirin  with  the 
tension-reducing  properties 


of  meprobamate — because 
together  they're  better  than 
either  alone. 

See  important  information  on  next  page. 

Wyeth  Laboratories 

AA 

tablets 


(meprobamate  with  aspirin)  © Wyeth 

Effective  analgesic/anxiolytic  alliance 


Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 

tablets 

Equagesic-M 

(meprobamate  with  aspirin)  © Wyeth 

Effective  analgesic/anxiolytic  alliance 


Proven  superior  to  aspirin  alone  in  controlled  clinical  trials 


(BRIEF  SUMMARY) 

DESCRIPTION : Each  tablet  contains  200 
mg  meprobamate  and  325  mg  aspirin 
INDICATIONS:  Adjunct  in  short-term 
treatment  of  pain  accompanied  by 
tension  and/or  anxiety  in  patients  with 
musculoskeletal  disease.  Clinical  trials 
demonstrated  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspi- 
rin alone  Effectiveness  in  long-term  use. 
i e over  4 months,  has  not  been  assessed 
by  systematic  clinical  studies  Physicians 
should  periodically  reassess  usefulness  of 
drug  for  individual  patients 
CONTRAINDICATIONS:  ASPIRIN  Al- 
lergic or  idiosyncratic  reactions  to  aspirin 
or  related  compounds  MEPROBAMATE 
Acute  intermittent  porphyria,  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  related  compounds,  e g carisoprodol. 
mebutamate.  or  carbromal 
WARNINGS.  ASPIRIN  Use  salicylates  with 
extreme  caution  in  patients  with  peptic 
ulcer,  asthma,  coagulation  abnormali- 
ties. hypoprothrombinemia.  vitamin  K 
deficiency,  or  those  on  anticoagulants.  In 
rare  instances,  aspirin  in  persons 
allergic  to  salicylates  may  result  in  life- 
threatening  allergic  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  depend- 
ence. and  abuse  have  occurred 
Chronic  intoxication  from  prolonged 
ingestion  of.  usually,  greater  than  recom- 
mended doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo.  Therefore, 
carefully  supervise  dose  and  amounts 
prescribed  and  avoid  prolonged  use. 
especially  in  alcoholics  and  others  with 
known  propensity  for  taking  excessive 
quantities  of  drugs  Sudden  withdrawal 
after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting 
symptoms,  e g anxiety,  anorexia,  or  in- 
somnia. or  withdrawal  reactions,  e g , 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing. confusional  states,  hallucinosis,  and. 
rarely,  convulsive  seizures  Such  seizures 
are  more  likely  in  persons  with  CNS  dam- 
age or  preexistent  or  latent  convulsive 
disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after 
discontinuation;  symptoms  usually  cease 


within  next  12-to-48-hour  period  When 
excessive  dosage  has  continued  for 
weeks  or  months,  reduce  dosage  gradu- 
ally over  1 to  2 weeks  rather  than  stop 
abruptly  Alternatively,  a short-acting 
barbiturate  may  be  substituted,  then 
gradually  withdrawn 
POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  men- 
tal or  physical  abilities  required  for  po- 
tentially hazardous  tasks,  e g . driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressant  effects  of  meprobamate 
and  alcohol  or  meprobamate  and  other 
psychotropic  drugs  may  be  additive,  ex- 
ercise caution  with  patients  taking  more 
than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION An  Increased  risk  of  congenital 
malformations  associated  with  minor 
tranquilizers  (meprobamate,  chlordi- 
azepoxlde.  and  diazepam)  during  first 
trimester  of  pregnancy,  has  been  sug- 
gested In  several  studies  Because  use 
of  these  drugs  Is  rarely  a matter  of 
urgency,  their  use  during  this  period 
should  almost  always  be  avoided  The 
possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at 
time  of  Institution  of  therapy  should  be 
considered  Advise  patients  If  they  be- 
become  pregnant  during  therapy  or 
Intend  to  become  pregnant  to 
communicate  with  their  physicians 
about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental 
barrier  It  Is  present  both  In  umblllcal- 
cord  blood  at  or  near  maternal 
plasma  levels  and  In  breast  milk  of 
lactatlng  mothers  at  concentrations 
two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  Is 
contemplated  In  breastfeeding 
patients,  consider  the  drug's  higher 
concentrations  In  breast  milk  as  com- 
pared to  maternal  plasma  levels 
USAGE  IN  CHILDREN  Keep  preparations 
with  aspirin  out  of  reach  of  children 
Equagesic’-M  is  not  recommended  for 
patients  12  years  of  age  and  under 
PRECAUTIONS  ASPIRIN  Salicylates  an- 


tagonize uricosuric  activity  of  probene- 
cid and  sulfinpyrazone  Salicylates  are 
reported  to  enhance  hypoglycemic  ef- 
fect of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective 
dose,  particularly  in  elderly  and/or  debil- 
itated. to  preclude  over-sedation.  Me- 
probamate is  metabolized  in  the  liver 
and  excreted  by  the  kidney,  to  avoid  ex- 
cess accumulation  exercise  caution  in  its 
use  in  patients  with  compromised  liver 
or  kidney  function  Meprobamate  occa- 
sionally may  precipitate  seizures  in  epi- 
leptic patients  It  should  be  prescribed 
cautiously  and  in  small  quantities  to  pa- 
tients with  suicidal  tendencies 
ADVERSE  REACTIONS.  ASPIRIN  May 
cause  epigastric  discomfort,  nausea 
and  vomiting  Hypersensitivity  reactions, 
including  urticaria,  angioneurotic 
edema,  purpura,  asthma,  and  anaphy- 
laxis may  rarely  occur  Patients  receiving 
large  doses  of  salicylates  may  develop 
tinnitus. 

MEPROBAMATE  CNS  Drowsiness, 
ataxia,  dizziness,  slurred  speech,  head- 
ache, vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation, 
euphoria,  overstimulation,  paradoxical 
excitement,  fqst  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR:  Palpitation,  tachy- 
cardia. various  forms  of  arrhythmia,  tran- 
sient ECG  changes,  syncope, 
hypotensive  crisis 

ALLERGIC  OR  IDIOSYNCRATIC  Milder  re- 
actions are  characterized  by  itchy,  urti- 
carial, or  erythematous  maculopapular 
rash,  generalized  or  confined  to  the 
groin.  Other  reactions  include  leuko- 
penia. acute  nonthrombocytopenic  pur- 
pura. petechiae.  ecchymoses, 
eosinophilia.  peripheral  edema,  adeno- 
pathy. fever  fixed  drug  eruption  with 
cross-reaction  to  carisoprodol.  and 
cross-sensitivity  between  meprobamate/ 
mebutamate  and  meprobamate/car 
bromal  Rare,  more  severe  hypersensitiv 
ity  reactions  include  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm. 
oliguria,  and  anuria  Also,  anaphylaxis, 
exfoliative  dermatitis,  stomatitis,  and 
proctitis  Stevens-Johnson  syndrome  and 


bullous  dermatitis  have  occurred 
HEMATOLOGIC  (SEE  ALSO  'ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis, 
aplastic  anemia  have  been  reported,  al- 
though no  causal  relationship  has  been 
established,  and  thrombocytopenic 
purpura 

OTHER  Exacerbation  of  porphyric 
symptoms. 

DOSAGE  AND  ADMINISTRATION  Usual 
dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when 
tension  or  anxiety  is  present  Not  recom- 
mended for  patients  12  years  of  age  and 
under 

OVERDOSAGE  Treatment  is  essentially 
symptomatic  and  supportive  Any  drug 
remaining  in  the  stomach  should  be 
removed  Induction  of  vomiting  or  gastric 
lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both 
aspirin  and  meprobamate  Aspirin  over- 
dosage produces  usual  symptoms  and 
signs  of  salicylate  intoxication  Observa- 
tion and  treatment  should  include  man- 
agement of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoac- 
idosis and  dehydration,  watching  for  evi- 
dence of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it 
occurs,  usually  requires  whole-blood 
transfusions.  Suicidal  attempts  with  me- 
probamate have  resulted  in  drowsiness, 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal 
The  following  data,  reported  in  the  litera- 
ture and  from  other  sources,  are  not 
expected  to  correlate  with  each  case 
(considering  factors  such  as  individual 
susceptibility  and  length  of  time  from 
ingestion  to  treatment),  but  represent 
usual  ranges  reportea  Acute  simple  ov- 
erdose (meprobamate  alone]  Death 
has  been  reported  with  ingestion  of  as  lit- 
tle as  12  gram  meprobamate  and  sur- 
vival with  as  much  as  40  gram 
BLOOD  LEVELS 

0 5-2  0 mg  percent  represents  usual 
blood-level  range  after  therapeutic 
doses  The  level  may  occasionally  be  as 
high  as  3 0 mg  percent. 

3-10  mg  percent  usually  corresponds  to 


findings  of  mild-to-moderate  symptoms 
of  overdosage,  such  as  stupor  or  light 
coma 

10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive 
treatment  Some  fatalities  occur. 

At  levels  greater  than  20  mg  percent, 
more  fatalities  than  survivals  can  be 
expected 

Acute  combined  overdose  (meproba- 
mate with  other  psychotropic  drugs  or  al- 
cohol) Since  effects  can  be  additive, 
history  of  ingestion  of  a low  dose  of  me- 
probamate plus  any  of  these  compounds 
(or  of  a relatively  low  blood  or  tissue 
level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues 
rapidly  and  blood  pressure,  pulse,  and 
respiratory  rates  are  reduced  to  basal 
levels  Any  drug  remaining  in  stomach 
should  be  removed  and  symptomatic 
treatment  given  Should  respiration  or 
blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants, 
and  pressor  agents  should  be  adminis- 
tered cautiously  as  indicated  Diuresis, 
osmotic  (mannitol)  diuresis,  peritoneal 
dialysis,  and  hemodialysis  have  been 
used  successfully  in  removing  both  aspi- 
rin and  meprobamate  Alkolinization 
of  the  urine  increases  excretion  of  sali- 
cylates Careful  monitoring  of  urinary  out- 
put is  necessary,  and  caution  should  be 
taken  to  avoid  overhydration 
Relapse  and  death,  after  initial  recovery, 
have  been  attributed  to  incomplete  gas- 
tric emptying  and  delayed  absorption 
HOW  SUPPLIED:  Bottles  of  50  scored 
tablets 
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PHYSICIANS  EXCHANGE 


Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 

General  Surgeon.  Board  certified  or  eligible  to  locate  in  East 
Central  Wisconsin  near  Oshkosh,  Fond  du  Lac.  Excellent  recrea- 
tion opportunities  and  one  hour  to  Milwaukee,  Madison.  40- 
bed,  active  JCAH  hospital,  guaranteed  first  year  income  and 
other  incentives  offered.  Send  CV  to  or  call  CEO,  Ripon  Mem- 
orial, 933  Newbury,  Ripon,  WI  54971;  ph  414/748-3101.  4tfn/83 

Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  26  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  WI  53406;  ph  414/886- 
5000.  4tfn/83 

Family  Practitioners,  two,  Wautoma,  Wisconsin.  In  the  heart 
of  Wisconsin’s  pine  forests  and  beautiful  crystal  clear  lakes,  a 
quiet  peaceful  community  is  waiting  for  you.  Duck  and  geese 
hunting,  fishing,  18-hole  golf  course,  recreational  boating  and 
swimming.  Vacant  clinic  next  to  hospital,  fully  equipped  and 
ready  to  move  into.  Financial  options  open.  Write  to  William  G 
Richards,  MD,  Memorial  Hospital,  Wautoma,  Wis  54982  or  call 
1-414/885-9231.  4-6/83 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621 . 1 ltfn/82 

Emergency  Physician  needed  to  fill  vacancy  at  St  Clare 
Hospital  in  Baraboo.  Contact  John  Rahm,  6105  Ridgewood 
Ave,  Madison,  WI  53716.  3-4/83 

Locum  Tenens  available  or  permanent  position.  Board  certi- 
fied FP  with  OB,  ER,  and  surgical  skills.  Good  references. 
Hard  worker  with  excellent  rapport  with  patients.  Call  Dr  Kris  at 
1-612/424-5494.  3-4/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


Family  Physician  needed  to  join  one  family  practitioner, 
Board  certified,  and  one  board  certified  general  surgeon.  Com- 
munity medical  complex  includes  clinic  facilities,  42-bed  hospital 
and  40-bed  nursing  home.  Located  in  scenic  St  Croix  River 
Valley  45  miles  from  St  Paul-Minneapolis.  Excellent  salary, 
benefits,  and  ownership  potential.  Contact  Keith  Petersen, 
Administrator,  Simenstad  Medical  Clinic,  SC,  PO  Box  218, 
Osceola,  WI  54020.  Tel:  715/294-2111.  4-6/83 

Family  Practice — Milwaukee.  Well  established  and  equipped 
office;  will  lease  and  introduce  to  patients.  Associated  with 
dentist.  Send  curriculum  vitae  to  Dept  517  in  care  of  the  Jour- 
nal. 4/83 

Family  Practice  physician  to  join  established  family  practice 
clinic  in  a rural  community.  Modern  office  facility  next  to 
hospital.  Contact:  Arcadia  Primary  Care  Clinic,  476  S St  Joseph 
Ave,  Arcadia,  WI  54612.  Tel:  608/323-3373.  p4/83 

Cardiology,  Dermatology,  General  Surgery,  Ophthal- 
mology, Orthopedic  Surgery.  Associate  with  170  physicians 
providing  comprehensive  medical  care  to  a patient  population 
of  196,000  in  one  of  America’s  leading  metropolitan  areas.  Ex- 
cellent facilities,  competitive  earnings,  and  benefits.  Contact 
Paul  Brat,  MD,  Medical  Director,  Group  Health  Plan,  Inc, 
2829  University  Ave,  Southeast,  Minneapolis,  Minn  55414.  An 
Equal  Opportunity  Employer.  2-4/83 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  1 ltfn/82 

Locum  tenens  services.  Wisconsin-licensed  family  physicians 
and  GPs  available.  Our  physicians  do  office,  hospital,  emer- 
gency room  and  OB  work.  Call  or  write:  INTER-HEALTH, 
5695  Merry  Lane,  Excelsior,  MN  55331;  ph  612/474-4372. 

10-12/82;  1-4/83 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Frad  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street.  Madison,  Wisconsin  53715 
Phone:  608/263-4095 

10/82;  1-6/83 
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PHYSICIANS  EXCHANGE  continued 


Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401,  or  call  collect  715/847-3351.  6tfn/82 

Occupational  Medicine.  Occupational  physician  for  a large 
multispecialty  group  in  beautiful  Milwaukee,  Wisconsin  area. 
New  facility  of  long-established  clinic.  Office  space  and  all 
equipment  supplied  by  group.  Pre-employment  exam,  diagnostic 
evaluations,  on-the-job  injury  treatment  for  more  than  750  Mil- 
waukee area  companies.  Challenging  position  with  great  future 
for  advancement.  Excellent  starting  salary  with  opportunity  to 
become  member  of  Service  Corporation  and  Building  Com- 
pany at  very  low  entry  fees.  Many  fine  benefits  including  liberal 
profit-sharing  plan.  Write  or  phone:  Administrator,  Medical- 
Surgical  Clinic,  SC,  2400  W Lincoln  Ave,  Milwaukee,  W1 
53215;  tel:  414/671-7000.  3-8V83 

Family  Practitioner  and  neurologist  needed  to  join  multi- 
specialty group  of  33  physicians  dedicated  to  primary  care  in 
East  Central  Wisconsin  community.  City  population  38,000, 
drawing  area  100,000.  Attractive  income  arrangements,  as- 
sociation membership  possible  after  one  year,  pension  and 
profit  sharing,  extensive  fringe  benefits.  Contact  R B Windsor, 
MD,  1011  North  8th  St,  Sheboygan  Wis  53081;  ph  414/457- 
4461.  3tfn/83 

Two  Family  Practice  physicians  to  affiliate  with  Red  Cedar 
Clinic,  Menomonie,  Wisconsin,  in  a satellite  situation.  The 
Clinic  is  a family  practice  oriented  multispecialty  group  with  14 
physicians  located  65  miles  east  of  Minneapolis,  St  Paul  on  1-94. 
A young  congenial  group  which  provides  full  range  of  benefits, 
equal  sharing  of  responsibilities,  and  ideal  location  for  recreation 
and  cultural  situation.  Call  collect  or  write  Rex  Shaffer  (715/ 
235-9671)  221 1 Stout  Road,  Menomonie,  Wis  54751 . 2-4/83 


FAMILY  PRACTITIONER.  Immediate  need  to  associate 
with  busy,  Board  certified  general  practitioner  in  Tomah, 
Wis.  Modern  clinic,  57-bed  local  hospital,  and  formal 
association  with  50-physician  multispecialty  clinic  in  La- 
crosse, Wis.  Tomah  is  an  active,  growing  community  of 
7,000  with  a medical  service  area  of  20,000.  Contact 
P S Shultz,  MD,  Medical  Director,  Skemp-Grandview- 
La  Crosse  Clinic,  815  S 10th  St,  La  Crosse,  WI  54601; 
ph  608/782-9760.  2-4/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and  Endo- 
scopy. We  are  located  in  a fast  growing,  scenic,  lake 
country  area  between  Milwaukee  and  Madison  and  can 
offer  excellent  hospital,  schools,  and  recreational  facil- 
ities. Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/ 569-2300. 

10tfn/82-c3tfn/83 


Obstetrics/Gynecology.  Associate  needed  for  two-man  de- 
partment in  large  multispecialty  group.  Board  certified/eligible. 
Clinic  has  been  established  about  34  years  and  presently  occu- 
pies a modern  well-equipped  new  facility  located  on  the  near 
southside  of  Milwaukee,  WI.  Challenging  position  with  great 
future  for  advancement.  Liberal  starting  salary  with  many  fine 
fringe  benefits  including  a generous  profit-sharing  plan.  Re- 
plies will  be  confidential.  Write  or  phone:  Administrator,  Med- 
ical-Surgical Clinic,  SC,  2400  West  Lincoln  Ave,  Milwaukee, 
WI  53215;  tel:  414/671-7000.  3-5/83 

Wanted  Family  Physician  for  fully  equipped,  modern  clinic 
located  in  rural  community  in  west  central  Wisconsin.  (Estab- 
lished dentist  now  in  clinic).  Call  Mary  Speckman  (608) 
625-2333,  La  Farge,  Wis  54639.  2-7/83 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty  bed  hospital.  Excellent  hunting, 
Fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153  or  call  collect 
414/834-2201.  p4-7/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Family  Practice  opportunity  to  join  a four-physician  family 
practice  group  in  south  central  Wisconsin  city  of  15,000.  Pleas- 
ant community  atmosphere  within  1-1  Zi  hours  of  Madison  and 
Milwaukee.  Excellent  recreational  area.  First  year  guaranteed 
salary.  Contact:  Chad  Burchardt,  Business  Manager,  Medical 
Associates  of  Beaver  Dam,  SC,  1200  N Center  St,  Beaver  Dam, 
Wisconsin  53916;  tel:  414/887-7101 . 3-5/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Office  space,  professional  building  entire  level.  West  Allis. 
Near  hospital.  Call  414/543-8864.  12tfn/82 

Medical  Equipment  for  sale.  Everything  to  start  a new  doctor’s 
office:  furniture,  exam  suites,  lamps,  diagnostic  and  lab  equip- 
ment. Good  quality,  and  very  reasonable.  Call  Lucky  at  1-612/ 
424-5494.  Terms  negotiable.  3-4*/ 83 


MAYBE 

Your  present  office  is  not  projecting  the  professional 
image  you  think  it  should.  Maybe  you  should  be  closer  to 
the  hospitals  you  serve.  Maybe  your  patients  deserve  a 
secured  parking  facility  adjacent  to  your  office;  maybe 
you  do  too! 

Maybe  you  should  not  be  spending  more  money  for  less 
service  in  an  isolated  location. 

Maybe  you  should  see  what  is  happening  at  the  BOCKL 
BUILDING,  2040  W Wisconsin  Ave. 

Maybe  you  should  call  Pat  O’Grady  now  for  informa- 
tion about  the  deluxe  office  space  we  have  to  offer.  Hal- 
berg  Realty,  Inc,  414/344-7422  4/83 
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MEDICAL  FACILITIES  continued 


Practice  available.  Established  diversified  family  practice. 
Milwaukee.  Equipped.  Building  negotiable.  Will  introduce.  Con- 
tact Dept  516  in  care  of  the  Journal.  p3-4/83 

Wanted:  X-Ray — Ultrasonic — Diathermy  equipment.  Contact 
414/444-7525.  4tfn/83 


MISCELLANEOUS 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905.  lltfn/82 

Professional  Resume  Services,  1125  South  Cedar  Crest 
Boulevard,  Allentown,  Pennsylvania  18103.  We  provide  resume 
preparation  for  physicians.  Prompt  and  confidential.  All 
specialties.  Call  or  write  for  information.  Tel:  215/443-4112. 

3-4*/ 83 

Reception  Area  Aquariums.  Beautify  your  reception  area  or 
office  with  a relaxing  decorator  aquarium — many  styles  to 
choose  from— designed  even  for  small  areas.  Complete  mainte- 
nance service  available.  Lease  or  purchase  option.  Contact: 
Creative  Pet  Designs,  PO  Box  26172,  Milwaukee,  Wis  53226; 
ph  414/778-1999.  pl2/82;  ltfn/83 


ANNOUNCEMENTS 


Lithium  and  Manic  Depression:  A Guide.  A new  publication 
now  available  from  the  Lithium  Information  Center.  The 
guide,  written  by  John  Bohn,  R Ph  and  James  Jefferson, 
MD,  with  assistance  from  other  staff  members  at  the 
center,  addresses  the  questions  that  are  most  frequently 
asked  by  patients  and  their  families  about  lithium  and  its 
use  in  treating  manic  depression. 

The  30-page  guide  serves  as  a general  reference  tool  and 
a helpful  consumer  guide  both  for  those  taking  lithium  and 
for  their  families.  S3. 00/copy  (1-10  copies);  $2. 00/copy 
(more  than  10  copies);  large  bulk  purchase  prices  available 
on  request.  If  interested  in  purchasing  one  or  more  copies 
of  this  publication,  send  correct  payment  to:  Lithium 
Information  Center,  Department  of  Psychiatry,  University 
of  Wisconsin-Madison,  600  Highland  Ave,  Madison,  WI 
53792. 

Socioeconomic  Monitoring  System.  The  AMA  has 

launched  a speedier  method  of  gathering  and  reporting 
changes  in  many  aspects  of  physicians’  practices.  The 
system  substitutes  periodic  telephone  interviews  with 
randomly  selected  physicians  for  annual  mail  question- 
naires, the  principal  device  used  to  gather  socioeconomic 
information  since  1966.  The  new  system  will  yield  infor- 
mation in  about  ten  weeks  instead  of  the  12  months  re- 
quired to  gather  and  analyze  mail  survey  forms.  It  will 
provide  the  AMA  with  the  capability  to  update  socio- 
economic data  on  quarterly  basis.  Survey  results  will  be 
widely  disseminated.  The  program  is  directed  by  the 
AMA  Center  for  Health  Policy  Research  in  cooperation 
with  the  AMA  Division  of  Survey  and  Data  Resources. 
Mathematica  Policy  Research,  Inc  of  Princeton,  NJ, 
will  conduct  the  telephone  interviews  for  the  AMA. 


AMA  Education  and  Research  Foundation  (AMA- 
ERF).  A new  fund  to  assist  medical  students  was  created  by 
the  AMA  Education  and  Research  Foundation.  The  purpose  of 
the  Medical  Student  Assistance  Fund  will  be  to  add  resources  to 
the  student  financial  aid  programs  and  student  loan  programs 
of  medical  schools. 

Donors  to  the  new  fund  will  select  the  school  that  they  want 
to  benefit  from  their  gifts.  A gift  to  AMA-ERF  that  is  designated 
for  a school  will  be  transmitted  in  its  entirety,  without  a toll 
being  exacted  for  expenses. 

Each  medical  school  will  receive  a monthly  list  of  the  donors 
and  their  designated  gifts.  The  collected  funds  will  be  disbursed 
once  a year.  The  state  medical  society  will  be  asked  to  present 
the  check  at  the  same  time  that  the  ERF’s  unrestricted  Med- 
ical School  Fund  gift  is  presented.  The  schools  will  thus  be  re- 
ceiving two  ERF  checks  from  separate  funds  beginning  in  1984. 

The  ERF’s  unrestricted  medical  school  fund  program  will 
continue  as  it  has  since  the  early  1950s.  Fund-raising  efforts 
for  both  programs  will  be  balanced  to  help  asure  the  continu- 
ation of  the  unrestricted  Medical  School  Fund.  State  medical 
societies  have  collected  and  distributed  more  than  $36  million 
for  ERF  through  this  program  during  the  past  32  years. — AMA 
Newsletter,  March  7,  1983  ■ 
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Good  Health 


The  State  Medical  Society  of  Wisconsin  announces  a 
new  program  designed  to  improve  physician-patient 
communications  and  encourage  greater  patient 
feedback. 

The  program,  entitled  "Partners  in  Good  Health," 
contains  statement  stuffers,  reception  area  brochures, 
patient  feedback  questionaires  and  a certificate  of 
participation  to  be  displayed  in  the  reception  area. 

Program  brochures  are  available  in  quantity 
by  writing  to: 

The  Communications  Department 
State  Medical  Society  of  Wisconsin 
P.O.  Box  1109 
Madison,  WI  53701 


MUTUAL  RESPECT 


WORKING  TOGETHER 
EXCHANGE  OF  INFORMATION 
QUESTIONS  AND  CONCERNS 
INFORMED  CONSENT 
IN  THE  HOSPITAL 
FEES  FOR  SERVICES 
HEALTHY  LIFESTYLE 


Prepared  and  distributed 

by  the  State  Medical  Society  of  Wisconsin 


Meetir^/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50o  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


May  4-6,  1983:  6th  Annual  Symposium  on  Cardiac  Rehabili- 
tation, Red  Carpet  Hotel,  Milwaukee.  Sponsored  by  Mt  Sinai 
Medical  Center,  Milwaukee,  Wisconsin  University,  Contin- 
uing Medical  Education,  American  College  of  Sports  Medicine, 
American  Heart  Association.  AMA,  CEU  credit.  Contact  Sarah 
Aslakson,  465  WARF  Bldg,  610  Walnut  St,  Madison  53705; 
tel:  608/263-2856.  3-4/83 

MAY  5, 1983:  Update  in  Pulmonary  Medicine,  Madison.  Spon- 
sored by  Madison  General  Hospital.  AMA  Category  1;  AAFP 
Prescribed — 6 'A  hours.  Contact  HB  Christensen,  202  S Park  St, 
Madison,  WI  53715;  ph  608/267-6386.  4/83 


MAY  5-6,  1983:  Fight  For  Life:  Second  Annual  Methodist 
Hospital  Emergency  Care  Conference,  Madison.  Co-sponsors: 
Wisconsin  ACEP,  Wisconsin  EDNA.  Physician,  nurse,  EMT, 
administrator  tracks.  Fee:  $25-$140.  Sixteen  hours  ACEP 
Category  1 credit  applied  for.  Contact:  Mark  Olsky,  MD, 
(Director),  Methodist  Hospital,  309  West  Washington  Ave, 
Madison,  WI  53703;  tel:  608/251-2371,  ext  3015.  3-4/83 


MAY  13-14,  1983:  Back  Pain  Conference.  Sponsored  by  Wis- 
consin University  Departments  of  Family  Medicine  and  Practice, 
and  Continuing  Medical  Education.  AMA,  Prescribed  AAFP, 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1983-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1983—  Mar  24-26 

1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 


Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1 109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 


and  CEU  credit.  Contact  Sarah  Aslakson,  465  WARF  Bldg,  610 
Walnut  St,  Madison,  WI  53705;  ph  608/263-2856.  4/83 

MAY  19-20,  1983:  Wisconsin  Chapter,  American  Academy  of 
Pediatrics,  Pioneer  Inn,  Oshkosh.  g2-4/83 

JUNE  15-18,  1983:  1983  Annual  Meeting  of  Wisconsin  Acad- 
emy of  Family  Physicians,  Americana  Resort  Hotel,  Lake 
Geneva.  Info:  Wisconsin  Academy  of  Family  Physicians,  850 
Elm  Grove  Rd,  Elm  Grove,  WI  53122;  ph  414/784-3656.gltfn/83 

JUNE  16-18,  1983:  Wisconsin  Academy  of  Family  Physicians, 
Lake  Geneva.  g2-5/83 

JULY  15-16,  1983:  Wisconsin  Society  of  Obstetrics  & Gyne- 
cology, American  Club,  Kohler.  g2-6/83 


THE  JOINT  WHA-AMDA  ANNUAL  MEETING 

May  13, 1983,  Mead  Inn/Wisconsin  Rapids 

Moderator:  John  E Thompson,  MD,  Nekoosa 

• Transient  Ischemic  Attacks — A Review:  Clinical  Pre- 
sentation, Pathogenesis,  Treatment — James  McVeety, 
MD,  Marshfield 

• Stroke  Rehabilitation,  Cognitive  and  Perceptual 
Retraining — Robert  Mason,  PhD,  Marshfield 

• Controllable  Risk  Factors  in  Indwelling  Urinary  Cath- 
eterization: A Three-Year  Study — Richard  Shuffstall, 
MD,  Wisconsin  Rapids 

• Tardive  Dyskinesia — A Review:  Occurrence,  Dif- 
ferential Diagnosis  and  Treatment— James  McVeety, 
MD,  Marshfield 

• Seminar:  Dying  and  Death  in  Long  Term  Care  Facil- 
ities— A Regulatory,  Ethical,  Practical  and  Personal 
Perspective — Moderator:  Nicholas  L Owen,  MD, 
Milwaukee;  Panel:  Tim  E Thiele,  Nursing  Home  Ad- 
ministrator; Reverend  Robert  Rotgers,  Nursing  Home 
Chaplain;  Joseph  Thomas,  Attorney;  Pat  Zoeller, 
Registered  Nurse;  Thomas  Van  Griff,  Attorney, 
Wisconsin  Department  of  Health  and  Social  Services; 
A Relative 

• Annual  Business  Meeting  of  the  WAMD 

Accreditation:  Accredited  for  Category  I credit  from  the 

AMA,  Wisconsin  Academy  Family  Practice,  and  Certif- 
icates of  Attendance  are  available  for  Nurses.  g4/83 
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WISCONSIN  continued 


OTHERS 


JULY  15-16,  1983:  Wisconsin  Society  of  Obstetrics  & Gyn- 
ecology Annual  Meeting,  American  Club,  Kohler.  Info:  J W 
Utrie,  MD,  Secretary-Treasurer,  Wisconsin  Society  of  Obstetrics 
& Gynecology,  1821  South  Webster  Ave,  Green  Bay,  WI  54301. 

g3-6/83 

SEPTEMBER  9-10,  1983:  Wisconsin  Surgical  Society,  Pioneer 
Inn,  Oshkosh.  g2-8/83 

SEPTEMBER  15-17,  1983:  Annual  Meeting  of  the  Wisconsin 
Society  of  Internal  Medicine,  at  the  Abbey  on  Lake  Geneva. 
Info:  Kim  Marggraf,  Executive  Director,  WSIM,  611  East 
Wells  St,  Milwaukee,  Wis  53202  (phone:  414/276-6445).  g2/83 

SEPTEMBER  24,  1983:  Wisconsin  Society  of  Pathologists, 
La  Crosse.  g2-8/83 

OCTOBER  8,  1983:  Wisconsin  Society  of  Radiation  Oncolo- 
gists/Wisconsin Radiological  Society  Joint  Meeting,  Sheraton 
Inn,  Madison.  g2-9/83 

OCTOBER  15-16,  1983:  Wisconsin  Allergy  Society,  American 
Club,  Kohler.  g2-9/83 

OCTOBER  23-27,  1983:  (Illinois):  49th  Annual  Scientific  As- 
sembly, American  College  of  Chest  Physicians,  at  Hyatt 
Regency  Hotel,  Illinois  Center,  Chicago,  IL.  Info:  Dept  of 
Education,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  IL  60068.  g4/83 

NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2-10/83 


MAY  19-21,  1983  (Massachusetts):  National  Conference- 
Breast  Cancer- 1983,  American  Cancer  Society,  at  Boston  Shera- 
ton Hotel.  Approved  I6/2  credit  hours  in  Category  1 of  AMA- 
PRA  and  AAFP.  Info:  Nicholas  G Bottiglieri,  MD,  Breast 
Cancer  Conference,  American  Cancer  Society,  777  Third  Ave, 
New  York,  NY  10017.  gl-4/83 

OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy , at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St,  Minneapolis,  MN  55416;  telephone  612/927-3091 . g 1 -9/83 

SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL- 
MEDICAL  ISSUES— Alaskan,  Caribbean,  Mediterranean.  10 
and  14  days  in  July  and  August.  Approved  for  24  CME  Category 
1 credits  (AMA/PRA).  Distinguished  professors.  Fly  round- 
trip  free  on  Caribbean  and  Alaskan  cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited.  Scheduled  prior  to 
12/31/80 — Tax  deductible  under  1976  Tax  Reform  Act.  Info: 
International  Conferences,  189  Lodge  Ave,  Huntington  Station, 
NY  1 1 746.  ph  5 1 6/549-0869.  p2-4/83 


AMA 


JUNE  19-23,  1983:  Annual  AMA  House  of  Delegates,  Chi- 
cago, IL. 

DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA.  ■ 


fetal 
alcohol 
syndrome 


A brochure,  "Alcohol  and  Your  Unborn 
Baby"  (in  English  and  Spanish  versions), 
published  by  the  State  Medical  Society 
of  Wisconsin  for  physicians  and  patients 
now  is  available  in  quanity  by  writing 
to: 


The  Communications  Department 
State  Medical  Society  of  Wisconsin 
P.  O.  Box  1109 
Madison,  Wisconsin  53701 


Prepared  and  distributed 
by  the  State  Medical 
Society  of  Wisconsin 
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MEMBERSHIP  FACTS 

Are  you  a member  of  the  State  Medical  Society  of 
Wisconsin,  or  do  you  know  someone  who  isn’t? 
Whether  you’re  just  starting  medical  school,  main- 
tain a full-time  practice,  or  are  retired,  SMS  has  a 
membership  classification  to  fit  your  individual 
needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of 
practice  is  located  carries  with  it  membership  in  the 
State  Medical  Society  of  Wisconsin  and,  if  you  wish, 
the  American  Medical  Association.  If  you  qualify 
for  resident  membership  at  the  time  of  your  election, 
your  membership  dues  are  greatly  reduced.  This  may 
also  qualify  you  for  reduced  dues  the  first  two  years 
of  your  practice.  Dues  for  regular  membership  in 
1983  are  $430  for  SMS,  $315  for  AMA,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS 
membership  classifications  and  their  corresponding 
dues  follows: 

State  Medical  Society  of  Wisconsin 

DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 

Regular:  Member  in  active  practice.  Some  are  regu- 
lar members  that  have  reduced  SMS  and/or  AMA 
dues  because  they  are  new  practitioners  (first  year 
or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year 
is  in  an  approved  training  program  as  a hospital  resi- 
dent or  research  fellow  who  is  licensed  to  practice 
medicine  and  surgery  in  Wisconsin. 

Military  Service:  Members  who  are  serving  in  the 
U.S.  armed  forces  (generally  not  to  exceed  five 
years). 

Associate:  Member  whose  dues  are  waived  because 
of  illness  or  financial  hardship.  This  classification  is 
temporary  and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years  or  is  a Past  President  of 
the  State  Medical  Society  of  Wisconsin. 

Honorary:  Member  who  was  named  by  the  Board  of 
Directors  in  recognition  of  long  and  distinguished 
service  to  the  cause  of  medicine. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  per  year).  All 


dues  are  waived  unless  county  society  indicates  they 
wish  to  charge  county  dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who 
practices  1 ,000  hours  or  less  during  the  calendar  year 
but  does  not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over 
70  years  of  age  as  of  January  1 . 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 

Scientific  Fellow:  Member  who  is  engaged  in  teach- 
ing one  or  more  of  the  basic  sciences  at  an  accredited 
college  or  university,  and  not  holding  the  degree  of 
Doctor  of  Medicine  or  Osteopathy. 

Emeritus:  Retired  members  who  have  chosen  not  to 
renew  their  license. 


1983  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

AMA 

COUNTY 

Regular 

$430 

$315 

Normal  County  Dues 

Resident 

43 

45 

Varies 

Military  Service 

-0- 

315  or  45 

-0- 

Associate 

-0- 

-0- 

-0- 

Life 

-0- 

-0-* 

-0- 

Honorary 

-0- 

-0-* 

-0- 

Retired 

-0- 

-0-* 

-0- 

Part-time  Practice 

215 

315* 

Normal  County  Dues 

Over  Age  70 

215 

-0-* 

Normal  County  Dues 

Scientific  Fellow 

-0- 

-0- 

Emeritus 

-0- 

-0-* 

Candidate — 

Freshman  Year 

Medical  Student 

-0- 

15 

Varies 

Sophomore  and 
Succeeding  Medical 

Student  Years 

10 

15 

Varies 

Postgraduate— One 

10 

45 

Varies 

‘Effective  Jan  1 , 1983  physicians  in  the  following  categories  will  be  exempt 
from  paying  AMA  dues:  (I)  Financial  hardship  and  for  disability.  (2)  Age 
65-69  and  retired  from  the  practice  of  medicine.  (3)  Over  age  70  regardless 
of  retirement  status. 

State  Society  dues  are  prorated  on  a monthly  basis  for  those 
elected  to  membership  July  1 through  September  30.  Those 
elected  after  September  30  have  no  dues  payable  for  the  balance 
of  the  year  in  which  they  are  elected.  AMA  dues  follow  the  same 
pattern  except  prorating  is  on  a semiannual  basis  rather  than 
monthly  basis. 


Have  you  rejoined  for  1983?  Last  month  you  received  your  final  1983  dues  statement.  According 
to  the  State  Medical  Society’s  Bylaws,  any  member  who  has  not  completed  payment  of  his/her 
dues  for  State  and  County  Society  membership  by  May  15  will  be  dropped  from  the  membership 
roster.  The  membership  roster,  as  recorded  on  the  computer  at  May  31,  will  be  used  in  the  prepa- 
ration of  the  Wisconsin  Medical  Journal's  special  issue  featuring  the  Membership  Roster,  to  be 
published  in  July.  Members  and  those  planning  to  join  for  the  first  time  are  urged  to  make  their 
payments  well  in  advance  of  this  cutoff  date  to  allow  time  for  processing. 
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N0A£  Yxj  Can  Use 

By  Earl  THAYER,  Seoetary/BERNIE  MARONEY,  Assisiani  Secretary 


AMA’s  NEW  PATIENT  MEDICATION  INSTRUCTION  PROGRAM 


Along  with  the  growing  public  interest  in  health  issues  and  medical  self-care  has  come  an  increased  demand 
from  patients  for  information  about  the  drugs  they  take.  Physicians  are  being  called  on  as  never  before  to 
respond  with  a greater  emphasis  on  patient  education.  While  face-to-face  counseling  is  an  indispensable 
part  of  patient  education,  counseling  supplemented  by  written  information  can  be  more  effective  than  either 
alone. 

A SERIES  OF  INSTRUCTIONAL  LEAFLETS.  In  order  to  provide  information  physicians  can  give  to  patients, 
the  AMA  has  launched  its  PMI  program.  The  PMI  program  is  an  alternative  to  FDA’s  mandatory  PPI  pro- 
gram. The  goal  is  helping  patients  understand  why  drugs  are  prescribed,  enhancing  the  likelihood  of  com- 
pliance and  thereby  improving  the  effectiveness  of  therapy. 

40  PMIs  NOW  AVAILABLE.  The  following  40  PMIs  are  now  available:  Furosemide,  Thiazide  Diuretics,  Pen- 
icillins-Oral,  Beta  Blockers,  Digitalis  Medicines,  Coumarin-Type  Anticoagulants,  Oral  Antidiabetes  Med- 
icines, Tetracyclines,  Cephalosporins-Oral,  Erythromycin,  Nonsteroidal  Anti-inflammatory  Drugs,  Benzo- 
diazepines, Nitroglycerin  Sublingual  Tablets,  Methyldopa,  Insulin  Corticosteroids-Oral,  Cimetidine,  Bella- 
donna Alkaloids  and  Barbiturates,  Phenytoin,  and  Sulfonamides,  Lithium,  Haloperidol,  Hydralazine, 
Guanethidine,  Valproic  Acid,  Ethosuximide,  Allopurinol,  Oral  Xanthine  Derivatives,  Thyroid  Replacement, 
Metronidazole,  Oral  Clindamycin/Lincomycin,  Oral  Chloramphenicol,  Levodopa/Carbidopa  and  Levo- 
dopa, Ergot  Derivatives,  Indomethacin,  Phenylbutazone/Oxyphenbutazone,  Quinidine/Procainamide,  Iron 
Supplements,  Verapamil,  and  Nifedipine. 

BENEFITS  VS  POSSIBLE  RISKS.  The  PMI  program  enhances  the  ability  of  individual  physicians  to  provide 
drug  information  to  patients.  The  PMI  sheet  provides  a balanced  summary  of  anticipated  benefits  vs  possible 
risks.  PMI  sheets  come  in  pads  of  100.  On  the  back  of  each  pad  is  a list  of  names  of  drugs  covered  by  the 
PMI.  The  AMA  has  invested  more  than  $1  million  of  its  own  resources  for  the  start  of  the  PMI  program. 
$1.9  million  has  been  donated  by  pharmaceutical  manufacturers.  The  PMI  program  is  not  intended  as  a 
substitute  for  the  instruction  that  physicians  give  each  patient.  Neither  is  it  an  attempt  to  provide  a legal 
instrument  of  informed  consent  or  complete  data.  Rather,  the  program  is  meant  simply  to  offer  appropriate 
drug  information  in  a manner  that  will  benefit  the  patient  by  augmenting  discussion  with  the  physician. 
The  PMI  program  can  benefit  both  physician  and  patient  by  improving  the  effectiveness  of  drug  therapy, 
strengthening  the  physician/patient  relationship,  reducing  the  risk  of  improper  use,  decreasing  the  incidence 
of  preventable  and  serious  adverse  drug  reactions,  and  enhancing  patient  compliance. 

The  AMA’s  Patient  Medication  Instruction  program  demonstrates  professional  concern  about  patients’  par- 
ticipation in  their  health  care.  It  shows  a commitment  to  activities  designed  to  promote  the  quality  of  med- 
ical care  while  addressing  the  cost  of  care.  It  is  a private  sector  initiative  to  counter  the  regulation  of  the  prac- 
tice of  Medicine  by  inaugurating  effective  voluntary  efforts.  Doctors  who  would  like  to  request  samples  or 
order  blanks  should  write  to  State  Medical  Society  of  Wisconsin,  Box  1 109,  Madison,  WI  53701  or  to  AMA 
Order  Department — PMI  Program,  535  North  Dearborn  Street,  Chicago,  Illinois  60610.  ■ 

CONTINUING  THE  LOW  RATE  OF  INFLATION  established  in  1982,  the  consumer  price  index  rose  at  an  an- 
nualized rate  of  2.9%  during  the  first  month  of  1983.  The  medical  care  component  rose  at  an  annualized  rate 
of  12.9%  in  January.  For  the  same  period,  the  physicians’  services  component  rose  at  an  annualized  rate  of 
18.1  %,  according  to  the  AMA  Center  for  Health  Policy  Research.— A MA  Newsletter,  March  7, 1983  ■ 

AN  INFORMATION  KIT  HAS  BEEN  PREPARED  to  clear  up  misunderstandings  about  the  AMA  position  on 
the  proposed  revisions  of  the  Joint  Commission  on  Accreditation  of  Hospitals’  Accreditation  Manual  for 
Hospitals.  Copies  of  the  kit,  which  is  entitled  “AMA  and  the  JCAH  Standards:  Setting  the  Record 
Straight,”  may  be  obtained  by  writing  to  the  Dept  of  Hospital  Standards  and  Procedures,  AMA  head- 
quarters, Chicago.— AMA  Newsletter,  March  7, 1983  ■ 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane  m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 
Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 
During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 
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Editorials 


WAYNE  J BOULANGER,  MD,  Editorial D&tclor 


Official  positions  of  the  Society  will  be  expressly  identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society. 


Another  reason  to  join 

The  healthcare  cost-containment  frenzy  has 
brought  to  surface  many  proposals,  all  of  which 
either  restrict  services  or  shift  costs.  Some  of  them 
show  promise;  some  are  almost  bizarre.  None  of 
them  addresses  the  maintenance  of  quality  of  serv- 
ice, and  thoughtful  physicians  are  becoming  con- 
cerned since  so  many  traditional  patient-doctor  re- 
lationship patterns  are  threatened  by  these  new  pro- 
posals. 

Some  of  the  major  thrusts  in  the  cost-containment 
push  are  included  in  health  insurance  packages 
under  preparation  for  sale  by  Blue  Cross  and  others 
— the  so-called  PPOs,  HMOs,  and  IPAs.  In  his 
“Report  of  the  Secretary”  presented  at  the  State 
Medical  Society  Annual  Meeting,  Earl  Thayer 
pointed  out  that  Wisconsin  laws  exempt  some  of 
these  innovative  plans  but  govern  others.  And  the  in- 
surance companies,  sensing  an  atmosphere  of  panic 
on  the  part  of  the  public,  industry,  and  hospitals 
themselves,  have  seized  the  opportunity  to  bring  to 
market  numerous  purportedly  cost-saving  plans,  all 
of  which  tend  to  penalize  the  “spend-thrift  doctors 
and  hospitals,”  either  through  forcing  discounts  or 
total  exclusion  of  some  providers  from  participation. 
It  is  the  term  exclusion  which  has  upset  physicians 
the  most. 

An  example  of  the  exclusion  process  is  embodied 
in  one  Blue  Cross-Blue  Shield  proposal  which,  ac- 
cording to  Thayer,  seeks  Insurance  Commissioner 
exemption  from  state  laws  which  require  insured 
health  plan  participation  to  be  offered  to  any  doctor 
who  agrees  to  abide  by  the  terms  of  the  contract, 
requires  subscribers  to  be  offered  free  choice  of  all 
doctors  who  agree  to  the  participation  terms,  and 
which  prohibits  insurers  from  forcing  doctors  to  deal 
exclusively  with  the  subscribers  of  one  insurer.  Ap- 
parently, such  an  exemption  was  granted  in  Cali- 
fornia, followed  shortly  thereafter  by  premium  wars, 
reckless  discounting  of  doctor  fees  and  hospital 
charges,  exclusionary  contracts,  and  the  inevitable 
dislocation  of  subscribers — not  a very  pretty  pros- 
pect for  the  solo  GP  trying  to  hang  on  in  Madison 
or  Milwaukee. 

What’s  to  be  done?  Thayer  proposes  legislative 
relief  through  a “healthcare  delivery  systems  law” 
and  “an  unfair  practice  act”  developed  through  co- 
operation between  the  Medical  Society  and  the 
Legislature.  He  makes  a lot  of  sense. 

Where  do  we  come  in?  There  has  never  been  a 
time  when  the  medical  society  has  been  as  important 
to  the  physicians  of  Wisconsin  as  it  is  right  now. 


Without  strong  action  from  a unified  body  of  phy- 
sicians, medical  practice  could  be  negatively  altered 
to  such  an  extent  that  it  will  lose  much  of  its  appeal. 
The  most  important  thing  we  can  do  is  bring  our 
nonmember  colleagues  into  the  Medical  Society. 
Their  money  and  their  voices  can  do  a lot  to  make 
our  position  stronger.  Let’s  make  a serious  effort  to 
convince  them  of  the  necessity  of  working  together 
to  retain  control  of  our  professions,  and  let’s  sign 
them  up. — WJB 

Editor’s  note:  Secretary  Thayer’s  report  appears  else- 
where in  this  issue  as  well  as  other  articles  covering  the 
HMO,  IPA,  and  PPO  concepts. 


Skimming 

These  are  tough  times  for  hospitals.  They  have 
become  fair  game  for  every  politician  or  feature 
writer  who  wants  a sympathetic  audience.  Even 
some  doctors  who  have  been  staunch  hospital  ad- 
vocates have  begun  to  waver  because,  after  all,  “the 
hospitals  brought  it  on  themselves.” 

To  an  extent,  that’s  true,  and  most  administrators 
will  agree,  at  least  in  principle.  There  is  no  denying 
that  until  recently  the  hospital  budget  process  was 
open-ended,  because  they  could  ask  for  what  they 
needed  and  they’d  get  it.  There  always  seemed  to  be 
enough  money  to  permit  buying  that  new  piece  of 
equipment  or  hiring  that  new  clinical  specialist 
whose  specialty  didn’t  even  exist  five  years  ago. 

Now  the  money  is  all  spent,  and  there  have  been 
painful  retrenchments.  All  of  a sudden  the  labora- 
tory director  who  hired  all  those  technicians  to  serve 
the  doctor  who  insisted  on  having  a lab  tech  avail- 
able at  0200  to  do  stat  potassiums  and  blood  gases 
has  become  personna  non  grata  because  his  charges 
are  not  competitive  with  the  mass  production  com- 
mercial lab.  And  now  the  same  doctor  who  demands 
0200  potassiums  and  blood  gases  for  his  hospital  pa- 
tients sends  his  routine  lab  work  to  the  commercial 
lab  because  it’s  cheaper  than  the  hospital.  This  of 
course  forces  the  hospital  lab,  as  the  volume  of 
routine  work  diminishes,  to  charge  even  more. 

That’s  just  one  example.  Another  is  the  unfair 
competition  fostered  by  the  free-standing  surgical 
centers  which  will  skim  off  your  ambulatory  surgical 
patients  Monday  through  Friday,  but  shunt  the 
sicker,  more  complicated  case  to  the  long-suffering 
hospital  about  to  be  clobbered  by  the  DRGs. 

It’s  time  those  of  us  who  admit  patients  to  hos- 
pitals realize  that  if  the  above  practices  continue,  our 
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hospital  patients  will  not  receive  the  quality  care  they 
have  now.  Cutbacks  in  services  will  be  inevitable. 
It’s  plain  dollars  and  cents. 

Hospitals  never  will  be  able  to  compete  with  com- 
mercial labs  and  free-standing  surgical  centers,  but 
we  can  do  a lot  to  make  it  a fair  fight.  Keep  bring- 
ing your  healthy  young  patients  to  the  hospital  for 
their  ambulatory  surgery,  and  use  the  hospital  lab- 
oratory whenever  possible. — WJB 

Editorial  comment.  WJB’s  comments  are  timely  and 
appropriate  . . . but,  another  side  of  the  coin  is  the  fact 
that  patients  are  learning  to  avoid  hospital  services,  es- 
pecially outpatient  diagnosis,  emergency  room,  and 
laboratory  because  of  “ripof fs”  and  when  given  a choice 
prefer  the  MD’s  office  or  clinic  environment  without  the 
added-on  charges  to  include  parking  costs,  sitting  in  the 
emergency  room  reception  area,  etc,  etc  — MCFL 


T-S  S in  Wisconsin 

Eight  times  a year  the  Division  of  Health  pub- 
lishes the  Wisconsin  Epidemiology  Bulletin.  These 
bulletins  are  edited  by  Jeffrey  P Davis,  MD  who  is 
the  State  Epidemiologist  and  Chief  of  the  Section  of 
Acute  and  Communicable  Disease  Epidemiology. 
The  January  1983  bulletin  featured  an  article  on 
toxic-shock  syndrome  in  Wisconsin. 

By  the  end  of  1982,  221  confirmed  and  51  prob- 
able cases  of  toxic-shock  syndrome  had  been  re- 
ported to  the  Wisconsin  Division  of  Health.  Con- 
firmed cases  meet  a strict  epidemiologic  case  defini- 
tion. Probable  cases  are  just  one  criterion  short  of 
meeting  the  definition  for  a confirmed  case.  The 
retrospective  study  began  with  the  first  case  in  April 
1972.  In  the  summer  of  1980  the  greatest  number  of 
cases  was  reported  with  20  patients  in  August  alone. 
In  the  fall  of  1980,  the  incidence  began  to  decline. 
Since  December  of  1980,  the  average  number  of  T-S 
S cases  occurring  each  month  has  been  roughly  five. 
Prior  to  1980,  there  had  been  41  cases  reported  and 
in  1980  there  were  118.  There  were  69  cases  in  1981 
and  46  in  1982,  although  reporting  for  1982  is  not 
yet  complete.  There  has  been  fluctuation  in  the  num- 
ber of  cases  reported  but  the  age  and  sex  distribu- 
tions (97%  female)  and  the  percentage  of  menstru- 
ally-associated  and  tampon-related  cases  (98%)  have 
remained  very  stable.  The  median  age  was  20  years 
and  the  age  range  was  from  10-67  years. 

Staphylococcus  aureus  isolates  submitted  to  the 
State  Laboratory  of  Hygiene  were  examined  for  the 
production  of  toxic-shock  antigen  (TSA),  formerly 
called  staphylococcal  enterotoxin  F.  In  Wisconsin, 
114  S.  aureus  isolates  obtained  during  the  acute 
phase  of  illness  were  available  for  testing,  and  88.6% 
of  the  isolates  were  found  to  be  TSA  producers. 

The  Section  of  Acute  and  Communicable  Disease 
Epidemiology  (ACDE)  at  the  State  Laboratory  of 


Hygiene  is  interested  in  the  recognition,  reporting, 
and  investigation  of  all  illnesses  suspected  to  being 
T-S  S.  Suspected  cases  may  be  reported  by  calling  Dr 
James  Vergeront  at  the  ACDE  (608/266-9853).  In 
addition,  physicians  are  urged  to  continue  to  obtain 
S.  aureus  isolates  and  serologic  specimens  (acute  and 
3-week  convalescent  sera)  for  analysis.  The  speci- 
mens should  be  sent  to  the  Bacteriology  Laboratory 
of  the  State  Laboratory  of  Hygiene,  465  Henry  Mall, 
Madison,  Wisconsin  53706. — VSF 


Thermography 

John  R Milbrath,  MD,  Associate  Professor  of 
Radiology  at  the  Medical  College  of  Wisconsin,  con- 
ducted an  extensive  review  of  thermography.  This 
was  published  in  a book  edited  by  Richard  Gold  and 
Larry  Bassett. 

Doctor  Milbrath  has  graciously  permitted  us  to 
utilize  his  review.  The  summary  is  presented  ver- 
batim: 

“Presently,  thermography  has  severe  limit- 
ations in  the  detection  of  breast  cancer.  It  is  least 
reliable  in  the  detection  of  the  small  cancers  that 
are  most  amenable  to  successful  therapy.  We  feel 
that  thermography  is  still  an  investigational  tool, 
to  be  used  in  breast  cancer  screening  only  when  a 
specific  protocol  is  available  that  allows  sub- 
sequent objective  evaluation  of  results.  The  role 
of  thermography  in  determining  prognosis  and 
treatment  of  breast  cancer  patients  should  con- 
tinue to  be  scientifically  investigated.  It  is  espe- 
cially important  that  additional  research  be  under- 
taken to  determine  the  nature  of  tumor  thermo- 
genesis.” 

This  is  of  particular  interest  as  some  years  ago 
thermography  was  widely  publicized  and  pursued  in 
some  medical  circles  in  Wisconsin. — VSF 


Angell  for  25  years 

On  April  14,  1958  a weekly  newspaper  editor  from 
Iowa  joined  the  staff  of  the  State  Medical  Society  as 
an  editorial  assistant  for  the  Journal.  In  the  years 
that  followed  she  absorbed  medical  affairs  like  a 
sponge.  She  became  a skilled  medical  editor  as  well 
as  an  unrepressive  source  of  constructive  ideas  for 
the  good  of  the  Society.  Today,  the  Journal  bears 
the  fine  imprint  of  the  mind  and  hand  of  its  Man- 
aging Editor.  Wisconsin  medicine  is  fortunate  to 
have  her  talent  and  her  dedication.  We  salute  Mary 
Angell  on  her  25th  Anniversary  with  the  Society. 

— VSF/ERTb 
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Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1 109,  Madison,  Wis  53701. 


Seventh-day  Adventists,  a clarification 


To  the  Editor:  The  Wisconsin  Medical  Journal  is 
to  be  commended  for  its  efforts  to  alert  Wisconsin 
physicians  to  some  of  the  problems  involved  in 
caring  for  certain  religious  minorities.  I am  referring 
to  the  article  by  Eyer  in  the  March  1983  issue  with 
the  title  “Religious  Limitations  to  Medical  Care.” 
Over  the  years  I have  cared  for  a number  of  Je- 
hovah’s Witnesses  and  will  never  forget  the  man  who 
bled  to  death  from  what  clinically  appeared  to  be  a 
duodenal  ulcer  because  he  refused  blood  trans- 
fusions and  the  surgeon  refused  to  operate  with  a 
hemoglobin  of  7.  The  one  Jehovah’s  Witness  to 
whom  1 suggested  withdrawing  his  own  blood  to  use 
for  a subsequent  surgery  refused. 

Although  I am  sure  that  Chaplain  Eyer  was  trying 
to  be  fair  and  factual  in  his  presentation,  he  erred  in 
his  theological  discussion  of  the  case  of  Seventh-day 
Adventists.  As  a Seventh-day  Adventist  of  more 
than  forty  years,  a Seventh-day  Adventist  physician 
of  nearly  30  years  (graduated  June  1953),  and  the 
Health  Secretary  of  the  Wisconsin  Conference  of 
Seventh-day  Adventists  for  close  to  six  years,  I feel 
qualified  to  attempt  a clarification  of  the  subject. 

Many  have  tried  to  hang  the  tag  of  “literalist”  or 
“fundamentalist”  upon  us,  but  we  are  neither  ac- 
cording to  the  strict  definition  of  the  terms.  I am  not 


sure  what  would  be  a good  descriptive  term  other 
than  to  claim  that  we  are  deep,  careful  students  of 
the  Bible.  The  statement  “The  Old  Testament  be- 
comes the  guide”  is  a misstatement.  We  accept  the 
whole  Bible  as  our  guide.  And  Jesus  is  seen  as  the 
One  and  Only  Saviour  from  sin  as  well  as  The  Law- 
giver. We  believe  we  are  saved  “by  faith  alone,” 
and  that  a saved  (born-again)  person  will  desire  to 
keep  all  of  God’s  commandments. 

The  section  on  practice  is  essentially  correct.  I 
would  only  add  that  we  give  strong  emphasis  to  pre- 
ventive medicine  in  all  its  aspects  such  that  a study 
done  in  California  a few  years  ago  it  was  found  that 
Seventh-day  Adventist  men  of  age  35  had  a six  year 
longer  life  expectancy  than  Californians  as  a whole. 

Many  people  are  unaware  that  until  Oral  Roberts 
built  his  medical  school  we  were  the  only  Protestant 
denomination  with  one  (Loma  Linda  University  in 
Southern  California);  that  the  Adventist  Health 
System  is  the  largest  not-for-profit  operator  of  hos- 
pital beds  in  the  United  States;  and  that  w'e  send  the 
largest  number  of  missionary  doctors  overseas  {Med- 
ical World  News,  Dec  24,  1979). 

Don  E Caseboit,  MD 

1800  Sherman  Avenue 

Stevens  Point.  Wis  54481 


Jehovah’s  Witnesses,  a clarification 


To  the  Editor:  I enjoyed  your  article  (by  Chaplain 
Richard  Eyer)  on  the  “Religious  Limitations  to 
Medical  Care”  in  the  March  issue  of  the  Wisconsin 
Medical  Journal.  In  the  last  section  of  your  article, 
you  mentioned  the  dependent  of  a family  who  are 
Jehovah’s  Witnesses.  You  mentioned  the  possibility 
of  blood  substitute.  In  the  second  paragraph,  you 
also  mentioned  that  children  under  the  age  of  12 
must  have  parental  consent  for  the  use  of  blood.  In 
every  instance  of  which  I am  aware,  and  there  are 
many  legal  citations  on  this  matter,  the  courts  have 
ruled  that  the  doctors  be  permitted  to  administer 
blood  for  lifesaving  purposes  to  any  minor  or  other 
dependent.  Their  reasoning  is  a rather  simple  one.  It 
is  held  as  being  applied  in  the  U.S.  Constitution 
that  the  courts  have  the  obligation  to  look  after  the 
welfare  of  the  individual,  and  so  the  courts  equate 
this  responsibility  with  the  requirement  of  the  state 
to  intervene  in  certain  types  of  cases.  This  largely 
was  the  substance  of  the  decision  made  in  New 
Jersey  about  Karen  Quinlan.  First,  a determination 


has  to  be  made  whether  or  not  a particular  case 
brought  to  the  courts  involves  this  obligation  of  the 
state,  or  whether  the  interests  of  the  family  outweigh 
the  proper  concerns  of  the  state.  In  the  case  of  Je- 
hovah’s Witnesses,  the  courts  consistently  have  ruled 
in  recent  years  that  its  implied  obligation  under  the 
Constitution  outweighs  that  of  the  privacy  and  in- 
terests of  the  parents  or  any  guardian  who  would 
otherwise  hold  the  administration  of  blood  to  a de- 
pendent. 

I think  that  it  is  important  to  mention  this,  be- 
cause physicians  and  hospitals  need  to  be  aware  of 
this  legal  recourse  when  faced  with  the  dilemma.  In 
other  instances,  in  elective  procedures,  with  which 
the  court  might  be  presented,  it  may  be  worthwhile 
for  the  physicians  and  hospitals  to  be  prepared  to 
administer  a blood  substitute,  in  case  the  court 
should  rule  in  favor  of  the  parents  or  guardian. 

Roy  Selby,  MD 

615  South  10th  Street 

La  Crosse,  Wis  54601  ■ 
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“My  biggest  worry  about  In-house  data 
processing?  Computer  breakdowns. 

But  CyCare  100  arrested  that  fear.” 

Roger  Jorgensen,  Business  Manager 
Portland  Obstetric  and  Gynecology  Clinic 
Portland,  Oregon 
(5  physician  group  practice) 

"I  knew  I’d  like  the  cost  advantage  and  efficiency  of  an  in-house  system. 
But  I didn’t  want  the  responsibility  of  taking  care  of  hardware  and  the 
need  to  hire  a programmer. 

"CyCare  100  proved  to  me  that  an  in-house  system  can  be  effortless  to 
operate  and  virtually  flawless  as  far  as  breakdowns  are  concerned.” 


CyCare  100  turnkey  system  makes  independent  processing  cost 
efficient  for  smaller  practices. 


“Using  the  terminology  of  your  industry,  Doctors  Clinic  is  “up  and  running”  on  CyCare  100. 

I feel  very  strongly  that  this  system  is  grossly  understated  in  terms  of  capabilities.” 

“Our  continuing  and  increasing  enthusiam  for  this  system  is  the  result  of  our  conversion  and 
actual  use.” 

“CyCare  has  made  me  look  like  a data  processing  pro  with  no  abnormal  effort  on  my  part.” 

Frances  Weier,  Administrator 
Doctors  Clinic,  Ltd. 

Two  Rivers,  Wisconsin 
(9  physicians) 


CyCare  200 

Distributed  System 

“Five  years  of  experience  with  CyCare  are 
what  made  us  stick  with  them  when  we  decided 
to  upgrade  our  data  processing.” 

Salvatore  J.  Moreno,  Business  Manager 
Mt.  Kisco  Medical  Group 
Mt.  Kisco,  NY 
(23  physicians) 

The  advantages  of  in-house  processing  coupled 
with  large  service  bureau  flexibility. 


CyCare  300 

Tbrnkey  System 

“We  spent  almost  nine  months  evaluating 
suppliers.  CyCare  offered  us  the  flexibility  and 
support  our  group  required.” 

Jim  Stolhanske,  Administrator 
Park  Nicollet  MedCenters 
Minneapolis,  Minnesota 
(210  physicians) 

Offers  Medical  Schools  (CyCare  400)  and 
HMO’s  (CyCare  500)  complete  independence 
from  service  bureaus. 


Contact  the  CyCare  office  nearest  you  or  send  in  the  coupon. 


North  America’s  leading 
provider  of  data  processing 
services,  software  and 
systems  to  medical  group 
practices. 


i’m  interested  in  information  about... 

□ CyCare  100  □ CyCare  200  □ CyCare  300 
□ CyCare  400  □ CyCare  500 

Name 


Dubuque,  IA  (319)  556-3131 
Spokane,  WA  (509)  326-4220 
Willowdale,  Ont.  Canada 
(416)  499-4100 
Atlanta,  GA  (404)  955-0868 
Denver,  CO  (303)  696-1796 


Dallas,  TX  (214)  934-2745 
Chicago,  IL  (312)  296-1950 
Minneapolis  (612)  831-3319 
San  Diego,  CA  (619)  569-8266 
Portland,  OR  (503)  684-1460 
Cherry  Hill,  NJ  (609)  667-8894 


Clinic  Name 

No.  of  Physicians 

Address 

City State 


Phone 


Zip 


Send  this  Coupon  to: 


CyCare  Systems,  Inc. 
1011  E.  Touhy  Avenue 
Des  Plaines,  IL  60018 


SMS  Services,  Inc. 


SMS  Services  ...  A wholly  owned  subsidiary  of  the  State  Medical 
Society  of  Wisconsin  organized  to  provide  more  and  better  benefits 
to  its  members. 


Endorsed  Insurance  Programs 


Group  Major  Medical 
Group  Life 

Group  Insured  Medical 
Reimbursement 


Income  Replacement 
Disability  Income 
Retired  Lives  Reserve 
Business  Overhead  Expense 
Total  Office  Protection 


More  on  the  way! 

In  addition  to  these,  SMS  Services,  Inc.  is  the  largest  agent  of  record 
for  WHCLIP— professional  liability  coverage— in  Wisconsin. 


Other  Programs  for  Members 


Debt  Collection  Services 
Furniture  Discount 
Book  Discounts 
Computer  Purchase 
Seminars 


Uniform  Claim  Forms 
Printing 

Auto  Lease  and  Rental 
Paper  Discount 
Home/Office  Security  Systems 
Full  Line  Lease  Company 


More  of  these  on  the  way  too! 


To  find  out  more  about  these . . . 

Invite  speakers  to  your  county  or  specialty  society  meeting 
or  call  SMS  Services,  Inc.  for  further  details. 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


Only  you  can  provide  the  answer... 


When  does 
two 
equal 
four? 


Squibb  invites  you 
to  conduct  your  own  clinical  trial 

with 


VdOSCf Capsules 

(Cephradine  Capsules  USP) 


BID 


SQUIBB 


100  capsules  NDC  0003-0114-5 

500  mg 

VEL0SEF  '500’ 

npnhrariine  Hanciilpc  IISP 


How  else  can  you  decide  that  Velosef  Capsules  500  mg  BID  are 
as  effective  as  250  mg  QID  of  the  leading  oral  cephalosporin? 
We're  so  confident  about  the  results  that  we'll  send  you  a 
clinical  trial  supply  of  Velosef  Capsules  500  mg  for  use  in 
the  treatment  of  infections  of  the  respiratory  tract. 

To  find  out  how  two  500  mg  Velosef  Capsules  equal 
four  250  mg  capsules  of  the  leading  cephalosporin, 
simply  fill  out  the  attached  postage-paid  reply  card. 

We'll  send  your  clinical  trial  supply  of  Velosef 
Capsules  500  mg  right  away. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  TABLETS  1 GRAM 
Cephradine  Tablets 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 


DESCRIPTION:  Velosef  ‘250’  Capsules  and  Velosef  ‘500’ 
Capsules  (Cephradine  Capsules  USP)  provide  250  mg  and 
500  mg  cephradine,  respectively,  per  capsule.  Velosef  Tablets 
(Cephradine  Tablets)  provide  1 g cephradine  per  tablet. 
Velosef  ‘125’  for  Oral  Suspension  and  Velosef  ‘250’  for  Oral 
Suspension  (Cephradine  for  Oral  Suspension  USP)  after  con- 
stitution provide  125  and  250  mg  cephradine,  respectively, 
per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are 
indicated  for  the  treatment  of  infections  caused  by 
susceptible  strains  of  designated  microorganisms  as  follows: 
Respiratory  Tract  Infections  (e.g.,  tonsillitis,  pharyngitis,  and 
lobar  pneumonia)  due  to  S.  pneumoniae  (formerly 
D.  pneumoniae)  and  group  A beta-hemolytic  streptococci 
[penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  pro- 
phylaxis of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the 
nasopharynx;  substantial  data  establishing  the  efficacy  of 
Velosef  in  the  subsequent  prevention  of  rheumatic  fever  are 
not  available  at  present);  Otitis  Media  due  to  group  A beta- 
hemolytic  streptococci,  H.  influenzae,  staphylococci,  and 


S.  pneumoniae;  Skin  and  Skin  Structures  Infections  due  to 
staphylococci  and  beta-hemolytic  streptococci;  Urinary  Tract 
Infections,  including  prostatitis,  due  to  E.  coli,  P.  mirabilis, 
Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated 
prior  to  and  during  therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersen- 
sitivity to  the  cephalosporin  group  of  antibiotics. 
WARNINGS;  Use  cephalosporin  derivatives  with  great 
caution  in  penicillin-sensitive  patients  since  there  is  clinical 
and  laboratory  evidence  of  partial  cross-allergenicity  of  the 
two  groups  of  antibiotics;  there  are  instances  of  reactions  to 
both  drug  classes  (including  anaphylaxis  after  parenteral 
use).  In  persons  who  have  demonstrated  some  form  of 
allergy,  particularly  to  drugs,  use  antibiotics,  including 
cephradine,  cautiously  and  only  when  absolutely  necessary. 

Pseudomembranous  colitis  has  been  reported  with 
the  use  of  cephalosporins  (and  other  broad  spectrum 
antibiotics);  therefore,  it  is  important  to  consider  its 
diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum 
antibiotics  alters  normal  flora  of  the  colon  and  may  permit 
overgrowth  of  Clostridia.  Studies  indicate  a toxin  produced 
by  Clostridium  difficile  is  one  primary  cause  of  antibiotic- 
associated  colitis.  Cholestyramine  and  colestipol  resins  have 
been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis 
may  respond  to  drug  discontinuance  alone.  Manage  moderate 
to  severe  cases  with  fluid,  electrolyte  and  protein  supplemen- 
tation as  indicated.  Oral  vancomycin  is  the  treatment  of 
choice  for  antibiotic-associated  pseudomembranous  colitis 


produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of 
colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to 
detect  any  side  effects  or  unusual  manifestations  of  drug 
idiosyncrasy.  If  a hypersensitivity  reaction  occurs,  discon- 
tinue the  drug  and  treat  the  patient  with  the  usual  agents, 
e g.,  pressor  amines,  antihistamines,  or  corticosteroids. 
Administer  cephradine  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  In  patients  with  known  or 
suspected  renal  impairment,  make  careful  clinical  observation 
and  appropriate  laboratory  studies  prior  to  and  during 
therapy  as  cephradine  accumulates  in  the  serum  and  tissues. 
See  package  insert  for  information  on  treatment  of  patients 
with  impaired  renal  function.  Prescribe  cephradine  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis.  Prolonged  use  of  antibiotics  may 
promote  the  overgrowth  of  nonsusceptible  organisms.  Take 
appropriate  measures  should  superinfection  occur  during 
therapy.  Indicated  surgical  procedures  should  be  performed 
in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that 
false  results  may  occur  with  urine  glucose  tests  (see 
PRECAUTIONS,  Drug/Laboratory  Test  Interactions).  Advise 
the  patient  to  comply  with  the  full  course  of  therapy  even  if 
he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as 
possible.  Tell  the  patient  he  may  take  this  medication  with 
food  or  milk  since  G.l.  upset  may  be  a factor  in  compliance 
with  the  dosage  regimen.  The  patient  should  report  current 
use  of  any  medicines  and  should  be  cautioned  not  to  take 
other  medications  unless  the  physician  knows  and  approves 
of  their  use  (see  PRECAUTIONS,  Drug  Interactions). 
Laboratory  Tests:  In  patients  with  known  or  suspected 
renal  impairment,  it  is  advisable  to  monitor  renal  function. 
Drug  Interactions:  When  administered  concurrently,  the 
following  drugs  may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere 
with  the  bactericidal  action  of  cephalosporins  in  acute  infec- 
tion; other  agents,  e.g.,  aminoglycosides,  colistin,  poly- 
myxins, vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and 
ethacrynic  acid)  — Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of 
cephalosporins,  resulting  in  increased  risk  of  nephrotoxicity. 
Drug/Laboratory  Test  Interactions:  After  treatment  with 
cephradine,  a false-positive  reaction  for  glucose  in  the  urine 
may  occur  with  Benedict’s  solution,  Fehling’s  solution,  or 
with  Clinitest®  tablets,  but  not  with  enzyme-based  tests  such 
as  Clinistix®  and  Tes-Tape®.  False -positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a 
cephalosporin  prior  to  delivery.  Cephalosporins  have  been 
reported  to  cause  false-positive  reactions  in  tests  for  urinary 
proteins  which  use  sulfosalicylic  acid,  false  elevations  of 
urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in 
animals  have  not  been  performed  to  evaluate  carcinogenic 
potential  or  mutagenesis. 

Pregnancy:  Teratogenic  Effects/Impairment  of 
Fertility  — Category  B:  Reproduction  studies  have  been 
performed  in  mice  and  rats  at  doses  up  to  4 times  the  maxi- 
mum indicated  human  dose  and  have  revealed  no  evidence 
of  impaired  fertility  or  harm  to  the  fetus  due  to  cephradine. 
There  are,  however,  no  adequate  and  well-controlled  studies 
in  pregnant  women.  Because  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  use  this  drug 
during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast 
milk  during  lactation,  exercise  caution  when  administering 
cephradine  to  a nursing  woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the 
efficacy  of  b.i.d.  regimens  in  children  under  nine  months  of 
age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited 
essentially  to  G.L  disturbances  and,  on  occasion,  to  hyper- 
sensitivity phenomena.  The  latter  are  more  likely  to  occur  in 
persons  who  have  previously  demonstrated  hypersensitivity 
and  those  with  a history  of  allergy,  asthma,  hay  fever,  or 
urticaria. 

(continued  on  next  page) 
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□ Yes,  I want  to  find  out  for  myself  if  Velosef®  Capsules 
(Cephradine  Capsules  USP)  really  equal  the  leading  oral 
cephalosporin. 

Send  my  clinical  trial  supply  of  40  Velosef  Capsules  500  mg  to: 
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(continued) 

The  following  adverse  reactions  have  been  reported 
following  use  of  cephradine:  G.I.  — Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  therapy; 
nausea  and  vomiting  have  been  reported  rarely.  Skin  and 
Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash, 
pruritus,  joint  pains.  Blood  — mild  transient  eosinophilia, 
leukopenia  and  neutropenia.  Liver  — transient  mild  rise  of 
SGOT,  SGPT,  and  total  bilirubin  with  no  evidence  of 
hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins; 
their  frequency  increases  in  patients  over  50  years  old.  In 
adults  for  whom  serum  creatinine  determinations  were 
performed,  the  rise  in  BUN  was  not  accompanied  by  a rise  in 
serum  creatinine.  Others  — dizziness,  tightness  in  the  chest, 
and  candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other 
than  lobar  pneumonia)  and  skin  and  skin  structures 
infections:  250  mg  q.  6 h or  500  mg  q.  12  h.  For  lobar 
pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncomplicated 
urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious 
UTI,  including  prostatitis,  500  mg  q.  6 h or  1 g q.  12  h. 

Severe  or  chronic  infections  may  require  larger  doses  (up  to 
1 g q.  6 h.). 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in 
equally  divided  doses  q.  6 or  12  h.  For  otitis  media  due  to 
H.  influenzae:  75  to  100  mg/kg/day  in  equally  divided  doses 
q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for  children 
should  not  exceed  dosage  recommended  for  adults.  There 
are  no  adequate  data  available  on  efficacy  of  b.i.d.  regimens 
in  children  under  9 months  of  age. 

For  full  prescribing  information,  consult  package  insert. 
HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of 
24  and  100  and  Unimatic®  unit-dose  packs  of  100.  1 g 
tablets  in  bottles  of  24.  125  mg  and  250  mg  for  oral 
suspension  in  bottles  of  100  ml  and  200  ml. 
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These  reports  bring  you  informa- 
tion on  what  the  AMA  is  doing,  on 
behalf  of  the  profession  and  the 
public,  to  influence  decisions 
that  will  affect  health  care  in 
the  next  decade  and  beyond. 


health 

issues 

of  the 

80s 


women 
in  medicine 

A significant  development  in  the  past  decade  has  been  the 
increasing  number  of  women  in  medicine.  Ten  years  ago  approx- 
imately 8%  of  physicians  were  women.  At  the  end  of  1980,  the 
proportion  of  women  physicians  had  grown  to  11.6%.  More  im- 
pressive still  is  the  gain  in  the  number  of  women  entering  medical 
school.  In  1970-71,  freshman  medical  students  included  1,256 
women  (11  %);  in  1980-81,  freshman  medical  students  represented 
28.9%  or  4,870  women.  As  these  women  graduate  and  enter  the 
medical  profession,  approximately  one-third  of  the  physician 
population  will  be  female. 

What  do  these  figures  mean  for  membership  in  organized 
medicine?  In  December  1981  (most  current  data  available),  31%  of 
the  17,000  women  medical  students  were  AMA  members  com- 
pared to  39%  of  the  48,124  male  medical  students.  For  the  rest  of 
the  physician  population,  including  residents,  16,421  or  30.4%  of 
the  54,000  women  physicians  belonged  to  the  AMA,  while  50.3% 
of  the  414,000  male  physicians  were  members.  Though  these 
figures  have  steadily  increased  over  the  last  few  years,  it  is 
obvious  that  women  have  not  joined  AMA  at  the  same  rate  as 
their  male  counterparts. 

To  address  this  issue  the  AMA  House  of  Delegates  voted  in  1979  to 
establish  an  Ad  Hoc  Committee  on  Women  in  Organized 
Medicine.  This  committee,  comprised  of  representatives  and 
leaders  from  various  levels  of  organized  medicine,  prepared  a 
comprehensive  report  to  the  Board  of  Trustees  and  the  House  of 
Delegates  outlining  nine  recommendations  for  study  intended  to 
attract  women  physicians  as  members  and  leaders. 

All  of  the  recommendations  of  the  first  committee’s  report  have 
been  addressed  by  the  AMA.  Either  AMA  policy  and  scientific 
reports  have  been  implemented  or  previous  policy  statements 
have  been  reaffirmed  that  enforce  the  recommendations  of  the 
committee.  One  specific  recommendation  was  to  continue  the 
Ad  Hoc  Committee  until  June  1983.  Dr.  Palma  Formica  is  the 
current  chairman  and  the  only  member  to  carry  over  from  the  first 
committee. 

According  to  Dr.  Formica,  one  of  the  main  goals  of  the  second  Ad 
Hoc  Committee  is  to  eliminate  the  need  for  a “special”  committee 
by  integrating  women  into  the  mainstream  of  Federation  activi- 
ties. To  do  this  will  require  concentrated  efforts  by  county,  state 
and  specialty  societies  to  develop  leadership  among  women  by 
helping  them  prepare  for  that  role. 


The  Ad  Hoc  Committee’s  working  plan  for  the  remainder  of  their 
tenure  is  aimed  at  assisting  in  these  efforts.  Some  of  their  activi- 
ties will  include: 

• a mailing  to  state  and  county  executives  with  names  of  the 
women  nonmembers  in  their  area  to  encourage  mainstream 
participation; 

• two  additional  issues  of  the  women  physician  newsletter  to 
keep  women  physicians  informed  of  the  committee’s  activities; 

• an  updating  of  the  list  of  women  physician  leaders; 

• a workshop  on  sharpening  the  leadership  skills  necessary  for 
working  in  the  federation. 

Some  of  these  activities  are  ongoing  projects;  others,  like  the 
workshop,  are  new  concepts  which  will  eventually  be 
standardized  into  models  for  the  federation  to  use  at  the  local 
level. 

How  successful  have  these  activities  been?  AMA  membership 
among  women  physicians  has  increased  from  13,500  (26.9%)  in 
1979  to  16,400  (30.4%)  in  1981.  This  represents  an  increase  of  18%  in 
members  and  3.5%  in  market  share  — both  significant  changes. 
In  addition,  the  number  of  women  leaders  is  increasing.  In  the  last 
two  years,  there  have  been  four  women  presidents  of  state 
medical  societies,  two  women  delegates,  a Chairman  of  the 
Board  of  a state  medical  society,  a woman  vice  chairman  of  an 
AMA  council  and  a woman  chairman  of  the  Resident  Physician 
Section  and  chairperson  of  the  Medical  Student  Section.  In  addi- 
tion, women  physicians  continue  to  serve  as  delegates,  alternate 
delegates  and  council  members  in  organized  medicine. 

The  women  who  are  already  active  in  organized  medicine  have 
identified  a number  of  issues  of  particular  concern  to  women. 
They  and  other  AMA  leaders  urge  greater  participation  of  women 
in  addressing  those  issues  along  with  the  entire  range  of  topics  so 
important  to  all  of  organized  medicine  today. 

Won’t  you  join  them?  The  larger  our  membership  (now  nearly 
240,000),  the  greater  our  influence  for  all  of  medicine. 

For  details  on  how  to  join,  contact  your  state  or  county 
society  or  the  Division  of  Membership,  American  Medical 
Association,  535  North  Dearborn,  Chicago,  Illinois  60610, 
(312)  751-6196. 


OFTEN  INSEPARABLE:  PAIN  AND  ANXIETY 


A pathologic  partnership 
one  sees  every  day 

Pain — triggering  anxiety — 
which  accentuates  the  percep- 
tion of  pain... together  they're 
worse  than  either  alone. 

And  since  they're  usually  both 


present  in  musculoskeletal 
disorders,  the  best  therapy  is 
often  a combination  of  anal- 
gesic and  anxiolytic  agents. 
Equagesic  R-M  combines  the 
pain  relief  of  aspirin  with  the 
tension-reducing  properties 


of  meprobamate — because 
together  they're  better  than 
either  alone. 

See  important  information  on  next  page 
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Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 


tablets 


Equagesic-I 

(meprobamate  with  aspirin)  © Wyeth 

Effective  analgesic/anxiolytic  alliance 


Proven  superior  to  aspirin  alone  in  controlled  clinical  trials 


(BRIEF  SUMMARY) 

DESCRIPTION ; Each  tablet  contains  200 
mg  meprobamate  and  325  mg  aspirin. 
INDICATIONS:  Adjunct  in  short-term 
treatment  of  pain  accompanied  by 
tension  and/or  anxiety  in  patients  with 
musculoskeletal  disease  Clinical  trials 
demonstrated  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspi- 
rin alone  Effectiveness  in  long-term  use. 
i.e.  over  4 months,  has  not  been  assessed 
by  systematic  clinical  studies  Physicians 
should  periodically  reassess  usefulness  of 
drug  for  individual  patients 
CONTRAINDICATIONS:  ASPIRIN  Al- 
lergic or  idiosyncratic  reactions  to  aspirin 
or  related  compounds  MEPROBAMATE 
Acute  intermittent  porphyria,  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  related  compounds,  e g carisoprodol. 
mebutamate,  or  carbromal 
WARNINGS:  ASPIRIN  Use  salicylates  with 
extreme  caution  in  patients  with  peptic 
ulcer,  asthma,  coagulation  abnormali- 
ties, hypoprothrombinemia,  vitamin  K 
deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons 
allergic  to  salicylates  may  result  in  life- 
threatening  allergic  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  depend- 
ence. and  abuse  have  occurred 
Chronic  intoxication  from  prolonged 
ingestion  of.  usually,  greater  than  recom- 
mended doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo,  Therefore, 
carefully  supervise  dose  and  amounts 
prescribed  and  avoid  prolonged  use. 
especially  in  alcoholics  and  others  with 
known  propensity  for  taking  excessive 
quantities  of  drugs  Sudden  withdrawal 
after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting 
symptoms,  e g anxiety,  anorexia,  or  in- 
somnia. or  withdrawal  reactions,  e g . 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis,  and. 
rarely,  convulsive  seizures  Such  seizures 
are  more  likely  in  persons  with  CNS  dam- 
age or  preexistent  or  latent  convulsive 
disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after 
discontinuation,  symptoms  usually  cease 


within  next  12-to-48-hour  period  When 
excessive  dosage  has  continued  for 
weeks  or  months,  reduce  dosage  gradu- 
ally over  1 to  2 weeks  rather  than  stop 
abruptly  Alternatively,  a short-acting 
barbiturate  may  be  substituted,  then 
gradually  withdrawn 
POTENTIALLY  HAZARDOUS  TASKS.  Warn 
patients  meprobamate  may  impair  men- 
tal or  physical  abilities  required  for  po- 
tentially hazardous  tasks,  e g..  driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressant  effects  of  meprobamate 
and  alcohol  or  meprobamate  and  other 
psychotropic  drugs  may  be  additive,  ex- 
ercise caution  with  patients  taking  more 
than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION An  Increased  risk  of  congenital 
malformations  associated  with  minor 
tranquilizers  (meprobamate,  chlordl- 
azepoxlde.  and  diazepam)  during  first 
trimester  of  pregnancy,  has  been  sug- 
gested In  several  studies  Because  use 
of  these  drugs  Is  rarely  a matter  of 
urgency,  their  use  during  this  period 
should  almost  always  be  avoided  The 
possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at 
time  of  Institution  of  therapy  should  be 
considered  Advise  patients  If  they  be- 
become  pregnant  during  therapy  or 
Intend  to  become  pregnant  to 
communicate  with  their  physicians 
about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental 
barrier  It  Is  present  both  In  umblllcal- 
cord  blood  at  or  near  maternal 
plasma  levels  and  In  breast  milk  of 
lactatlng  mothers  at  concentrations 
two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  Is 
contemplated  In  breastfeeding 
patients,  consider  the  drug's  higher 
concentrations  In  breast  milk  as  com- 
pared to  maternal  plasma  levels 
USAGE  IN  CHILDREN  Keep  preparations 
with  aspirin  out  of  reach  of  children 
Equagesic*-M  is  not  recommended  for 
patients  12  years  of  age  and  under 
PRECAUTIONS:  ASPIRIN  Salicylates  an- 


tagonize uricosuric  activity  of  probene- 
cid and  sulfinpyrazone  Salicylates  are 
reported  to  enhance  hypoglycemic  ef- 
fect of  sulfonylurea  antidiabetics. 
MEPROBAMATE  Use  lowest  effective 
dose,  particularly  in  elderly  and/or  debil- 
itated. to  preclude  over-sedation  Me- 
probamate is  metabolized  in  the  liver 
and  excreted  by  the  kidney,  to  avoid  ex- 
cess accumulation  exercise  caution  in  its 
use  in  patients  with  compromised  liver 
or  kidney  function  Meprobamate  occa- 
sionally may  precipitate  seizures  in  epi- 
leptic patients  It  should  be  prescribed 
cautiously  and  in  small  quantities  to  pa- 
tients with  suicidal  tendencies 
ADVERSE  REACTIONS:  ASPIRIN  May 
cause  epigastric  discomfort,  nausea, 
and  vomiting.  Hypersensitivity  reactions, 
including  urticaria,  angioneurotic 
edema,  purpura,  asthma,  and  anaphy- 
laxis may  rarely  occur.  Patients  receiving 
large  doses  of  salicylates  may  develop 
tinnitus 

MEPROBAMATE  CNS:  Drowsiness, 
ataxia,  dizziness,  slurred  speech,  head- 
ache. vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation, 
euphoria  overstimulation,  paradoxical 
excitement,  fast  EEG  activity 
Gl.  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachy- 
cardia. various  forms  of  arrhythmia,  tran- 
sient ECG  changes,  syncope, 
hypotensive  crisis 

ALLERGIC  OR  IDIOSYNCRATIC.  Milder  re- 
actions are  characterized  by  itchy,  urti- 
carial. or  erythematous  maculopapular 
rash,  generalized  or  confined  to  the 
groin  Other  reactions  include  leuko- 
penia, acute  nonthrombocytopenic  pur- 
pura. petechiae.  ecchymoses. 
eosinophilic,  peripheral  edema,  adeno- 
pathy, fever,  fixed  drug  eruption  with 
cross- reaction  to  carisoprodol.  and 
cross-sensitivity  between  meprobamate/ 
mebutamate  and  meprobamate  car 
bromal  Rare,  more  severe  hypersensitiv- 
ity reactions  include  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm. 
oliguria,  and  anuria  Also,  anaphylaxis, 
exfoliative  dermatitis,  stomatitis  and 
proctitis  Stevens-Johnson  syndrome  and 


bullous  dermatitis  have  occurred 
HEMATOLOGIC  (SEE  ALSO  'ALLERGIC  OR 
IDIOSYNCRATIC*)  Agranulocytosis, 
aplastic  anemia  have  been  reported,  al- 
though no  causal  relationship  has  been 
established,  and  thrombocytopenic 
purpura 

OTHER  Exacerbation  of  porphyric 
symptoms 

DOSAGE  AND  ADMINISTRATION  Usual 
dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when 
tension  or  anxiety  is  present  Not  recom- 
mended for  patients  12  years  of  age  and 
under 

OVERDOSAGE:  Treatment  is  essentially 
symptomatic  and  supportive  Any  drug 
remaining  in  the  stomach  should  be 
removed  Induction  of  vomiting  or  gastric 
lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both 
aspirin  and  meprobamate  Aspirin  over- 
dosage produces  usual  symptoms  and 
signs  of  salicylate  intoxication  Observa- 
tion and  treatment  should  include  man- 
agement of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoac- 
idosis and  dehydration,  watching  for  evi- 
dence of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it 
occurs,  usually  requires  whole-blood 
transfusions  Suicidal  attempts  with  me- 
probamate have  resulted  in  drowsiness, 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal 
The  following  data,  reported  in  the  litera- 
ture and  from  other  sources,  are  not 
expected  to  correlate  with  each  case 
(considering  factors  such  as  individual 
susceptibility  and  length  of  time  from 
ingestion  to  treatment),  but  represent 
usual  ranges  reported^  Acute  simple  ov- 
erdose (meprobamate  alone]  Death 
has  been  reported  with  ingestion  of  as  lit- 
tle as  12  gram  meprobamate  and  sur- 
vival with  as  much  as  40  gram 
BLOOD  LEVELS 

0 5-2  0 mg  percent  represents  usual 
blood- level  range  after  therapeutic 
doses  The  level  may  occasionally  be  as 
high  as  3 0 mg  percent 
3-10  mg  percent  usually  corresponds  to 


findings  of  mild-to-moderate  symptoms 
of  overdosage,  such  as  stupor  or  light 
coma 

10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive 
treatment  Some  fatalities  occur 
At  levels  greater  than  20  mg  percent, 
more  fatalities  than  survivals  can  be 
expected 

Acute  combined  overdose  (meproba- 
mate with  other  psychotropic  drugs  or  al- 
cohol): Since  effects  can  be  additive, 
history  of  ingestion  of  a low  dose  of  me- 
probamate plus  any  of  these  compounds 
(or  of  a relatively  low  blood  or  tissue 
level)  cannot  be  used  as  a prognostic 
indicator. 

In  cases  of  excessive  doses,  sleep  ensues 
rapidly  and  blood  pressure,  pulse,  and 
respiratory  rates  are  reduced  to  basal 
levels  Any  drug  remaining  in  stomach 
should  be  removed  and  symptomatic 
treatment  given  Should  respiration  or 
blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants, 
and  pressor  agents  should  be  adminis- 
tered cautiously  as  indicated  Diuresis, 
osmotic  (mannitol)  diuresis,  peritoneal 
dialysis,  and  hemodialysis  have  been 
used  successfully  in  removing  both  aspi- 
rin and  meprobamate  Alkalinizatlon 
of  the  urine  increases  excretion  of  sali- 
cylates Careful  monitoring  of  urinary  out- 
put is  necessary,  and  caution  should  be 
taken  to  avoid  overhydration 
Relapse  and  death,  after  initial  recovery, 
have  been  attributed  to  incomplete  gas- 
tric emptying  and  delayed  absorption 
HOW  SUPPLIED:  Bottles  of  50  scored 
tablets 
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“Preferred  Provider  Organizations” 
and  “Direct  Provider  Contracting” 


An  issue  paper 
of  the  State 
Medical  Society 
of  Wisconsin— 
April  1, 1983 


ISSUE: 

Continuing  concern  about  the  cost,  quality,  and 
accessibility  of  health  and  medical  care  has  intensi- 
fied the  search  for  a development  of  alternative  health 
care  delivery  and  financing  systems.  First  came  the 
HMO  and  IPA.  The  newest  entry  is  known  as  the  Pre- 
ferred Provider  Organization  (PPO)  which  is  a key  ele- 
ment in  Direct  Provider  Contracting.  In  such  a plan 
physicians  and/or  hospitals  group  themselves  in  a 
manner  to  permit  contracting  on  a fee-for-service  basis 
with  employers,  insurance  carriers,  or  other  third  party 
administrators  (brokers)  to  provide  comprehensive 
medical  care  to  subscribers.  From  the  viewpoint  of  an 
employer,  insurance  carrier,  or  other  third  party  ad- 
ministrator, this  alternative  delivery  system  is  called 
“Direct  Provider  Contracting”  with  “Preferred  Pro- 
viders.” The  most  common  contractors  in  this  delivery 
model  are  self-insured  employers,  union  trust  funds, 
and  governmental  employers.  Insurance  companies 
and  the  business-industry  community  are  also  being 
attracted  to  the  PPO-Direct  Contracting  idea  by  the 
implication  of  cost  savings  while  keeping  relative  free 
choice  of  doctor  for  the  employee.  Physicians  are  in- 
terested because  it  promotes  fee-for-service  practice 
and  offers  a mechanism  by  which  they  can  continue 
to  compete  for  patients  who  have  an  insurance  or 
health  care  service  plan  providing  cost-effective  quali- 
ty medical  and  hospital  care. 

BACKGROUND: 

For  nearly  30  years  (1940-1970)  there  were  few  and 
feeble  efforts  at  cost  containment  in  health  care 
delivery.  The  necessity  to  seriously  address  cost  as  an 
issue  in  the  delivery  of  health  care  services  was  not 
perceived  as  important.  Laws  and  regulations  en- 
couraged the  philosophy  of  health  care  as  a right. 
Labor  and  management  agreements  as  well  as  govern- 
mental and  private  payment  mechanisms  stressed  the 
best  possible  care  with  few  if  any  limitations  on 
benefits,  cost  or  usage.  Dramatic  advances  in  tech- 
nology made  possible  undreamed  of  ability  to  diag- 
nose and  treat  with  success.  The  media  discovered  that 
health  and  medicine  were  “hot  topics”  and  thus  con- 
tributed significantly  to  public  expectations.  Failure 
to  get  what  was  expected  started  a “malpractice” 
boom,  thus  creating  severe  pressure  on  physicians  and 
hospitals  to  do  the  “safe"  thing,  even  at  increased  cost. 
Only  in  the  last  decade  has  it  been  acknowledged  that 
such  a “sky's  the  limit”  attitude  about  health  and 
medical  care  has  serious  implications  of  cost.  Many 
have  contributed  to  the  problems.  Many  will  be  needed 


to  join  in  concerted  action  to  assure  quality  care  at 
reasonable  cost.  There  is  no  single  quick  fix.  In  com- 
bination, many  approaches  appear  to  offer  the  best 
possibilities  to  achieve  the  goal  of  effective  manage- 
ment of  health  care  costs. 

The  State  Medical  Society  of  Wisconsin  and  the 
American  Medical  Association  recognize  the  impor- 
tance of  competition  in  promoting  cost  effectiveness 
in  the  delivery  of  care.  They  recognize  also  that  com- 
petition in  medical  practice  must  be  properly  balanced 
with  safeguards  that  ensure  quality  of  and  access  to 
care.  They  support  medical  practice  environments 
which  allow  the  number  of  physicians  to  be  determined 
insofar  as  possible  by  market  forces,  increase  price 
consciousness  among  consumers,  promote  cost  con- 
sciousness among  physicians,  and  improve  the  ac- 
cessibility of  information  to  both  physicians  and 
consumers. 

In  addition,  they  support  concepts  of  fair  market 
competition  and  neutrality  of  public  policy  among 
alternative  health  care  delivery  systems  with  the  poten- 
tial growth  and  success  of  any  system  determined  not 
by  preferential  subsidy,  regulation  or  promotion,  but 
by  the  number  of  people  who  prefer  that  mode  of  de- 
livery. In  general  the  State  Medical  Society  believes 
that  quality  medical  care  is  cost  effective  medical  care. 
A physician's  primary  obligation  is  to  represent  the  pa- 
tient in  his  or  her  medical  and  health  needs,  but  that 
dedication  must  also  involve  a significant  element  of 
cost  effectiveness. 

PPO-DIRECT  PROVIDER  CONTRACTING: 

PPOs  are  primarily  a private  sector  response  to  the 
increasingly  competitive  nature  of  the  health  care 
marketplace.  The  term  “Preferred  Provider  Organiza- 
tion” was  coined  by  InterStudy,  a Minnesota-based 
health  policy  research  organization.  The  first  PPOs 
were  organized  by  hospitals  in  California  and  Oregon, 
but  since  then  they  have  been  formed  by  groupings  of 
physicians  as  well. 

The  design  of  a PPO  or  Direct  Provider  Contract- 
ing program  is  basically  simple,  although  a wide  varie- 
ty of  organizational  structures  is  possible.  No  matter 
how  organized,  they  share  a number  of  common  char- 
acteristics: 

1 ) Designation  of  participating  physicians  and/or 
hospitals; 

2)  Negotiated  fee  and  charge  schedules,  frequent- 
ly considered  discounts; 

3)  Strict  utilization,  peer  and  claims  review; 
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4)  Incentives  for  patients  to  use  participating  physi- 
cians/hospitals, but  no  “lock  in”  as  with  some 
HMOs; 

5)  Rapid  turnaround  on  payment  of  provider  claims. 

When  physicians  are  the  organizational  or  contrac- 
tual focus,  a network  of  primary  care  physicians  refers 
patients  to  affiliated  specialists  and  participating 
hospitals.  When  hospitals  are  the  focus  of  the  organiza- 
tion or  contract,  they  may  enlist  their  own  medical 
staffs  and  extend  staff  privileges  to  other  physicians 
whose  services  may  be  needed  for  an  adequate  net- 
work. 

Each  time  a particular  service  is  provided  by  a par- 
ticipating physician  or  hospital,  it  is  provided  at  a pre- 
viously agreed  upon  fee  under  a contract  with  an  em- 
ployer, insurance  carrier  or  other  third  party.  There 
is  no  prepayment  or  capitation  amount  paid  directly 
to  the  providers,  unlike  the  HMO  situation.  Each  time 
a patient  uses  services  he  or  she  can  decide  whether 
to  use  a PPO  or  non-PPO  provider  and  remain  covered 
by  the  existing  indemnity  schedule.  Financial  rewards 
such  as  a waiver  of  copayments  or  deductibles  or  im- 
proved benefits  are  usually  offered  to  attract  the  pa- 
tient to  the  Preferred  Provider. 

The  Direct  Contracting-PPO  concept  is  principal- 
ly used  by  major  employee  groups,  often  through  self- 
administered  benefit  plans  or  union  trusts.  A variety 
of  “brokers”  (consultants,  insurance  companies,  cor- 
porations formed  for  this  purpose)  have  involved  them- 
selves in  the  actual  marketing  and  administration  of 
the  contract  or  PPO.  PPOs  are  unlike  most  HMO/IPA 
models  (Individual  Practice  Associations)  in  that  they 
do  not  assume  major  financial  risk. 

WISCONSIN  SITUATION: 

Wisconsin's  first  proposal  for  PPO  or  Direct  Pro- 
vider Contracting  came  from  the  Department  of 
Health  and  Social  Services  for  Medicaid  patients. 
Although  DHSS  has  applied  the  titles  “Preferred  Pro- 
vider” and  “Contracting”  to  its  plans,  they  are  in  fact 
more  oriented  toward  requiring  recipients  to  join 
HMOs  or  be  assigned  to  a “primary  care”  provider 
for  case  management.  Under  federal  law  states  now 
have  authority  to  "Direct  Contract”  with  “Preferred 
Providers”  for  Medicaid  services.  In  mid-1982  Wis- 
consin DHSS  announced  a Preferred  Provider  Con- 
tracting plan  to  require  most  Medicaid  recipients  in 
Milwaukee,  Dane  and  Wood  counties  to  obtain  their 
care  through  Preferred  Providers  with  whom  DHSS 
has  contracted  in  those  counties.  Those  Medicaid 
recipients  who  are  unable  or  are  unwilling  to  so  con- 
tract will  be  required  to  select  a primary  care  provider 
with  whom  the  Department  also  has  a contract  and 
must  obtain  all  necessary  care  through  that  provider. 

The  Wisconsin  Education  Association  Insurance 
Trust,  owned  and  operated  by  a Madison-based  teach- 
ers union,  has  entered  into  a Preferred  Provider  Agree- 
ment with  Jackson  Clinic  and  one  or  more  dental 
clinics  in  Madison.  Covered  teachers  who  opt  for  a 


different  physician  then  lose  certain  coverages  and  pay 
deductibles  and  coinsurance.  The  Trust  has  negotiated 
fees  with  the  Clinic  and  charges  with  a hospital . In  ad- 
dition it  plans  on  tightening  utilization,  requiring  sec- 
ond opinions  for  surgery,  and  encouraging  ambulatory 
surgery. 

The  State  of  Wisconsin  Group  Insurance  Board  is 
considering  some  version  of  Direct  Provider  Contract- 
ing-PPO to  be  effective  by  January  1,  1984.  While 
details  of  the  program  are  sketchy,  it  appears  that  the 
Group  Insurance  Board  would  contract  directly  with 
clinics  or  other  groupings  of  physicians  or  with 
hospitals  or  both  to  provide  a variety  of  options  from 
which  each  employee  and  his  or  her  family  could 
choose.  The  State  may  set  the  amount  which  it  would 
contribute  toward  the  premium  cost  of  such  PPOs  at 
a level  about  equal  to  the  premium  for  the  lowest  cost 
Direct  Provider  Contract. 

The  PPO  approach  is  also  developing  in  the  Mil- 
waukee area,  specifically  involving  several  major  in- 
dustries contracting  for  care  through  Preferred  Care, 
a nonprofit  “broker”  involving  five  hospitals  and  some 
600  physicians. 

There  are  indications  that  other  governmental  and 
private  business  groups  are  seriously  considering  the 
use  of  PPOs  and  Direct  Provider  Contracting.  It  should 
be  pointed  out.  however,  that  the  phrase  “preferred 
provider  arrangement”  is  being  used  by  these  groups 
very  loosely  and  often  includes  plans  that  are  normally 
viewed  as  HMOs. 


ANALYSIS: 

Most  health  policy  experts  who  have  studied  the 

PPO  and  Direct  Provider  Contracting  mechanism  have 

a cautious  optimism  as  to  their  potential  to  provide  cost 

effective  care  while  at  the  same  time  assuring  quality. 

Physician  advantages: 

1 . The  ability  to  maintain  the  integrity  of  individual 
practice  patterns  and  settings  retains  high  degree 
of  accessibility  and  availability  for  patient. 

2.  Reimbursement  on  a fee-for-service  basis. 

3 . Retain  present  patients  and  enlarge  the  patient  base. 

4.  Compete  more  effectively  with  other  alternative 
delivery  systems. 

5.  Prompt  payment  and  reduced  financial  risk. 

6.  Benefit  from  marketing  and  advertising  services 
available  through  the  PPO. 

Physician  disadvantages: 

1 . Discounted  fees. 

2.  Strict  utilization  and  peer  review  may  compromise 
quality  of  care  to  the  patient  in  favor  of  cost. 

3.  Required  to  "network"  with  other  physicians. 

4.  May  ultimately  lead  to  more  tightly  structured  com- 
petitive models. 

5 . Too  many  alternative  systems  may  jeopardize  ade- 
quate risk  base  for  all  thus  creating  financially 
unstable  plans. 
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Consumer/ patient  advantages: 

1.  High  element  of  choice  of  physician  and/or 
hospital. 

2 . Services  provided  in  a private  practice  setting  with 
ease  of  accessibility. 

3.  Discounted  or  uniform  fees/charges. 

4.  Savings  to  employers  could  result  in  improved 
benefits  for  employees. 

Consumer/patient  disadvantages: 

1 . Concern  that  the  financial  aspects  of  the  price  cut- 
ting competition  might  be  an  incentive  to  com- 
promise the  quality  of  care. 

2.  Utilization  review  results  may  pit  patient  against 
physician  or  otherwise  outweigh  advantages  of  the 
plan. 

3 . Risk  selection  may  result  in  healthier  employees 
choosing  lowest  cost  plan  to  the  point  that  remain- 
ing employees  are  forced  into  higher  cost  plans 
which  may  not  be  able  to  compete  at  all. 

Group  buyer  advantages: 

1 . Reduction  in  overall  costs  for  health  benefit. 

2.  Fee  schedule  and  charge  negotiation  allows  the 
buyer  to  have  more  control  over  the  details  of  the 
plan  both  as  to  the  benefits  provided  and  the  cost 
of  those  services. 


Resources  and  References  on  PPOs— 

Direct  Provider  Contracting 

Physicians  Alliance  Commission,  State  Medical  Socie- 
ty of  Wisconsin,  Kenneth  M.  Viste,  Jr.,  M.D.,  Chair- 
man; and  Liaison  Committee  on  Health  Care  Costs, 
Russell  F.  Lewis,  M.D.,  Chairman.  Staff  contact: 
Deborah  Bowen;  P.O.  Box  1109.  Madison.  WI  53701, 
phone  608/257-6781. 

Preferred  Provider  Organizations,  a report  of  the  Coun- 
cil on  Medical  Service,  American  Medical  Association, 
December  1982,  John  J.  Ring,  M.D.,  Chairman;  Nich- 
olas N.  Griffin,  Secretary,  535  North  Dearborn  Street, 
Chicago.  IL  60610,  phone  312/751-6390. 

Contracting  with  Physicians  and  Hospitals,  an  analysis 
of  1982  legislative  actions,  California  Medical  Associa- 
tion, CM  A News,  vol.  26,  no.  14.  October  1.  1982. 

Preferred  Provider  Organizations  (PPOs),  Oregon 
Medical  Association  Medical  Issue  Brief,  October  1982. 

Preferred  Provider  Organization — a Schema  for  Eval- 
uation of  the  Preferred  Provider  Organization,  Hennepin 
County  Medical  Society,  Minneapolis,  Minnesota, 
copyrighted  1983. 

PPOs— A New  Form  of  Competitive  Health  Plan?,  a 
report  by  InterStudy  published  in  the  American  Federa- 
tion of  Hospitals  Review,  July-August  1982. 

Notf.:  Numerous  private  consulting  firms  offer  services  in  the 
alternative  delivery  field.  Information  on  request  to  State 
Medical  Society  of  Wisconsin. 


3.  A better  information  and  data  base  from  which  to 
analyze  the  health  care  costs  being  incurred  and 
thus  enabling  wiser  decisions  for  future  purchases. 

4.  Ability  to  deal  more  readily  with  cost  effective 
providers. 

5 . Opportunity  to  modify  employee  benefit  programs 
to  beter  include  incentives  for  cost  effective 
behavior. 

6.  A reasonable  compromise  between  traditional  fee- 
for-service  models  and  HMOs. 

Group  buyer  disadvantages: 

1 . Ineffective  utilization  review  may  result  in  no  sav- 
ings or  increased  costs. 

2.  Taking  on  responsibility  to  insure  that  the  PPO  will 
deliver  everything  it  says  it  will  for  the  company's 
employees. 

3 . Possibility  that  too  many  choices  for  coverage  may 
result  in  anti-selection  and  insecurity  for  some 
alternative  systems. 

CONCLUSIONS: 

PPOs  and  Direct  Provider  Contracting  are  a new 
phenomenon  whose  effectiveness  cannot  yet  be  fully 
assessed  despite  initial  optimism  especially  from  large 
self-insured  employers  and  governmental  employers. 
The  final  verdict  is  yet  to  come  on  the  ability  of  these 
mechanisms  to  produce  the.desired  reasonable  balance 
between  cost  and  quality.  Physicians  should  be  aware 
that  PPOs  organized  by  hospitals  may  have  profound 
implications  on  medical  staff  membership  and 
organization.  No  matter  by  whom  organized  or  with 
whom  the  contracts  are  arranged,  PPOs  and  Direct 
Provider  Contracting  must  involve  some  combination 
of  the  following  three  factors: 

1 . Careful  selection  of  physician  and  hospitals  known 
to  be  conservative  and  presumably  cost  effective 
in  delivering  care,  or 

2.  Implementation  from  day  one  of  stringent  control 
mechanisms  designed  to  eliminate  unnecessary 
services  through  such  devices  as  preadmission 
certification,  same-day  surgery,  concurrent  review 
and  special  control  measures  for  services  related 
to  mental  health  and  alcohol  and  other  drug  abuse. 

3.  A computer  facility  and  program  with  the  ability 
to  gather  credible  data  for  use  in  making  critical 
peer  and  utilization  review  decisions. 

Acceptance  of  these  three  very  critical  elements  for 

successful  PPO-Direct  Provider  Contracting  should 
not  preclude  consideration  of  other  factors.  Price 
should  not  be  the  primary  competitive  goal  of  a PPO; 
it  is  very  difficult  to  price  compete  on  strictly  equal 
terms  with  a closed  panel  prepaid  plan,  especially  the 
salaried  staff  models.  The  attractiveness  of  PPO- 
Direct  Provider  Contracting  (or  for  that  matter  the  well 
managed,  broadly  based  HMO/IPA)  is  the  ability  to 
be  reasonably  competitive  and  cost  effective  while  re- 
taining the  accessibility  and  choice  features  of  fee-for- 
service  with  a physician  of  choice. 
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Consideration  must  also  be  given  the  hospital  side 
of  health  charges,  which  are  essentially  the  result  of 
“utilization  times  unit  cost."  Physicians  can 
significantly  affect  utilization;  they  have  much  less  in- 
fluence on  unit  cost.  Thus  ways  must  be  found  to  in- 
fluence unit  cost  through  hospital  administration. 

Careful  thought  should  be  given  by  the  group  buyer 
and  the  physicians /hospitals  to  the  level  at  which  the 
buyer  (employer  group)  sets  its  level  of  premium 
participation.  The  absolute  lowest  level  available  may 
not  be  a reasonable  level  for  the  majority  of  employees. 
A balanced  marketplace  should  be  sought. 

Without  suggesting  that  they  are  a major  barrier  to 
PPO  development,  there  are  unresolved  legal  and 
financial  questions.  Insurance  and  welfare  plan 
(ERISA)  laws  may  or  may  not  apply  to  PPO-Direct 
Provider  Contracting  depending  upon  the  specific 
form  of  the  individual  plan.  How  does  PPO-Direct 
Provider  Contracting  protect  itself  from  inappropriate 


laws  and  regulations  thus  inhibiting  reasonable  com- 
petitive practices?  How  is  the  public  protected  and  how 
are  providers  protected?  What  are  the  anti-trust  im- 
plications of  restricting  provider  participation,  on  the 
one  hand,  and  the  combining  by  employers  to  pres- 
sure providers? 

The  State  Medical  Society  oe  Wisconsin  is  con- 
tinuing to  monitor  the  development  and  performance 
of  all  alternative  delivery  and  financing  systems  in 
Wisconsin  and  with  special  attention  to  the  PPO  and 
Direct  Provider  Contracting  approaches.  It  has 
available  information  on  the  development  of  PPOs  and 
Direct  Provider  Contracting  in  Wisconsin  as  well  as 
other  states  and  is  able  to  apprise  physicians  and  others 
of  (1)  the  status,  structure  and  extent  of  physician  and 
provider  enrollment  in  such  plans,  (2)  guidelines  for 
developing  and  participating  in  such  plans,  and  (3) 
assisting  individual  physicians  or  groupings  of  physi- 
cians in  the  evaluation  of  contracting  proposals.* 


HMO/IPA  and  PPO  plans  in  Wisconsin*  as  of  April  i,  1983 


CompCare  Health  Services 

A Chapter  613  HMO/IPA  type  plan  started  in  1971; 
affiliated  with  Blue  Cross-Blue  Shield  United  of 
Wisconsin,  covering  65,000  persons.  Operating  units 
in  Milwaukee  (Northpoint  Medical  Group,  Medical- 
Surgical  Clinic,  Milwaukee  Medical  Clinic,  Harwood 
Medical  Associates,  SC,  and  Columbia  IPA);  Medical 
Associates  of  Menomonee  Falls,  Ltd;  Racine  Kurten 
Clinic;  Madison  Quisling  and  Odana  Clinic;  Appleton 
Medical  Arts  Clinic;  La  Crosse-Skemp-Grandview 
Clinic;  and  Greater  Eau  Claire  IPA. 

Contact;  John  Grayton,  Acting  Executive  Director 
CompCare  Health  Services 
401  West  Michigan 
Milwaukee,  WI  53201 
Phone:  414/226-5082 

Family  Health  Plan  Cooperative 

A Chapter  185  staff  model  HMO  started  in  1979.  cover- 
ing 29,000  persons,  primarily  in  Milwaukee  County. 
Contact;  Conrad  Sobczak,  Executive  Director 
6901  West  Edgerton  Avenue 
PO  Box  20928 
Milwaukee,  WI  53220 
Phone:  414/421-6660 

Greater  Marshfield  Community  Health  Plan 

A Chapter  613  plan  started  in  1971,  covering  80,000 
persons,  operating  in  15  counties  under  a contractual 


* For  purposes  of  this  report.  HMO  refers  to  Health  Maintenance 
Organizations  of  the  group  practice  or  salaried  staff  models:  IPA  refers 
to  HMOs  of  the  Individual  Practice  Association  model;  and  PPO 
means  a Preferred  Provider  Organization  which  affiliates  physicians 
in  any  manner  but  usually  the  employer  (buyer)  contracts  directly  with 
the  providers. 


relationship  between  the  Marshfield  Clinic/St  Joseph's 
Hospital  and  Blue  Cross-Blue  Shield  United  of 
Wisconsin.  The  Marshfield  Clinic  participates  as  a 
group  model  and  other  area  physicians  affiliate 
through  an  IPA-type  program. 

Contact:  Russell  F Lewis,  MD,  Medical  Director 
Michael  McDonald,  Administrator 
1000  North  Oak  Street 
Marshfield.  WI  54449 
Phone:  800/472-2363 


Group  Health  Cooperative  (GHC) 

GHC  of  South  Central  Wisconsin  is  organized  under 
Chapter  185  as  a salaried  staff  HMO,  covering  23.000 
persons  and  operating  mostly  in  Dane  County. 
Contact:  Patrick  R Brady,  Executive  Director 
GHC  of  South  Central  Wisconsin.  Inc 
1 South  Park  Street 
Madison,  WI  53715 
Phone:  608/251-4156 


Group  Health  Cooperative  of  Eau  Claire 

GHC  of  Eau  Claire  is  organized  under  Chapter  185 
as  a salaried  staff  HMO,  covering  8,700  persons  and 
operating  in  3 counties,  Eau  Claire,  Chippewa,  and 
Barron. 

Contact:  Mr  Claire  Johnson,  General  Manager 
GHC  of  Eau  Claire 
2119  Heights  Drive 
Eau  Claire,  WI  54701 
Phone:  715/835-5833 
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Portage  County  HealthGuard  (A  Cooperative) 

A Chapter  185  nonprofit  cooperative  which  com- 
menced operation  on  Jan  1 , 1973.  All  practicing  phy- 
sicians in  Portage  County  are  under  contract  to  this 
IPA-type  HMO  which  has  over  7,300  enrollees.  Total 
administration  provided  under  contract  with  Sentry 
Insurance. 

Contact:  Robert  O Pollock,  Executive  Director 
Sentry  World  Headquarters 
1800  North  Point  Drive 
Stevens  Point,  W1  54481 
Phone:  715/346-7018 


Health  Maintenance  Program  (HMP) 

An  IPA  type  program  started  in  1970,  covering  147,000 
persons  and  operating  in  68  counties.  It  operates  as 
a Chapter  613  plan  affiliated  with  Wisconsin  Physi- 
cians Service  (WPS).  Madison.  Its  operations  include 
Q Care,  based  at  the  Gundersen  Clinic,  La  Crosse.  Its 
many  other  locations  involve  a variety  of  capitation 
and  fee-for-service. 

Contact:  Dennis  Fahey,  Manager 
Professional  Relations 
Wisconsin  Physicians  Service  (WPS) 

1717  West  Broadway 
PO  Box  8190 
Madison,  WI  53708 
Phone:  608/221-4711 


Health  Protection  Plan  (HPP) 

A Chapter  180  plan  started  in  1971  covering  80,000  per- 
sons, operating  in  15  counties  and  affiliated  with 
Wausau  Insurance  Companies.  There  are  plans  in  Eau 
Claire  and  Chippewa  Falls,  Green  Bay,  the  Lake  Win- 
nebago area,  Wisconsin  Rapids,  Milwaukee,  and  La 
Crosse,  covering  53,500.  One  unit,  the  North  Central 
Health  Protection  Plan  (A  Cooperative  Plan),  is  an 
autonomous  IPA  model  under  Chapter  185  with  link- 
age to  the  Greater  Marshfield  Plan  and  administrative 
services  from  Wausau.  It  operates  in  Marathon,  Lin- 
coln, and  Langlade  counties  with  26,500  persons 
covered . 

Contact:  Ken  Peterson 

Director— Insured  HMO  Plans 
Wausau  Insurance  Companies 
2000  Westwood  Drive 
Wausau,  WI  54401 
Phone:  715/847-8086 


Maxicare  Health  Insurance  Co. 

Maxicare  is  a Chapter  180  corporation  with  4 affili- 
ated physician-owned,  hospital-focused  IPAs.  It 
started  in  1982  replacing  operations  known  as  Inter- 
group. The  affiliated  IPAs  provide  medical  services 


to  the  enrolled  population,  and  hospital  arrange- 
ments are  negotiated  with  focused  hospitals.  Maxi- 
care provides  marketing  and  administrative  services. 
The  plan  currently  covers  3,000  people.  The  medical 
units  involved  are:  South  Shore  IPA,  Roger  Strube, 
MD,  Medical  Director,  1107  West  Oklahoma  Ave, 
Milwaukee,  WI  53215,  phone  414/481-6600;  Health 
Care  Physicians  Services,  SC,  Michael  Fehrer,  MD, 
President,  2711  West  Wells  St,  Milwaukee,  WI 
53208,  phone  414/933-8003;  Falls  Medical  IPA,  SC, 
Jim  Hinnenthal,  Clinic  Manager,  N84  W16889 
Menomonee  Ave,  Menomonee  Falls,  WI  53051, 
phone  414/25 1-7500;  and  St  Michael  Doctor  Associ- 
ation, SC,  James  Hare,  MD,  Chairman,  11516  North 
Port  Washington  Road,  Mequon,  WI  53092,  phone 
414/241-5200. 

Contact:  Michael  Mihlbauer,  Executive  Director 
Maxicare 

732  North  Jackson  Street 
Milwaukee,  WI  53202 
Phone:  414/271-6371 


Midelfort  Clinic  Health  Plan 

A Chapter  185  staff  model  HMO  started  in  1981,  cover- 
ing 3,800  persons,  and  operating  in  Eau  Claire  and 
Chippewa  counties. 

Contact:  Joe  Duerre,  Marketing  Director 
1119  Regis  Court 
Eau  Claire,  WI  54701 
Phone:  715/832-3235 


Nicolet  Health  Plan 

A Chapter  613  Group  Practice  HMO/IPA  type  plan, 
wholly  owned  subsidiary  of  Nicolet  Clinic,  Neenah, 
started  in  April  1983,  covers  200  persons. 

Contact:  John  H.  Gray,  MD,  President  and 
Medical  Director 
411  Lincoln 
Neenah,  WI  54956 
Phone:  414/727-4200 


Preferred  Care 

A Chapter  181  plan  of  the  PPO  type  planned  to  be  oper- 
ational in  Milwaukee  and  Waukesha  counties.  It  cur- 
rently involves  about  650  physicians  and  5 hospitals: 
West  Allis  Memorial,  St  Francis,  Menomonee  Falls, 
Elm  Brook,  and  Waukesha  Memorial. 

Contact:  Ron  Labott,  President 
Preferred  Care 
8901  West  Lincoln  Avenue 
West  Allis,  WI  53227 
Phone:  414/546-6260 
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PrimeCare  of  Wisconsin 

A Chapter  613  IPA-HMO  owned  and  directed  by  solo 
and  group  practice  primary  care  physicians  in  7 south- 
eastern Wisconsin  counties.  PrimeCare  provides  pa- 
tients with  open  access  to  all  primary  care  physicians. 
Current  referral  patterns  by  participating  primary  care 
physicians  with  hospitals  and  subspecialists  will  be 
maintained.  PrimeCare  is  currently  preoperational 
with  health  plan  benefits  to  be  offered  in  July  1983. 
Contact:  Robert  F Purtell  Jr,  MD,  President 
Phone:  414/342-4126 
Mr  Cameron  Brown 
Phone:  608/233-0387 
PrimeCare  of  Wisconsin 
PO  Box  26943 
Wauwatosa,  WI  53226 


Samaritan  Health  Plan  Cooperative 

A Chapter  185  hospital-sponsored  cooperative  with 
two  affiliated  physician  IPAs  which  are  Chapter  613 
organizations,  all  nonprofit.  Started  in  1981,  covers 
5,500  persons,  federally  qualified  since  1982.  All  elec- 
tive hospital  admission  must  be  to  the  Good  Samaritan 
Medical  Center,  St.  Francis  Hospital,  or  Milwaukee 
Children’s  Hospital;  medical  services  are  provided 
through  300  physicians  via  Samaritan  Physicians  As- 
sociation (a  Chapter  613  IPA)  and  St  Francis  IPA  (a 
Chapter  613  IPA). 

Contact:  Art  Bartlett,  President 

Samaritan  Health  Plan  Cooperative 
2224  W Kilbourn  Avenue 
Milwaukee,  WI  53233 
Phone:  414/344-4148 


WEA  Insurance  Trust 

A nonprofit,  self-funded  trust  which  was  established 
by  the  Wisconsin  Education  Association  which  in  turn 
has  developed  a preferred  provider  organization 
(PPO).  The  trust  has  a total  of  67,000  persons  covered 
by  its  insurance  trust  health  programs  in  a total  of  near- 
ly 260  schools  throughout  Wisconsin.  Starting  in 
January  1983  the  trust  initiated  its  PPO  arrangement 
with  the  Jackson  Clinic  in  Madison.  Teachers  and  their 
families  who  use  the  Jackson  Clinic  services  receive 
preferred  benefits  and  rates  while  those  who  choose 
other  physicians  receive  standard  plan  benefits. 
Contact:  David  Brown 

Cost  Containment  Coordinator 
WEA  Insurance  Trust 
6522  Grand  Teton  Plaza 
Madison,  WI  53719 
Phone:  608/833-4000* 


How  to  get  health-related 
information  in  Wisconsin 


The  Wisconsin  Health  Sciences  Library  Network,  a 
network  of  libraries  that  blanket  the  state,  stands  ready  to 
put  Wisconsin  health-care  practitioners  in  touch  with  in- 
formation in  libraries  throughout  the  country. 

Any  practitioner  needing  such  information  should  first 
contact  the  library  in  his  or  her  institution.  If  the  person  is 
an  independent  practitioner  or  the  institution  has  no 
library,  another  local  hospital  or  clinic  should  be  con- 
tacted. Many  such  libraries  will  now  serve  people  who  are 
not  among  their  primary  clientele.  A great  number  of 
these  libraries  are  now  organized  into  resource-sharing 
consortia  and  can  get  a needed  item  quickly  even  if  they 
do  not  have  it  in  their  own  collection.  The  libraries  are 
also  eligible  to  forward  requests  to  the  two  Wisconsin 
resource  libraries — in  Madison  (the  UW  Middleton 
Health  Sciences  Library)  and  in  Milwaukee  the  Todd 
Wehr  Library  (Medical  College  of  Wisconsin).  The  local 
libraries  are  likely  to  have  the  tools  to  identify  which  other 
library  has  the  needed  information. 

If  no  local  library  can  be  found  to  provide  these  ser- 
vices, inquiries  can  be  sent  directly  to  the  resource 
libraries  at  the  addresses  given  below.  Any  requests  that 
can’t  be  filled  at  the  state  level  are  eligible  for  referral  to 
resource  libraries  in  the  Greater  Midwest  Regional  Medical 
Library  Network,  which  encompasses  a six-state  area  and  to 
the  National  Library  of  Medicine. 

In  addition  to  providing  lending  and  photocopying  ser- 
vices, the  two  resource  libraries  and  many  of  the  local 
libraries  provide  reference  service.  Computer  searches,  in- 
cluding MEDLINE,  can  now  be  done  at  the  resource 
libraries  and  at  Columbia,  St  Joseph’s,  St  Luke’s  St 
Mary’s,  St  Michael’s,  Mt  Sinai,  St  Francis  hospitals  and 
Good  Samaritan  Medical  Center,  Lutheran  Campus  in 
Milwaukee;  Milwaukee  County  Medical  Complex;  Trinity 
Memorial  Hospital,  Cudahy;  VA  Hospital,  Wood;  St 
Elizabeth’s  Hospital,  Appleton;  Luther  Hospital,  Eau 
Claire;  La  Crosse  Lutheran  Hospital,  La  Crosse;  Marsh- 
field Clinic,  Marshfield;  Beilin  Memorial  Hospital,  Green 
Bay;  Waukesha  Memorial  Hospital,  Waukesha;  the 
Howard  Young  Medical  Center,  Woodruff;  Holy  Family 
Hospital,  Manitowoc;  Theda  Clark  Regional  Medical 
Center,  Neenah;  Mercy  Medical  Center,  Oshkosh;  St  Vin- 
cent’s Hospital,  Green  Bay;  Community  Memorial 
Hospital,  Menomonee  Falls;  Memorial  Hospital  at  Ocono- 
mowoc,  Oconomowoc;  St  Luke’s  Hospital,  Racine;  VA 
Hospital,  Tomah;  Wausau  Hospital  Center,  Wausau;  West 
Allis  Memorial  Hospital,  West  Allis;  and  Methodist  and 
Madison  General  hospitals,  St  Mary’s  Hospital  Medical 
Center,  VA  Hospital,  and  UW  Clinical  Sciences  Center  in 
Madison.  If  your  local  library  cannot  provide  computer 
searches,  it  can  forward  any  request  to  the  most  appropriate 
library  in  the  network. 

In  most  cases,  the  only  charges  will  be  for  computer 
searches  and  for  photocopies. 


University  of  Wisconsin 
Middleton  Health 
Sciences  Library 
1305  Linden  Drive 
Madison,  Wis  53706 
800-362-3020 
ext  2-2376 


Medical  College  of  Wisconsin 
Todd  Wehr  Library 
Box  26509 

Milwaukee,  Wis  53226 
414/257-8326  ■ 
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Analysis  of  DRG  prospective  payment 


The  Social  Security  Amendments  of  1983  (HR 
1900)  establish  a new  system  for  payment  to  hos- 
pitals of  Medicare-covered  inpatient  hospital  operat- 
ing expenses  on  the  basis  of  a prospective  payment 
methodology  based  on  discharges  classified  by 
diagnosis-related  groups  (DRGs).  Payment  on  the 
basis  of  prospective  rates  will  become  effective  on 
October  1,  1983,  with  the  new  system  phased  in  over 
a three-year  period.  The  law  also  includes  new  provi- 
sions for  Medicare  payments  to  hospitals  in  accord- 
ance with  state  reimbursement  control  systems.  Con- 
gress passed  HR  1900  on  March  24  and  the  President 
is  expected  to  sign  the  bill  soon.  We  will  devote  this 
issue  of  LR  to  a summary  of  this  important  new  law. 

The  new  prospective  payment  methodology  gen- 
erally will  pay  hospitals  a fixed  cost  per  discharge 
based  on  the  discharge  diagnosis  of  the  patient.  The 
system  used  for  classification  of  patients  will  be  the 
Yale  University  Diagnosis  Related  Group  (DRG). 
Payment  to  a hospital  will  be  payment  in  full  except 
for  deductibles  and  statutorily  set  copayments.  The 
new  system  covers  all  hospitals  except  psychiatric 
hospitals,  rehabilitation  hospitals,  hospitals  whose 
inpatients  are  primarily  individuals  under  18  years  of 
age,  and  hospitals  whose  average  length  of  stay  is 
over  25  days.  These  excluded  hospitals  will  continue 
to  be  covered  by  the  existing  Medicare  cost-based 
reimbursement  using  the  target  rate  provisions  en- 
acted in  TEFRA  last  year.  Furthermore,  the  Section 
223  limits  have  been  repealed  for  excluded  hospitals 
and  will  have  no  substantive  effect  on  DRG 
hospitals. 

Phase-in  of  DRG  rates.  In  the  fiscal  year  beginning 
October  1,  1983,  a hospital  will  have  its  payment  set 
equal  to  75%  of  the  hospital’s  target  amount  (as  de- 
termined under  existing  law)  plus  25%  of  the  Re- 
gionally Adjusted  DRG  Prospective  Payment  Rate. 
In  the  fiscal  year  beginning  October  1,  1984,  the  pay- 
ment will  be  based  on  50%  of  the  target  amount 
plus  50%  of  the  “applicable  combined  DRG  pro- 
spective payment  rate”  (25%  of  a National  Adjusted 
DRG  Prospective  Payment  Rate ; 75%  of  the  Re- 
gional Adjusted  DRG  Payment  Rate).  In  the  fiscal 
year  beginning  October  1,  1985,  hospital  payment 
will  be  25%  of  the  hospital  target  amount  and  75% 
of  the  DRG  prospective  payment  rate  (50%  of  the 
National  Adjusted  DRG  Prospective  Payment  Rate 
and  50%  of  the  Regional  Adjusted  DRG  Prospective 
Payment  Rate.)  Finally,  after  October  1,  1986,  the 
amount  received  will  be  the  National  Adjusted  Pro- 
spective Payment  Rates  (urban  and  rural). 

Determination  of  national  and  regional  adjusted 
DRG  prospective  payment  rates.  The  Secretary  of 
Health  and  Human  Services  will  determine  the 
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National  Adjusted  DRG  Prospective  Payment  Rate 
for  each  inpatient  hospital  discharge  in  fiscal  year 
1984  with  a separate  national  rate  for  urban  and 
rural  hospitals.  The  Secretary  would  also  determine 
a separate  urban  and  rural  Regional  Adjusted  DRG 
Prospective  Payment  Rate  for  each  discharge  in  each 
of  nine  regions.  The  DRG  rates  will  also  be  adjusted 
for  wage  differentials  for  different  geographic  areas. 

DRG  classification,  weighting,  and  adjustments. 

The  Secretary  is  required  to  establish  a classification 
of  inpatient  hospital  discharges  by  diagnosis-related 
groups  and  a methodology  for  classifying  specific 
hospital  discharges  within  these  groups.  Each  DRG 
will  be  assigned  an  appropriate  weighting  factor  re- 
flecting the  relative  hospital  resources  used  with  re- 
spect to  discharges  classified  within  that  group  com- 
pared to  discharges  within  other  groups. 

The  classification  and  weighting  factors  are  to  be 
adjusted  in  FY86  and  at  least  every  four  fiscal  years 
thereafter  to  reflect  changes  in  treatment  patterns, 
technology,  and  other  factors  which  may  change  the 
relative  use  of  hospital  resources.  The  Prospective 
Payment  Assessment  Commission  (see  below)  will 
consult  with  and  make  recommendations  to  the  Sec- 
retary concerning  the  need  to  make  such  adjust- 
ments. 

Outlier  payments.  The  Secretary  is  required  to  pro- 
vide for  an  additional  payment  to  covered  hospitals 
for  any  discharge  in  a DRG  where  the  length  of 
stay  exceeds  the  mean  length  of  stay  for  discharges 
within  that  group  by  a fixed  number  of  days  or  ex- 
ceeds the  mean  length  of  stay  by  some  fixed  number 
of  standard  deviations,  whichever  is  fewer  in  number 
of  days.  In  no  case  can  total  payments  for  outlier 
cases  in  a fiscal  year  exceed  6%  or  be  less  than  5% 
of  total  payments  to  be  made  to  a hospital  based  on 
DRG  for  discharges  in  that  year. 

Medical  education.  The  Secretary  is  required  to  pro- 
vide for  additional  payment  to  hospitals  for  the  in- 
direct costs  of  medical  education.  Direct  costs  of 
medical  education  will  continue  to  be  paid  on  a cost 
basis. 

Other  additional  payments.  The  Secretary  is  also 
permitted  to  make  exceptions  and  adjustments  in 
payment  amounts  in  the  other  cases,  including  ac- 
counting for  the  special  needs  of  regional  and  na- 
tional referral  centers  (including  hospitals  of  500  or 
more  beds  located  in  rural  areas),  public  and  other 
hospitals  that  serve  a significantly  disproportionate 
share  of  low  income  patients  or  Medicare  patients, 
and  sole  community  hospitals. 
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Furnishing  of  hospital  services.  The  Act  provides 
that  all  items  or  services  furnished  to  a hospital  in- 
patient which  are  entitled  to  be  reimbursed  under 
Medicare  (other  than  physician  services)  must  be 
furnished  by  the  hospital  or  under  arrangements 
with  the  hospital. 

Judicial  review.  There  will  be  administrative  or 
judicial  review  of  all  issues  except  those  relating  to 
the  determination  of  any  of  the  adjustments  to  the 
DRG  payment  amount,  the  establishment  of  the 
DRGs,  the  methodology  used  for  classifying  dis- 
charges within  each  DRG,  or  the  weighting  of  each 
DRG. 

Budget  neutrality.  The  Secretary  is  to  provide  for 
adjustments  in  applicable  percentage  increases  and 
average  standardized  amounts  to  assure  that  ag- 
gregate payment  to  hospitals  for  services  to  hospital 
inpatients  under  the  new  DRG  system  are  not  greater 
or  less  than  have  been  paid  in  a fiscal  year  under  the 
law  in  effect  (TEFRA)  prior  to  the  enactment  of 
HR  1900. 

Prospective  Payment  Assessment  Commission. 

The  Director  of  the  Congressional  Office  of  Tech- 
nology Assessment  is  required  to  appoint  a Prospec- 
tive Payment  Assessment  Commission  composed  of 
15  independent  experts  in  the  provision  and  financ- 
ing of  health  care,  including  but  not  limited  to  phy- 
sicians, registered  professional  nurses,  employers, 
third-party  payors,  persons  skilled  in  biomedical  re- 
search, experts  in  technological  and  scientific  re- 
search and  development  in  the  health  care  area. 

In  addition  to  consulting  with  the  Secretary  con- 
cerning the  need  to  make  adjustments  in  DRG  classi- 
fications and  weightings,  including  new  DRGs  when 
necessary,  the  Commission  will  also  be  charged  with 
reviewing  the  “applicable  percentage  increase  fac- 
tor” (l°7o  plus  increase  in  market-basket  mix  of 
goods  and  services)  and  recommend  appropriate  per- 
centage changes  in  that  factor. 

The  Commission  will  also  be  required  to  collect 
information  on  medical  and  surgical  procedures  and 
services  including  information  on  regional  varia- 
tions in  medical  practice  and  lengths  of  hospitaliza- 
tion and  other  patient-care  data,  giving  special  at- 
tention to  treatment  patterns  for  conditions  which 
appear  to  involve  excessively  costly  or  inappropriate 
services  not  adding  to  quality  of  care  provided. 

The  Commission  will  also  collect  and  assess  fac- 
tual information  to  assess  the  safety,  efficacy,  and 
cost-effectiveness  of  new  and  existing  medical  and 
surgical  procedures  giving  special  attention  to  the 
needs  of  updating  existing  DRGs,  establishing  new 
DRGs,  and  making  recommendations  on  relative 
weighting  factors. 

Penalties  for  unnecessary  admissions.  The  Sec- 
retary may  deny  payment  in  whole  or  in  part  under 
Part  A for  services  provided  with  respect  to  unnec- 


essary or  multiple  admissions,  or  require  the  hospital 
to  take  corrective  action,  if  the  Secretary  determines, 
based  upon  information  supplied  by  a utilization 
and  quality  control  peer  review  organization  (PRO), 
that  in  order  to  circumvent  the  DRG  payment  meth- 
odology a hospital:  has  admitted  Medicare  benefici- 
aries unnecessarily;  has  permitted  the  unnecessary 
multiple  admissions  of  the  same  such  individual;  or 
committed  other  inappropriate  medical  or  other 
practices  with  respect  to  Medicare  patients.  A hos- 
pital may  not  charge  any  individual  or  any  other 
person  for  inpatient  hospital  services  for  which  such 
individual  would  have  been  entitled  to  have  payment 
made  under  Part  A but  for  the  denial  or  reduction 
of  payments. 

Capital-related  costs;  Section  1122.  Capital  costs 
will  continue  to  be  reimbursed  on  a cost  basis 
through  1986.  After  September  30,  1986,  no  pay- 
ment will  be  made  under  the  DRG  prospective  pay- 
ment system  for  capital-related  costs  of  capital  ex- 
penditures for  inpatient  hospital  services  in  a state 
unless  the  state  has  a Section  1122  agreement  with 
the  Secretary,  and  under  that  agreement  the  state  has 
recommended  approval  of  the  capital  expenditure, 
provided  that  no  legislation  is  enacted  prior  to  that 
date  which  includes  capital-related  costs  in  the  pro- 
spective payment  system. 

The  new  law  makes  amendments  to  Section  1122 
including  an  increase  in  the  maximum  threshold  a 
state  may  use  for  determining  which  capital  projects 
are  subject  to  Section  1122  review  from  $100,000  to 
$600,000. 

Return  on  equity  capital.  The  Secretary  must  pro- 
vide that  the  amount  allowable  for  a return  on  equity 
capital  for  hospitals  be  equal  to  amounts  otherwise 
allowable  under  regulations  in  effect  on  March  1, 
1983,  except  that  the  rate  of  return  to  be  recognized 
will  be  reduced  from  1 Vi  times  the  average  rates  of 
interest  on  obligations  issued  for  purchase  by  the 
Federal  Hospital  Insurance  Trust  Fund  to  an 
amount  equal  to  that  rate. 

PROs.  A hospital  will  be  required  to  contract  with  a 
utilization  and  quality  control  peer  review  organiza- 
tion (PRO)  serving  its  area.  The  PRO  will  be  re- 
quired to  review: 

• the  validity  of  diagnostic  information  provided 
by  the  hospital  for  purposes  of  payment; 

• the  completeness  and  adequacy  of  care; 

• the  appropriateness  of  admissions;  and 

• the  appropriateness  of  care  provided  to  outlier 
cases. 

Hospitals  must  begin  contracting  with  PROs  where 
there  is  a PRO  in  the  hospital’s  area  from  the  date 
of  enactment  through  September  30,  1983.  For  areas 
where  there  are  PROs,  hospitals  must  be  under  con- 
tract review  by  October  1,  1983,  or  they  will  receive 
no  Medicare  reimbursement. 
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All  hospitals  must  have  PRO  contract  review  by 
October  1,  1984.  If  there  is  no  contract  and  review,  a 
hospital  will  receive  no  reimbursement  under  Med- 
icare. This  penalty  will  apply  even  if  there  is  no  ap- 
proved PRO  in  the  area. 

Hospital  cost  reporting.  The  Secretary  is  required  to 
maintain  a system  for  the  reporting  of  costs  of  hos- 
pitals receiving  DRG  payments. 

Reports  and  studies.  Within  18  months  of  enact- 
ment, the  Secretary  is  required  to  study,  develop 
and  report  to  Congress  on  legislation  by  which  cap- 
ital-related costs,  such  as  return  on  net  equity,  as- 
sociated with  inpatient  hospital  services  can  be  in- 
cluded within  the  prospective  payment  amounts. 

The  Secretary  is  to  study  and  report  to  Congress 
at  the  end  of  each  year  on  the  impact  of  the  pro- 
spective payment  methodology  during  the  previous 
year  on  classes  of  hospitals,  other  providers,  bene- 
ficiaries, other  payors  for  inpatient  hospital  services, 
and  on  the  impact  of  computing  DRG  prospective 
payment  rates  by  census  division  rather  than  ex- 
clusively on  a national  basis. 

During  FY84,  the  Secretary  is  to  begin  collection 
of  data  necessary  to  compute  the  amount  of  phy- 
sician charges  attributable  by  DRGs  to  physicians’ 
services  furnished  to  inpatients  of  hospitals  whose 
discharges  are  classified  within  those  groups.  The 
Secretary  shall  include  in  a 1985  report  to  Congress, 
recommendations  on  the  advisability  and  feasibility 
of  providing  for  determining  the  amount  of  the  pay- 
ments for  physicians’  services  furnished  to  hospital 
inpatients  based  on  the  DRG  type  classification  of 


the  discharges  of  those  inpatients — with  legislative 
recommendations. 

In  the  Secretary’s  1985  report  to  Congress,  there 
must  be  included  results  of  studies  on  the  following: 
feasibility  and  impact  of  eliminating  or  phasing  out 
separate  urban  and  rural  DRG  prospective  payment 
rates,  extension  of  DRG  to  hospitals  not  covered  by 
DRG  (psychiatric  hospitals,  long-term  facilities, 
etc.),  issues  involved  in  determining  outlier  cases  and 
modifications  of  DRGs,  the  impact  of  DRG  on  hos- 
pital admissions  and  the  feasibility  of  making  a vol- 
ume adjustment  in  the  DRG  payment  rates  or  re- 
quiring pre-admission  certification  in  order  to  min- 
imize the  incentive  to  increase  admissions. 

The  Secretary  is  also  required  to  study  the  feas- 
ibility and  desirability  of  applying  the  DRG  payment 
methodology  to  payment  by  all  payors  for  inpatient 
hospital  services. 

In  his  annual  report  to  Congress  in  1986,  the  Sec- 
retary is  required  to  include  the  results  of  a study 
examining  the  overall  impact  of  state  systems  of  hos- 
pital payment,  particularly  assessing  their  impact  not 
only  on  the  Medicare  program  but  also  on  the  Med- 
icaid program  and  on  payments  and  premiums 
under  private  health  insurance  plans,  and  on  tax 
expenditures. 

The  Secretary  is  required  to  study  and  make  legis- 
lative recommendations  to  Congress  with  respect  to 
an  equitable  method  of  reimbursing  sole  community 
hospitals  which  take  into  account  their  unique  vul- 
nerability to  substantial  variations  in  occupancy. 

The  Secretary  is  also  required  to  report  on  the  ap- 
propriate treatment  of  uncompensated  care  costs 
and  adjustments  that  might  be  appropriate  for  large 
teaching  hospitals  located  in  rural  areas.  ■ 


WISCONSIN  UNIFORM  INSURANCE 
CLAIM  FORM  can  be  ordered  direct 
from  SMS  Services 

• Claim  form  approved  by  DHSS  and  EDS  Federal  for  Wisconsin 
Medical  Assistance  Program  (WMAP)  claims. 

• Accepted  by  all  major  insurance  carriers. 

• Form  costs  one  third  less  than  its  national  competitor. 


• Available  in  either  2-part  snap-out  or  2-part  continuous  sets. 

• Forms  will  be  shipped  to  you  within  48  hours  after  order  received. 


Place  your  order  with  SMS  Services,  Inc,  330  East  Lakeside  Street,  PO  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (608)  257-6781  or  toll-free  in  Wisconsin 
(800)  362-9080. 
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Members  are  encouraged  to  contact  SMS  headquarters  for  further  information:  Phone:  257-6781  in  the  Madison  area 
or  1-800-362-9080  toll-free  in  Wisconsin;  or  write:  State  Medical  Society  of  Wisconsin,  PO  Box  1109,  Madison,  Wis 
53701. 


SMS  members,  you  should  know— 

ABORTION.  Wisconsin,  like  several  other  states,  has  a law  denying  subsidies  from  any  public  source  for  non- 
therapeutic  abortions  except  in  cases  in  which  conception  results  from  sexual  assault  or  incest.  Laws  of  this 
nature  have  been  subject  to  challenge  in  the  courts  in  other  states.  The  validity  of  Wisconsin’s  law,  if  chal- 
lenged, cannot  be  predicted.  In  Wisconsin  spousal  consent  for  abortion  is  not  required  by  law.  Physicians 
and  hospitals  are  granted  immunity  from  civil  liability  for  refusal  to  perform  abortions.  In  the  case  of  the 
physician  this  immunity  is  conditioned  on  the  refusal  having  been  based  on  religious  or  moral  precepts.  No 
hospital,  school,  or  employer  may  discriminate  against  a physician  in  regard  to  employment,  tenure,  or  staff 
privileges  or  status  for  refusal  to  perform  abortions  if  this  is  based  on  religious  or  moral  precepts. 

ABUSED  CHILD  LAW.  Abuse  of  children  by  parents  and  others  can  be  found  at  all  economic,  educational, 
and  social  levels.  The  cumulative  effect  of  repeated  beatings  or  other  forms  of  severe  abuse,  which  may  in- 
clude sexual  exploitation,  physical  crippling,  brain  damage  or  even  death,  must  be  prevented.  The  Abused 
Child  Law  makes  reporting  of  suspected  cases  of  child  abuse  mandatory  by  physicians  and  others  dealing 
with  children.  They  are  required  to  report  cases  of  suspected  child  abuse.  The  law  further  provides  that  the 
reports  be  made  to  the  city  police  departments,  sheriffs,  and  county  child  welfare  agencies.  Civil  as  well  as 
criminal  immunity  from  suit  is  granted  where  a report  is  made  in  good  faith.  Child  abuse  has  been  made  a 
Class  E felony  (punishable  by  a fine  up  to  $10,000  and  imprisonment  up  to  two  years).  The  actions  of  the 
Legislature  have  immeasurably  increased  the  probabilities  that  perpetrators  of  abuse  will  be  identified  and 
will  receive  rehabilitatitve  help  while  the  abused  child  will  be  extended  protection  from  further  abuse.  Rel- 
evant portions  of  the  law,  quoted  from  the  Wisconsin  Statutes,  appeared  in  the  June  1979  Blue  Book 
issue  of  the  WMJ. 

ADOPTION  PROCESS  IN  WISCONSIN.  An  Information  Memorandum,  published  in  the  July  1982  Blue 
Book  issue  of  the  WMJ,  describes  the  process  by  which  a potential  adoptive  parent  adopts  a child  in  Wis- 
consin. A child  from  Wisconsin  or  from  another  state  or  country  may  be  adopted  in  this  state  with  or  with- 
out the  services  of  an  adoption  agency.  A list  of  adoption  agencies  appears  elsewhere  in  this  issue. 

ADOPTION  RECORDS  LAW.  Recent  legislation  in  Wisconsin  provides  additional  opportunities  for  adoptees 
and  certain  other  persons  seeking  identifying  information  about  their  birth  parents  and  information  about 
medical  and  genetic  history  for  themselves  or  certain  other  biological  family.  Chapter  359,  Laws  of  Wis- 
consin, 1981,  became  effective  May  7,  1982.  Provisions  of  the  new  law  are  described  in  an  Information 
Memorandum  82-25  prepared  by  the  Wisconsin  Legislative  Council  staff.  That  memorandum  was  pub- 
lished in  the  July  1982  Blue  Book  issue  of  the  WMJ  and  is  available  upon  request  to  the  WMJ. 

AUTOPSY.  Whose  consent  is  required  to  permit  a physician  to  conduct  an  autopsy?  Except  for  those  cases  in 
which  an  autopsy  is  ordered  in  connection  with  a proposed  coroner’s  inquest  permission  for  a physician  to 
conduct  a postmortem  examination  requires  the  consent  of  the  person  who  assumes  custody  of  the  body  for 
burial,  providing  that  person  is  one  of  the  following:  father,  mother,  husband,  wife,  child,  guardian,  or  next 
of  kin.  If  none  of  these  persons  is  available,  consent  may  be  given  by  a friend  or  person  charged  by  law  with 
the  responsibility  for  burial.  If  two  or  more  such  persons  assume  custody  of  the  body,  the  consent  of  either 
one  is  sufficient.  Section  979.125,  Wis.  Stats.,  requires  autopsies  for  infant  death  in  which  “sudden  infant 
death  syndrome”  is  suspected,  unless  the  parents  specifically  object. 

Sudden  infant  death  (SID)  syndrome.  Section  979.125,  Wis.  Stats.,  requires  autopsies  for  infant  death  in 
which  “sudden  infant  death  syndrome”  is  suspected,  unless  the  parents  specifically  object. 

CERTIFICATION.  Wisconsin  physicians  are  reminded  that  it  is  their  responsibility,  as  well  as  to  their  ad- 
vantage, to  keep  WPS-Medicare  informed  of  any  change  in  their  specialty  or  certification  status.  To  allevi- 
ate any  confusion,  each  physician  should  be  sure  that  the  same  specialty  is  shown  with  the  various  societies; 
eg,  AM  A,  State  Medical  Examining  Board,  and  the  State  Medical  Society.  There  have  been  some  instances 
where  a different  specialty  was  shown  with  each  organization.  Written  documentation  of  such  changes 
should  be  directed  to  the  WPS-Medicare,  PO  Box  1787,  Madison,  WI  53701,  ATTENTION -CPCU 

continued  next  page 
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SMS  members,  you  should  know— 

continued 

(Central  Provider  Control  Unit).  If  you  have  any  questions  concerning  the  specialty  WPS-Medicare  currently 
has  on  file  for  you,  contact  Mrs  Johnson,  CPCU,  (608)  221-4711,  ext  420.  Physicians  also  are  urged  to  pro- 
vide the  same  information  to  the  Medicaid  administrator:  EDS-Federal,  Attention  Provider  Maintenance. 
The  contact  person  is  Gary  Holtzman  (phone:  608/221-4746). 

CHILD  SAFETY  RESTRAINT  SYSTEMS.  347.48(4)(a)  Wis.  Stats.  No  resident,  who  is  the  parent  or  legal 
guardian  of  a child  under  the  age  of  2,  may  transport  the  child  in  a motor  vehicle,  owned  by  the  resident  un- 
less the  child  is  properly  restrained  in  a child  safety  restraint  system  approved  by  the  department.  “Properly 
restrained”  means  fastened  in  a manner  prescribed  by  the  manufacturer  of  the  system  which  permits  the 
system  to  act  as  a body  restraint  but  does  not  include  a system  in  which  the  only  body  restraint  is  a safety 
belt  of  the  type  required  under  sub.  (1).  The  department  shall,  by  rule,  establish  standards  in  compliance 
with  applicable  federal  standards  for  approved  types  of  child  safety  restraint  systems  for  those  child  restraint 
systems  purchased  after  November  1,  1982.  No  resident  is  required  to  have  more  than  3 child  safety  restraint 
systems  in  a vehicle. 

No  resident,  who  is  the  parent  or  legal  guardian  of  a child  who  is  at  least  2 years  old  but  less  than  4 years 
old,  may  transport  the  child  in  a motor  vehicle  owned  by  the  resident  unless  the  child  is  properly  restrained 
in  a child  safety  restraint  system  approved  by  the  department  under  subd.  1.  or  in  a safety  belt  approved  by 
the  department  under  sub.  (2).  “Properly  restrained”  means  fastened  in  a manner  prescribed  by  the  manu- 
facturer of  the  system  which  permits  the  system  to  act  as  a body  restraint. 

CLOSING  A PHYSICIAN’S  OFFICE.  Several  articles  in  this  issue  contain  information  that  may  be  helpful  to 
physicians  or  their  spouses  when  closing  an  office:  1)  “Some  considerations  before  opening  a physician’s 
office,”  2)  “Problems  of  a physician’s  widow/er,”  3)  “Retention  and  inspection  of  patients’  records,” 
4)  “The  use  of  consent  and  related  forms  for  physicians,”  and  5)  “Narcotics”  (what  to  do  in  case  of  a phy- 
sician’s death). 

CONSENT  AND  RELATED  FORMS  FOR  PHYSICIANS.  A number  of  these  forms  which  a physician  may 
have  occasion  to  use  in  his  regular  everyday  practice  appear  in  an  article,  “The  use  of  consent  and  related 
forms  for  physicians,”  elsewhere  in  this  issue.  Related  information  also  is  included,  particularly  reference  to 
Chapter  375,  sec.  448.30  Wis.  Stats.,  relating  to  requiring  physicians  to  inform  their  patients  of  alternate 
modes  of  treatment,  granting  rule-making  authority,  and  creating  a penalty. 

“DENIAL  OF  ACCESS”  TO  HEALTH  CARE  RECORDS.  These  forms  are  provided  by  the  State  Department 
of  Health  and  Social  Services  and  can  be  purchased  from  the  Document  Sales  Office,  Department  of  Ad- 
ministration, PO  Box  7840,  Madison,  Wis  53707;  or  phone  608/266-3358.  (They  are  not  available  through 
the  DHSS  or  the  SMS.)  Forms  come  in  packages  of  125  for  $12.50  or  25  for  $5.00.  (Sample  copies  of  the 
forms  appear  elsewhere  in  this  issue.) 

DETERMINATION  OF  DEATH.  Wisconsin  law  (Chapter  134,  Laws  of  1981)  provides  that  146.71  of  the  stat- 
utes is  created  to  read:  Determination  of  death.  An  individual  who  has  sustained  either  irreversible  cessation 
of  circulatory  and  respiratory  functions  or  irreversible  cessation  of  all  functions  of  the  entire  brain,  including 
the  brain  stem,  is  dead.  A determination  of  death  shall  be  made  in  accordance  with  accepted  medical  stand- 
ards. 

DISABILITY  CLAIMS.  Under  a recent  court  order  the  Social  Security  Administration  will  review  certain  dis- 
ability claims  in  Illinois,  Indiana,  Ohio,  Michigan,  Minnesota,  and  Wisconsin,  where  individuals  with  mental 
impairments  were  either  denied  disability  benefits  or  terminated  from  the  disability  rolls.  Certain  individuals 
who  were  either  denied  social  security  disability  benefits  were  terminated  on  or  after  March  1,  1981,  and 
before  January  4,  1983,  who  alleged  a mental  impairment  (other  than  mental  retardation)  and  who  were  be- 
tween the  ages  of  18  and  49  may  have  their  eligibility  reviewed.  If  because  of  your  special  concerns  for  the 
mentally  impaired  you  know  of  anyone  who  meets  these  requirements,  the  SSA  of  the  US  Department  of 
Health  and  Human  Services  asks  that  you  advise  that  person  to  either  visit  or  telephone  the  local  social  secu- 
rity office  to  obtain  further  information.  If  you  are  representing  such  a person,  you  may  contact  a social  se- 
curity office  on  behalf  of  that  person. 
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DONATIONS  OF  ORGANS,  BODY.  Wisconsin,  along  with  some  40  other  states,  has  adopted  the  Uniform 
Anatomical  Gift  Act,  a law  under  which  a donor  may  leave  all  or  any  part  of  his/her  body  for  research  or 
transplantation.  With  the  continuing  publicity  given  to  transplant  technology,  physicians  are  being  queried 
about  the  law  and  how  their  patients  may  make  anatomical  gifts.  To  assist  physicians  in  providing  the  neces- 
sary information  to  patients,  the  University  of  Wisconsin-Madison  Anatomy  Department  and  the  Medical 
College  of  Wisconsin  Department  of  Anatomy  have  provided  the  State  Medical  Society  with  policy  state- 
ments in  the  acceptance  of  bodies.  These  statements  appeared  in  the  June  1981  Blue  Book,  on  pages 
46-47.  Further  information  may  be  obtained  by  contacting  the  Medical  College  of  Wisconsin,  Department 
of  Anatomy,  8701  Watertown  Plank  Road,  Wauwatosa,  Wis  53226  (mailing  address:  PO  Box  26509,  Mil- 
waukee, Wis  53226;  or  phone  414/257-8261);  or  University  of  Wisconsin-Madison,  Anatomy  Department, 
Bardeen  Medical  Laboratories,  1300  University  Ave,  Rm  325  SMI,  Madison,  Wis  53706  (phone:  608/ 
262-2888). 

Uniform  Organ  Donor  Cards  and  Decals.  These  are  available  from  the  National  Kidney  Foundation  of 
Wisconsin,  Inc,  6701  Seybold  Rd,  Madison,  Wis  53719  (phone  608/274-0441),  or  7332  West  State  St, 
Wauwatosa,  Wis  53213  (phone  414/453-2830). 

Donation  of  eyes.  Inquiries  may  be  directed  to  the  Milwaukee  Eye  Bank,  8700  West  Wisconsin  Ave, 
Milwaukee,  Wis  53226  (phone  414/257-5543),  or  to  The  Eye  Bank,  E5/410  Clinical  Science  Center, 
University  of  Wisconsin-Madison,  Center  for  Health  Sciences,  600  Highland  Ave,  Madison,  Wis  53792 
(phone  608/263-6223). 

“Living  will”  on  use  of  measures  to  sustain  life.  Many  people  express  their  desire  that  no  “heroic” 
measures  be  used  to  sustain  their  physical  functions  if  this  would  result  in  their  being  totally  incapaci- 
tated, comatose,  or  otherwise  severely  impaired.  Various  forms  of  a “living  will,”  purporting  to  direct 
the  scope  of  care  to  be  given  or  withheld  in  such  situations  have  been  prepared  and  are  in  circulation.  It 
is  unlikely  that  any  of  these  documents  can  adequately  address  the  complex  medical  judgments  in  a par- 
ticular case  but  they  do  offer  some  guidance  on  the  attitude  of  a patient  who  may  no  longer  be  able  to 
speak  for  himself.  It  remains  for  serious  and  considered  ethical  and  professional  evaluation  to  see  how 
and  if  the  expressed  attitude  can  be  reflected  in  the  management  of  the  patient. 

DRIVERS’  LICENSES  FOR  EPILEPTICS.  A person  subject  to  epileptic  seizures  may  be  licensed  to  drive  a 
motor  vehicle  in  Wisconsin  on  a temporary  basis  if:  (1)  He  or  she  submits  with  his/her  application  a certifi- 
cate from  a licensed  physician  recommending  that  a temporary  driver’s  license  be  issued,  and  (2)  He  or  she  is 
otherwise  qualified  to  obtain  a license.  The  certificate  is  a form  prepared  by  the  Motor  Vehicle  Division  and 
is  designed  to  elicit  medical  information  necessary  to  determine  whether  permitting  the  epileptic  to  drive 
would  be  a hazard  to  public  safety.  To  retain  his  license  the  epileptic  must  present  a new  certificate  every 
six  months.  The  issuance  of  a temporary  license  is  discretionary  with  the  Motor  Vehicle  Division.  A denial 
may  be  reviewed,  however,  by  a special  board. 

EMPLOYEES  ALLOWED  TO  INSPECT  RECORDS  UNDER  NEW  LAW.  Physicians  as  well  as  other  employers 
in  the  state  should  note  the  new  personnel  records  inspection  law  which  became  effective  May  21,  1980.  The 
law  gives  the  employee  the  right  to  inspect  any  employer-maintained  personnel  records  used  in  hiring,  pro- 
moting, transfering,  giving  raises,  or  terminating  that  employee  as  well  as  certain  medical  records.  The  em- 
ployer is  required  to  grant  the  employee  at  least  two  requests  to  view  records  per  calendar  year,  each  within 
seven  days  of  the  request,  and  at  a location  convenient  to  the  employee  during  working  hours,  or  other  agree- 
able arrangement.  Employers  may  require  that  request  in  writing.  An  employee  involved  in  a current  griev- 
ance against  the  employer  may  designate  in  writing  a representative,  such  as  a union  agent,  to  inspect  the 
personnel  records.  Upon  agreement  of  the  employer  and  employee,  any  errors  or  differences  of  opinion  may 
be  noted  in  the  record.  If  an  agreement  cannot  be  reached,  the  employee  may  add  a written  statement,  to  be- 
come part  of  the  permanent  file,  expressing  his/her  opinion.  The  employee  may  also  inspect  any  of  his/her 
medical  records  that  are  in  the  employer’s  file.  If  the  employer  feels  these  medical  records  would  be  detri- 
mental to  the  employee,  the  employer  may  release  them  to  the  employee’s  physician  or  the  employee’s  im- 
mediate family.  The  employer  may  withhold  some  information  under  the  law.  Among  the  exceptions  are: 
any  records  relating  to  possible  criminal  offenses,  letters  of  reference,  test  documents  (the  employee  may  see 
the  test  scores),  information  about  a third  person,  records  relating  to  a pending  legal  claim  between  employer 
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and  employee,  or  material  used  by  the  employer  for  staff  management  planning.  For  complete  details  refer 
to  Section  103.13,  Wisconsin  Statutes. 

GOOD  SAMARITAN  LAW.  The  Legislature  has  broadened  the  immunity  provided  by  the  Wisconsin  Good 
Samaritan  Law  to  cover  any  person  rendering  aid  at  the  scene  of  an  emergency.  First  enacted  to  protect  phy- 
sicians, these  laws  are  common  throughout  the  United  States.  They  are  designed  to  encourage  prompt  care 
for  persons  who  are  injured  or  become  ill  away  from  normal  locations  where  treatment  is  given.  The  scene  of 
an  emergency  does  not  include  a hospital  or  physician’s  office.  Persons  employed  and  trained  to  render 
emergency  care,  acting  for  compensation  and  within  the  scope  of  their  employment  are  not  protected  under 
the  law. 

IMPLIED  CONSENT  LAW.  The  theory  of  Wisconsin’s  implied  consent  law  is  that  every  person  (including 
minors)  using  the  state’s  roads  is  presumed  to  have  consented  to  testing  for  alcohol  and  controlled  sub- 
stances if  he  or  she  is  arrested  for  a violation  involving  driving  under  the  influence  of  an  intoxicant.  (A  pre- 
liminary breath  test  may  be  given  before  arrest,  but  this  will  not  involve  physician  participation.)  This  pre- 
sumption is  overcome  if  the  individual  refuses  to  submit  to  the  test,  but  refusal  may  result  in  suspension  of 
his  driving  privileges  and  a severe  sentence  if  he  is  convicted  of  driving  under  the  influence  of  an  intoxicant. 
A person  who  is  unconscious  is  presumed  not  to  have  withdrawn  his  consent  to  such  chemical  testing.  If  the 
driver  does  not  refuse  to  take  a test,  one  may  be  given  upon  request  of  a traffic  officer.  The  test  may  be 
blood,  breath  or  urine,  and  the  law  enforcement  agency  administering  the  test  is  to  designate  which  one  shall 
be  used.  The  law  says  who  may  draw  blood  for  testing  purposes.  This  is  a procedure  which  should  be  done 
only  by  or  at  the  direction  of  a physician.  When  acting  upon  the  request  of  a traffic  officer  to  draw  blood, 
the  one  drawing  blood  is  immune  from  civil  or  criminal  liability  except  for  civil  liability  for  negligence 
(malpractice)  in  doing  so,  providing  the  person  has  been  arrested  under  certain  specified  statutes.  Recom- 
mended physician  guidelines  and  a sample  form  for  request /consent  for  drawing  blood  were  published  in 
the  July  1982  Blue  Book  issue  of  the  WMJ.  A reprint  of  the  article  and  reproducible  form  is  available 
to  SMS  members  at  no  charge  under  auspices  of  the  CES  Foundation;  available  to  others  at  a cost  of 
$3.00  plus  5%  state  sales  tax  to:  CES  Foundation,  Attn:  Drawing  Blood  Consent  Form,  PO  Box  1109, 
Madison,  W1  53701;  phone  257-6781  in  Madison  area  or  1-800-362-9080  in  Wisconsin. 

INCORPORATION.  County  and  specialty  societies  who  have  questions  regarding  incorporation,  in  what 
category  they  should  seek  tax  exemption,  and  the  mechanics  of  doing  either  or  both  of  these  are  encouraged 
to  consult  H B Maroney,  State  Medical  Society  assistant  secretary  and  corporate  legal  counsel,  at  SMS  head- 
quarters in  Madison. 

JAIL  HEALTH  CARE  IN  WISCONSIN.  Since  1976  the  State  Medical  Society  of  Wisconsin  has  been  working 
with  interested  sheriff’s  departments  on  a voluntary  basis  to  develop  health  care  systems  using  the  AMA’s 
Standards  for  Health  Services  in  Jails,  in  Juvenile  Correctional  Facilities,  and  in  Prisons.  Although  the  AMA 
does  the  accrediting  of  jails,  the  State  Medical  Society  provides  ongoing  consultation  which  includes  tech- 
nical assistance  emphasizing  the  use  of  existing  community  resources  such  as  the  county  nursing  service  and 
mental  health  and  alcoholism  counselors  from  the  Unified  Services  Board.  Interested  physicians  or  institu- 
tions desiring  more  information  on  what  constitutes  adequate  care  for  incarcerated  persons  may  contact  the 
State  Medical  Society  of  Wisconsin,  Attn:  Jail  Health  Care  Technical  Assistance  Committee,  PO  Box  1 109, 
Madison,  Wisconsin  53701;  or  phone  257-6781  (Madison  area)  or  1-800-362-9080  toll-free  in  Wisconsin. 

JOINT  PRACTICE:  PHYSICIANS  AND  NURSES.  Reprints  of  the  following  items,  which  were  published  in 
the  June  1981  Blue  Book  issue  of  the  WMJ,  are  available  upon  request  to:  State  Medical  Society  of  Wis- 
consin, Attn:  Joint  Practice  Committee,  PO  Box  1109,  Madison,  Wisconsin  53701;  or  phone  257-6781 
(Madison  area)  or  1-800-362-9080  toll-free  in  Wisconsin:  (1)  Guidelines  for  Implementation  of  Joint  Prac- 
tice of  Physicians  and  Nurses,  (2)  Statement  on  Joint  Practice,  and  (3)  Guidelines  for  Institutional  Joint 
Practice  Privileges. 

JURY  DUTY.  Physicians  are  no  longer  automatically  exempt  from  serving  as  a juror.  However,  there  are 
some  qualifying  circumstances  under  which  a physician  might  be  excused  in  the  discretion  of  a judge  for 
hardship  or  extreme  inconvenience.  Physicians  interested  in  further  details  may  contact  the  State  Medical  So- 
ciety of  Wisconsin,  Attn:  Physicians  Alliance  Division,  PO  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
257-6781  (Madison  area)  or  1-800-362-9080  toll-free  in  Wisconsin. 
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LICENSURE  IN  WISCONSIN.  The  practice  of  medicine  and  surgery  within  this  state  requires  a license.  Even 
physicians  just  finishing  their  military  service,  or  moving  to  Wisconsin  from  another  state,  must  be  licensed 
in  this  state  before  they  enter  active  practice.  Failure  to  complete  licensure  before  beginning  practice  may 
subject  the  physician  to  disciplinary  action  as  well  as  criminal  penalties.  Temporary  licenses  may  be  granted 
under  special  circumstances  by  the  State  Medical  Examining  Board.  Emergency  treatment  and  consultation 
with  licensed  Wisconsin  practitioners  may  be  undertaken  by  physicians  not  licensed  in  this  state.  But,  the 
general  rule  is  that  a physician  must  have  a Wisconsin  license  to  practice  in  this  state. 

“LIVING  WILL”  on  use  of  measures  to  sustain  life  (see  under  DONATION  OF  ORGANS,  BODY) 

MEDIC  ALERT  FOUNDATION  INTERNATIONAL,  a nonprofit,  tax-exempt  organization,  provides  life-pro- 
tecting services  such  as  bracelets  designed  to  alert  emergency  personnel  to  hidden  medical  conditions.  The 
Medic  Alert  emblem  is  imprinted  on  the  front  side  and  on  the  back  is  the  member’s  hidden  medical  condi- 
tion along  with  an  ID  number  and  24-hour  emergency  telephone  number  which  can  be  utilized  to  retrieve  the 
computerized  emergency  medical  data  within  seconds.  Information  that  is  stored  can  include  physician’s 
telephone  number,  type  of  insurance  policy,  next-of-kin,  blood  type,  medication  name  and  dosage.  Free  in- 
formation is  available  from  Medic  Alert,  Turlock,  California  95380. 

MINOR’S  CONSENT.  A common  question  from  physicians  throughout  the  state  is  under  what  circumstances 
may  a physician  provide  medical  services  to  a minor  without  parental  consent.  As  a general  rule,  consent 
for  medical  services  to  be  provided  to  an  unemancipated  minor  must  be  given  by  the  minor’s  parent,  guard- 
ian, or  court-appointed  sustaining  parent.  Under  appropriate  circumstances  a court  may  give  consent  in  lieu 
of  a parent.  Emancipation  occurs  when  a minor  is  no  longer  under  parental  care  and  custody.  A common 
example  of  emancipation  is  marriage  by  a minor.  Wisconsin  law  also  provides  that  a minor  may  receive 
diagnosis  of  and  treatment  for  venereal  disease  and  drug  abuse  without  parental  consent.  Attempts  to  ex- 
pand this  law  to  include  all  medical  care  have  failed.  This  area  of  the  law,  parental  rights  versus  minors’ 
right  of  privacy,  is  now  quite  active  and  physicians  should  be  alert  to  rulings  which  bear  on  this  conflict. 

NEWBORN  INFANT  EYE  DROPS.  The  permanent  administrative  rule  allowing  the  use  of  either  silver  nitrate, 
tetracycline,  or  erythromycin  for  the  prevention  of  gonococcal  ophthalmia  in  newborn  infants  became  ef- 
fective October  1,  1980.  The  rule  also  changes  the  time  frame  in  which  the  preventive  agent  must  be  ad- 
ministered after  birth  from  “immediately”  to  “as  soon  as  possible,  but  not  later  than  one  hour  after  birth.” 
Under  the  rule  only  one  child  shall  be  treated  per  container. 

OPENING  A PHYSICIAN’S  PRACTICE.  Some  considerations  for  physicians  to  note  when  opening  a medical 
practice  are  outlined  in  an  article  “Some  considerations  before  opening  a physician’s  office”  elsewhere  in 
this  issue.  Physicians  also  are  reminded  that  the  annual  Blue  Book  issues  of  WMJ  are  excellent  sources  of 
information  whether  opening  a practice  for  the  first  time  or  moving  a practice  to  Wisconsin.  Reprints  of  this 
year’s  issue,  as  well  as  previous  issues,  are  available  upon  request  to  the  Wisconsin  Medical  Journal,  PO  Box 
1109,  Madison,  Wis  53701,  or  phone  257-6781  (Madison  area)  or  1-800-362-9080  toll-free  in  Wisconsin. 
Cost:  $15.00  plus  5%  sales  tax  in  Wisconsin,  unless  tax-exempt  status  declared. 

OPTOMETRIST  REFERRAL  LAW.  Several  publicly  and  privately  sponsored  glaucoma  screening  programs 
have  inquired  of  the  State  Medical  Society  as  to  whether  it  is  appropriate  to  refer  persons  suspected  of  ele- 
vated intra-ocular  pressure  directly  to  an  appropriate  medical  specialist  for  further  evaluation.  The  question 
arises  because  one  section  of  the  Wisconsin  Statutes,  449.01  (3),  requires  any  agency  of  the  state,  county, 
municipality,  or  school  district  to  give  the  recipient  of  a vision  screening  program  equal  opportunity  to 
choose  between  optometric  or  physician  services  for  follow-up  as  a consequence  of  vision  screening  activities. 
At  the  same  time,  another  section  of  the  statutes,  449. 19,  which  was  passed  at  a later  date  by  the  Legislature, 
requires  that  an  optometrist  who  determines  the  possibility  of  the  existence  of  a pathologic  condition  to  refer 
the  person  examined  to  an  “appropriate  medical  specialist”  for  further  evaluation.  The  State  Medical  So- 
ciety believes  that  the  implication  of  these  statutes,  when  taken  in  combination,  is  clearly  a legislative  intent 
that  whenever  there  is  the  possibility  of  the  existence  of  a pathologic  condition,  the  patient  should  be  referred 
to  an  appropriate  medical  specialist  for  further  evaluation.  The  Legislature’s  action  was  a recognition  of  the 
seriousness  of  possible  pathology  in  the  eye  and  the  urgency  and  importance  of  referral  to  medical  care.  The 
Medical  Society  therefore  feels  it  appropriate  that  a public  health  nurse  or  other  person  who  as  a result  of 
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screening  tests  believes  there  is  reason  to  suspect  glaucoma  should  immediately  refer  directly  to  an  ophthal- 
mologist or  other  appropriate  medical  specialist.  At  the  same  time,  the  Medical  Society  wishes  to  emphasize 
that  the  policy  of  nondiscrimination  for  referral  to  optometrists  or  physicians  following  tests  for  visual  acuity 
must  be  respected  and  is  encouraged. 

PATIENTS’  RECORDS/ RETENTION  AND  INSPECTION.  Information  on  this  subject  appears  in  an  article  en- 
titled, “Retention  and  inspection  of  patients’  records,”  elsewhere  in  this  issue  and  will  not  be  repeated  here. 
However,  briefly  stated  the  statute  804.10(4)  reads:  “Upon  receipt  of  written  authorization  and  consent 
signed  by  a person  who  has  been  the  subject  of  medical  care  or  treatment,  or  in  case  of  the  death  of  such 
person,  signed  by  the  personal  representative  or  by  the  beneficiary  of  an  insurance  policy  on  the  person’s  life, 
the  physician  or  other  person  having  custody  of  any  medical  or  hospital  records  or  reports  concerning  such 
care  or  treatment,  shall  forthwith  permit  the  person  designated  in  such  authorization  to  inspect  and  copy 
such  records  and  reports.  Any  person  having  custody  of  such  records  and  reports  who  unreasonably  refuses 
to  comply  with  such  authorization  shall  be  liable  to  the  party  seeking  the  records  or  reports  for  the  reason- 
able and  necessary  costs  of  enforcing  the  party’s  right  to  discover.” 

PATIENTS’  RIGHT  OF  ACCESS  TO  THEIR  MEDICAL  RECORDS.  A notice,  which  explains  to  patients  the 
law  requiring  all  physicians  and  hospitals  to  advise  their  patients  of  the  patient’s  right  of  access  to  their  med- 
ical record  is  available  to  Society  members  for  posting  in  their  offices  at  a place  easily  seen  by  all  patients.  Pa- 
tients may  receive  information  from  their  record  upon  completion  of  an  “informed  consent”  release  form 
(see  copy  of  form  in  article  “Retention  and  inspection  of  patients’  records”  elsewhere  in  this  issue).  Write: 
State  Medical  Society  of  Wisconsin,  Attn:  Communications  Coordinator,  PO  Box  1 109,  Madison,  Wiscon- 
sin 53701;  or  phone  257-6781  (Madison  area)  or  1-800-362-9080  toll-free  in  Wisconsin. 

PHYSICAL  THERAPY  RELATING  TO  PRACTICE.  An  Attorney  General’s  opinion,  issued  in  April  1982  re- 
garding two  issues  relating  to  the  practice  of  physical  therapy,  fee  splitting,  and  professional  service  corpora- 
tion, appeared  in  the  July  1982  Blue  Book  issue  of  WMJ  and  will  not  be  repeated  here.  The  following  is  a 
capsule  opinion:  There  is  no  violation  of  the  “fee  splitting”  statute,  sec.  448.08(1),  Wis.  Stats.,  where  a phy- 
sician, through  a service  corporation  owned  by  the  physician,  bills  the  patient  for  his  own  services,  and  that 
of  physical  therapist  employed  by  the  corporation,  provided  the  billing  states  an  accurate  dollar  figure  for  the 
respective  services.  A medical  professional  service  corporation  is  not  in  violation  of  sec.  180.99(2)  Wis. 
Stats.,  when  physical  therapists  are  on  the  staff  of  the  corporation. 

PHYSICIAN-PATIENT-HOSPITAL  RELATIONSHIP.  Questions  pertaining  to  this  issue  are  addressed  in  an 
article  entitled,  “Legal  responsibilities  of  the  physician-patient-hospital  relationship,”  which  appears  else- 
where in  this  issue. 

PHYSICIAN’S  ASSISTANTS.  The  State  Medical  Examining  Board,  pursuant  to  the  authority  delegated  by  ss. 
15.08(5),  227.08,  444.04(l)(f),  and  448.40,  Wis.  Stats.,  governs  the  certification  and  regulation  of  physician’s 
assistants.  Chapter  Med  8 of  the  Wisconsin  Administrative  Code,  stating  the  rules  under  which  the  Medical 
Examining  Board  must  govern  physician’s  assistants,  was  published  in  toto  in  the  July  1982  Blue  Book 
issue  of  the  WMJ.  Copies  are  available  upon  request  to  WMJ. 

PREMARITAL  EXAMINATIONS.  Previous  statutes  requiring  couples  to  have  premarital  (VD  screening)  exam- 
inations have  been  repealed.  The  physician’s  practice  of  giving  complete  physical  examinations  or  represent- 
ing complete  physical  examinations  is  no  longer  a mandatory  requirement  of  the  statutes. 

STANDARD  CASUALTY  MEDICAL  REPORT  FORM.  In  1963  the  State  Medical  Society  of  Wisconsin  and  the 
Wisconsin  Claims  Council  developed  an  agreement  whereby  a doctor  who  files  a standard  short  report  form 
without  charge  receives  insurance  company  support  of  his  or  her  financial  interest  at  the  time  of  payment. 
The  casualty  companies  and  the  State  Medical  Society  devised  the  form  to  protect  the  interests  of  doctors, 
companies,  and  insureds.  Because  it  is  the  standard  report  form  recognized  by  the  Society,  it  cannot  be 
changed  by  any  insuror  other  than  to  add  the  logo  of  the  insurance  company  requesting  the  information. 
Physicians  are  cautioned  that  this  agreement  only  applies  to  the  short  form.  If  a physician  is  asked  to  file  a 
lengthy  narrative  report  by  the  insurance  company,  he  or  she  should  expect  payment  for  this  additional  serv- 
ice. Physicians  usually  get  these  forms  from  the  insurance  company  involved.  ■ 
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Must  a Wisconsin  physician  report 


1.  Deaths? 

The  Wisconsin  Statutes  requires  that  the  following 
deaths  must  be  reported  immediately  to  the  sheriff, 
police  chief,  or  coroner  of  the  county  in  which  such 
death  occurred: 

a.  All  deaths  in  which  there  are  unexplained,  unusual, 
or  suspicious  circumstances. 

b.  All  homicides. 

c.  All  suicides. 

d.  All  deaths  following  an  abortion. 

e.  All  deaths  due  to  poisoning,  whether  homicidal, 
suicidal  or  accidental. 

f.  All  deaths  following  accidents,  whether  the  injury 
is  or  is  not  the  primary  cause  of  death. 

g.  When  there  was  no  physician  in  attendance  within 
30  days  preceding  death. 

h.  When  a physician  refuses  to  sign  the  death 
certificate. 

i.  When  a physician  cannot  be  obtained  within  24 
hours  of  death. 

Violations  of  the  above  are  punishable  by  fine  or 
imprisonment. 

2.  Treatment  of  automobile  accident  injuries? 

No,  unless  there  is  a death. 

3.  Drowning? 

Yes. 

4.  Gun  shot  wounds? 

No,  except  where  death  results. 

5.  Hunting  accidents? 

No,  except  where  death  results. 

6.  Industrial  accidents? 

No,  except  where  death  results. 

7.  Industrial  diseases? 

No.  except  for  lead  poisoning,  to  the  DHSS. 

8.  Suicide  attempts? 

No;  only  death  by  suicide  is  reportable. 

9.  Sending  of  corpses  to  undertaker? 

Yes.  Before  a physician  sends  a corpse  to  a funeral  direc- 
tor, undertaker,  mortician,  or  embalmer,  he  must  notify 
the  next  of  kin  or  a person  who  may  be  chargeable  with 
the  funeral  expenses.  There  is  a penalty  for  violation 
of  this  requirement. 


10.  Live  births? 

Yes,  you  must  file  with  the  city  health  officer  or  county 
register  of  deeds,  as  appropriate,  a certificate  for  all 
births  attended  by  you  within  five  (5)  days.  Failure  to 
file  within  the  time  period  makes  fees  for  medical  serv- 
ices unlawful.  Additionally,  the  physician  must 
separately  report  congenital  defects  or  physical  deform- 
ities of  a newborn  observed  within  24  hours  of  birth. 
Such  cases  are  reportable  to  the  Department  of  Health 
and  Social  Services. 

11.  Communicable  diseases? 

Yes,  to  local  health  officers  and  may  be  directed  by  local 
officers  to  report  directly  to  the  Department  of  Health 
and  Social  Services. 

12.  Sexually  transmitted  diseases? 

Yes,  to  the  local  health  officers  and  the  Department  of 
Health  and  Social  Services. 

13.  Tuberculosis? 

Yes,  to  local  health  officers  and  may  be  directed  by  local 
officers  to  report  directly  to  the  Department  of  Health 
and  Social  Services. 

14.  Chronic  alcoholics? 

No.  even  if  you  know  or  believe  it  probable  that  they 
are  driving  automobiles. 

15.  Epileptics? 

No,  but  see  item  in  article  "SMS  members,  you  should 
know.  . elsewhere  in  this  issue. 

16.  Drug  addiction? 

No. 

17.  Abused  or  neglected  children? 

Yes.  The  law  requires  reports  of  "abused"  (including 
sexual  exploitation)  or  “neglected"  (those  not  receiv- 
ing food,  clothing,  shelter  or  care,  including  medical 
care  so  as  to  “seriously  endanger"  the  child's  health) 
children  or  those  with  exceptional  educational  needs 
(see  articles  in  June  1979  Blue  Book  issue  and 
February-March  1983  issues  of  the  WMJ. ) Wilful 
failure  to  report  may  subject  a physician  to  a penalty; 
good  faith  reports  provide  immunity. 

18.  Cancer? 

No,  but  hospitals  are  required  to  report  to  the  Depart- 
ment of  Health  and  Social  Services. 


The  foregoing  list  incorporates  questions  most  commonly  asked,  and  is  by  no  means  a complete  list  of  all  that 
the  statutes  or  department  rules  of  the  state  require  by  way  of  reports  from  physicians. 

The  law  prohibits  a physician  from  disclosing,  except  as  specifically  required  or  authorized  by  law,  any  informa- 
tion which  he  or  she  acquired  in  attending  a patient  and  which  is  necessary  for  him  or  her  to  treat  that  patient.  In- 
formation provided  to  the  Department  of  Health  and  Social  Services  which  relates  to  personal  facts  about  a patient 
may  be  used  only  for  statistical  or  summary  purposes  or  anonymously  except  as  its  disclosure  may  be  necessary 
to  provide  services  for  the  patient.  Address:  DHSS,  1 W Wilson  St,  PO  Box  309,  Madison,  Wl  53701. 
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Legal  responsibilities 
of  the 

physician-patient-hospital 

relationship 

Several  questions  pertaining  to  the  physician- 
patient-hospital  relationship  were  addressed  by  the 
Society’s  legal  counsel.  The  questions  and  excerpts 
from  the  opinion  of  legal  counsel  are  presented  below. 

1.  Is  there  a special  legal  responsibility  of  a physi- 
cian to  his  hospitalized  patient? 

There  are  no  Wisconsin  statutes  which  directly 
cover  or  govern  the  question  set  out  above.  The  basic 
statutes  on  hospitals  relate  to  construction,  safety, 
standards  of  maternity  departments,  and  licensure. 

In  general  terms,  the  courts  have  held  that  a physi- 
cian has  a legal  responsibility  to  his  patients,  hos- 
pitalized or  not,  to  furnish  that  degree  of  professional 
skill  which  meets  the  standard  of  professional  care 
and  to  give  such  professional  attention  to  the  patient 
as  the  case  requires.  By  statute  the  physician  must  in- 
form patients  of  alternate  viable  modes  of  treatment. 
A physician  is  not  legally  excused  for  inattention  to 
one  patient  on  the  grounds  that  he  was  occupied  with 
the  needs  of  others. 

A physician  has  a continuing  responsibility  to  his 
hospitalized  patient  at  least  to  the  point  where  the  lat- 
ter is  well  enough  to  be  discharged,  or  sooner  leaves 
without  the  physician’s  authorization.  A physician 
may  be  charged  with  abandonment  for  neglecting  a 
patient  who  needs  his  care,  whether  during  or  after 
hospitalization.  Once  a physician  has  agreed  to  care 
for  a particular  patient,  he  must  continue  to  do  so 
until  the  patient  discharges  him  or  no  longer  needs  his 
professional  services.  He  may  be  legally  liable  for 
neglect  of  the  patient,  or  for  ceasing  to  care  for  him 
until  another  physician  has  replaced  him,  unless  he 
has  been  clearly  discharged  by  the  patient  before  the 
relieving  physician  actually  takes  over. 

While  a hospital  nurse  or  technician  may  tech- 
nically be  in  the  employ  of  the  hospital,  a physician 
may  incur  legal  liability  for  permitting  a nurse  or  tech- 
nician to  carry  out  his  treatment  orders  or  assist  him 
when  he  knows  or  has  reasonable  cause  to  know  that 
such  person  is  unsuitable  for  such  duties  by  reason  of 
inadequate  training,  experience,  judgment  or  person- 
ality defect. 

The  essence  of  negligence  is  the  absence  of  the 
degree  of  care  owed  by  one  person  to  another.  Legal 
liability  results  when  negligence  causes  physical  injury 
or  monetary  damage  to  the  object  of  such  negligence. 
The  principles  of  law  involved  are  few,  but  their  appli- 
cation depends  upon  the  facts  of  the  case,  frequently 
as  evaluated  by  expert  testimony,  and  as  found  by  a 
jury  or  court. 

There  also  has  been  a recent  trend  toward  the 
definition  and  codification  of  social  or  human  rights 


of  patients  apart  from  their  right  to  receive  care  meet- 
ing the  appropriate  standards  of  professional  skill.  A 
patients’  bill  of  rights  for  nursing  home  and  residen- 
tial care  facility  residents  has  been  enacted  both  by 
statute  and  administrative  rule.  Several  hospitals  have 
adopted  or  considered  such  a statement  of  rights. 
While  not  affecting  the  nature  of  care  given,  this  ex- 
pression of  patients’  rights  does  affect  the  environ- 
ment within  which  this  care  is  provided. 

2.  What  is  the  joint  legal  responsibility  of  the  physi- 
cian and  hospital  to  a hospitalized  patient? 

The  courts  in  the  past  tended  to  distinguish  the 
administrative  negligence  of  a hospital  from  the  pro- 
fessional or  medical  negligence  of  a physician.  The 
first  is  concerned  largely  with  the  furnishing  of  safe 
and  adequate  facilities,  equipment,  food  and  related 
services  and  the  carrying  out  of  such  routines  as  bath- 
ing or  other  general  care.  The  other  is  concerned  with 
professional  treatment  or  care  by  the  physician,  or  the 
carrying  out  of  the  orders  of  a physician  by  a nursing 
staff,  technicians  or  others.  A hospital  was  liable  in 
general  for  administrative  negligence,  and  a physician 
for  professional  negligence  on  the  part  of  himself  or 
an  agent,  where  injury  results. 

The  distinction  between  the  administrative  and 
housekeeping  functions  for  which  hospitals  were  tra- 
ditionally responsible  and  professional  activities  for 
which  the  physician  was  responsible  has  become 
blurred.  Institutional  liability  for  the  negligence  of  its 
paraprofessional  employees,  frequently  joint  liability 
with  independent  physicians  who  are  their  immediate 
supervisors,  is  well  settled.  The  1965  Darling  case  in 
Illinois  voiced  a responsibility  of  the  hospital  to  review 
and  supervise  the  care  given  in  a hospital.  That  case 
rested  in  part  on  the  failure  of  hospital  employees  in 
observation  and  reporting  but  the  principle  estab- 
lished was  broader.  A leading  Wisconsin  case  held  a 
hospital  liable  for  granting  staff  privileges  to  an  in- 
competent practitioner.  Other  cases  found  liability  for 
the  failure  of  the  medical  staff  to  supervise  physicians 
practicing  in  the  institution  and  for  the  failure  to 
establish  quality  review  systems.  While  these  all  have 
administrative  aspects,  they  also  put  the  hospitals  into 
potential  jeopardy  for  the  quality,  or  lack  of  quality, 
of  care  provided  in  the  institution.  Thus  both  hospital 
and  physician  could  be  liable  for  concurrent  or  related 
acts  of  negligence  which  united  to  cause  damage  to  a 
patient,  or  where  the  negligent  acts  of  the  one  aggra- 
vated the  injuries  caused  by  the  other  party. 

Where  joint  negligence  has  occurred,  the  patient 
may  elect  to  sue  the  hospital,  the  physician,  or  both.  If 
the  patient  prevails  in  court  against  the  two,  he  may 
enforce  his  judgment  wholly  against  the  hospital  or 
the  physician  as  he  may  prefer.  If  there  was  in  fact 
joint  liability  of  hospital  and  physician  but  the  patient 
enforced  his  judgment  against  the  latter,  the  physician 
may  then  look  to  the  hospital  for  recovery  for  such 
portion  of  the  damages  he  has  paid  as  represents  the 
hospital’s  share  of  the  total  liability  established  by  the 
litigation. 
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As  a general  proposition  the  hospital  and  physician 
have  separate  legal  responsibility  to  the  patient.  The 
former  is  concerned  primarily  with  safe  and  adequate 
facilities  and  the  exercise  of  a due  standard  of  care  in 
the  selection  and  supervision  of  its  staff  and  to  some 
extent  the  care  given  in  the  institution.  The  physician 
is  concerned  with  the  professional  care  which  he  either 
renders  or  directs  on  behalf  of  the  patient.  While  the 
decisions  of  various  courts  furnish  numerous  in- 
stances of  suits  in  which  hospital,  physician  and  nurse 
were  jointly  sued,  it  is  not  uncommon  for  a court  or 
jury  to  determine  during  the  course  of  the  trial  that  no 
liability  exits  against  one  or  more  of  the  parties  sued. 
In  some  cases  only  the  hospital,  or  the  physician  or 
the  nurse  is  found  to  have  been  liable  in  a particular 
situation.  In  other  cases  two  of  them  may  be  found 
negligent.  In  still  other  cases  the  suit  is  dismissed  as  to 
all  three. 

While  the  functioning  of  the  hospital  as  an  institu- 
tion and  of  its  nurses  and  technical  staffs  with  the 
medical  staff  call  for  a high  degree  of  coordination, 
teamwork  and  close  understanding,  all  for  the  benefit 
of  the  patient,  such  facts  do  not  of  themselves  create  a 
joint  legal  responsibility.  Perhaps  the  best  explanation 
is  that  while  teamwork  and  cooperation  are  practical 
necessities  they  do  not  automatically  create  a joint 
legal  responsibility.  It  is  up  to  the  patient  who  asserts 
negligence  to  declare  whether  the  hospital,  as  an 
administrative  institution  or  as  an  employer,  is  re- 
sponsible for  his  injury  and  damage,  or  whether  the 
physician  or  others  acting  under  his  direction  were 
primarily  responsible. 

3.  What  is  the  extent  of  legally  enforceable  rights  of 

a physician  against  a hospital  in  which  he  has 

staff  privileges? 

The  legally  enforceable  rights  of  a physician  against 
a hospital  growing  out  of  his  staff  privileges  are  rela- 
tively limited  in  character.  Thus  a staff  physician  can- 
not demand  that  certain  managerial  policies  be 
adopted,  for  that  is  the  function  of  the  governing 
board  and  its  administrator.  He  cannot  demand  that 
the  hospital  purchase  certain  equipment,  but  is  en- 
titled to  observe  that  such  equipment  as  it  has  is  in- 
adequate, poorly  maintained  or  unsafe.  The  latter 
right  grows  out  of  his  concern  for  patient  interest  and 
his  professional  competence  to  make  the  observa- 
tions. 

There  are  two  areas  worthy  of  comment  in  which  a 
staff  physician  has  legally  enforceable  rights.  The  first 
is  exemplified  in  the  so-called  “inhospital  staff 
specialties”  such  as  radiology,  pathology  and 
physiatry.  When  the  medical  staff  and  the  governing 
body  of  a hospital  consider  that  it  is  in  the  public 
interest,  it  is  lawful  for  practitioners  in  these  special- 
ties to  contract  with  a hospital  to  provide  consultation 
services  for  attending  physicians.  Such  consultants 
must  be  members  of  or  acceptable  to  the  medical  staff 
of  such  hospital.  So  long  as  a contract  between  such  a 
specialist  and  a hospital  relating  to  his  practice  is  in  ac- 


cordance with  the  fee  splitting  statute  and  other  appli- 
cable laws,  it  is  enforceable  by  him  against  the 
hospital  and  by  the  hospital  against  him. 

The  second  area  of  legally  enforceable  rights  en- 
joyed by  staff  physicians  are  those  which  relate  to 
staff  privileges  as  such.  The  documents  which  govern 
staff  privileges  are  typically  bylaws,  rules  and  regula- 
tions, the  application  of  an  individual  physician  for 
staff  privileges  and  the  official  action  on  such  applica- 
tion, first,  by  the  medical  staff,  and  then  by  the  gov- 
erning body  of  the  hospital.  A physician  whose  staff 
appointment  is  regular  in  every  respect  acquires  legally 
enforceable  rights  once  he  becomes  a member  of  the 
medical  staff.  Those  rights  depend  upon  and  are 
limited  by  the  provisions  of  the  hospital  bylaws,  rules 
and  regulations,  and  by  any  particular  conditions  at- 
tached to  his  appointment,  such  as  limitations  on 
surgical  privileges. 

It  is  the  proper  business  of  the  individual  and  col- 
lective membership  of  a medical  staff  to  see  that  the 
granting  of  staff  privileges,  their  limitation,  suspen- 
sion and  termination  are  spelled  out  clearly,  ade- 
quately and  fairly.  This  is  a matter  of  proper  concern 
to  patients  whom  the  physician  may  hospitalize,  and 
of  enlightened  self-interest  to  physician  and  hospital 
as  well. 

There  appears  to  be  a trend  generally  in  the  courts 
of  this  country  to  recognize  something  akin  to  a prop- 
erty right  in  hospital  staff  privileges  once  they  are 
granted,  so  long  as  they  remain  in  force,  and  assum- 
ing that  the  physician  is  not  guilty  of  acts  of  profes- 
sional negligence  or  misconduct.  This  means  that  the 
trend  of  the  courts  is  away  from  permitting  summary 
suspension  or  termination  of  staff  privileges  without  a 
fair  hearing,  except  for  grave  cause  which  might  en- 
danger patients  or  create  liability  on  the  part  of  the 
hospital. 

Increasing  importance  should  be  attached  to 
“negotiations”  between  the  medical  staff  and  the 
governing  body  or  administrator  of  a hospital.  These 
can  be  conducted  by  the  Chief  of  Staff  of  a very  small 
hospital,  or  by  the  Executive  Committee  of  the 
medical  staff  of  a larger  hospital,  in  areas  in  which 
patient  welfare  and  safety  are  involved,  or  in  which 
tensions  or  conflict  may  arise  between  hospital  policy 
and  medical  policy  to  the  detriment  of  patient  welfare. 
The  latter  are  not  matters  of  contract  right  as  such, 
but  are  akin  to  “collective  bargaining,”  and  become  a 
matter  of  understanding  at  the  point  the  hospital  and 
the  medical  staff  are  in  agreement.  They  might  in- 
clude such  areas  as  the  unwillingness  of  the  governing 
body  of  the  hospital  to  follow  medical  staff  recom- 
mendations for  granting  or  limiting  staff  privileges; 
failure  to  purchase  desirable  or  needed  equipment  or 
to  replace  equipment  in  the  interests  of  patient  safety 
or  welfare;  inadequate  selection  of  the  nursing,  tech- 
nical and  other  staffs  of  the  hospital,  or  insufficient 
supervision  and  continued  training  during  the  course 
of  employment.* 
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Retention  and  inspection  of  patients’  records 


It  is  generally  agreed  that  ownership  of  medical 
and  hospital  records  rests,  respectively,  with  the 
physician  and  the  hospital.  Their  beneficial  owner- 
ship, that  is  the  right  to  have  them  used  for  one’s 
benefit,  is  in  the  patient  although  the  right  to  pos- 
session remains  in  the  physician  or  hospital.  The 
doctor-patient-hospital  relationship  has  been  con- 
sidered by  the  legislature  and  the  courts.  They  have 
declared  it  to  be  in  the  public  interest  that  the  patient 
have  access  to  relevant  records  concerning  his 
medical  care  and  treatment. 

Because  of  the  long-standing  uncertainty  regarding 
the  rights  of  physicians,  hospital  personnel,  patients 
and  others  in  regard  to  health  care  records,  efforts 
both  statutory  and  private  have  been  made  to  clarify 
this  situation.  In  1959  the  State  Medical  Society  of 
Wisconsin  and  the  Wisconsin  Hospital  Association 
jointly  developed  an  Interpretation  seeking  to  define 
what  is  a health  record  and  restate  the  respective 
rights  of  various  interested  parties  in  them.  This 
Interpretation  was  printed  in  the  June  1975  Blue 
Book  issue  of  the  Wisconsin  Medical  Journal. 
(74  WMJ  30) 

The  law  under  which  the  Interpretation  was  pre- 
pared has  been  subsequently  amended.  To  the  extent 
of  that  amendment,  the  Interpretation  is  no  longer 
valid.  It  does  provide  a framework  from  which  to 
view  the  issues  involved,  this  framework  having  been 
developed  jointly  by  the  health  professionals  most 
directly  involved.  The  new  statute,  Sec.  804.10(4), 
Wis.  Stats.,  is  discussed  in  the  box  accompanying 
this  article.  It  deals  with  authorization  by  a patient 
for  the  examination  or  inspection  of  that  patient’s 
health  care  records. 

More  recently,  Secs.  146.81-.83,  Wis.  Stats.,  were 
enacted  effective  1980.  This  new  law  deals  with  the 
release  of  health  care  records  by  consent  and  without 
consent.  Health  care  records  are  defined  as  “all 
records  related  to  the  health  of  a patient  prepared  by 
or  under  the  supervision  of  a health  care  provider.” 
Consent  may  be  given  by  the  patient  or  one  legally 
permitted  to  act  on  the  patient’s  behalf.  Consent 
must  contain  the  name  of  the  patient,  the  purpose 
of  disclosure  of  the  records,  the  type  of  information 
to  be  disclosed,  the  person  to  whom  disclosure  may 
be  made,  which  providers  are  to  make  the  disclo- 
sure, and  the  time  period  during  which  the  consent 
is  effective.  Access  without  consent  of  the  patient  is 
permitted  for  staff,  accreditation  or  review  com- 
mittee use,  performance  of  health  care  services  or 
consultation  regarding  them,  billing,  collecting  and 
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payment  of  claims,  on  court  order,  on  written 
request  from  an  appropriate  government  agency, 
and  for  research  purposes  subject  to  particular  con- 
ditions. The  new  law  also  covers  the  subject  of 
patient  access  to  health  care  records. 

Since  a patient  does  have  a general  right  to  inspect 
his  medical  and  hospital  records,  the  question  how 
long  to  retain  records  is  automatically  raised. 


A.  Retention  of  Records 

For  purposes  of  this  article  patients  can  be  clas- 
sified into  three  legal  categories.  Each  category  calls 
for  retention  of  records  for  different  periods.  These 
are  patients  (1)  over  18  who  are  mentally  compe- 
tent; (2)  over  18  who  are  mentally  ill;  and  (3)  under 
18. 

Among  others,  the  following  reasons  for  retention 
of  patient  records,  whether  in  original  or  reproduced 
form,  must  be  considered: 

1.  To  aid  medical  science;  also  to  facilitate  the 
care  of  a particular  patient  who  requires  treat- 
ment or  hospitalization  at  a later  time. 

2.  To  provide  a record  for  the  assistance  of  the 
patient  in  enforcing  his  claim  for  injuries 
against  others  than  the  physician,  hospital,  or 
members  of  their  respective  staffs. 

3.  To  assist  the  physician,  hospital,  a member  of 
the  medical  or  nursing  staff,  or  other  personnel 
in  defending  against  an  allegation  of  negligence 
made  by  or  on  behalf  of  the  patient. 

4.  To  assist  the  physician  or  hospital  in  collecting 
an  unpaid  debt  due  from  a patient. 

Recommendations 

The  following  recommendations  apply  to  each  of 
the  foregoing  reasons  for  retention  of  records  above 
noted. 

1.  As  to  the  length  of  time  for  retaining  records 
as  an  aid  to  medical  science  or  to  the  patient 
himself,  this  will  depend  in  part  upon  the  facili- 
ties of  the  physician’s  office  or  the  size  and 
character  of  the  hospital  and  will  necessarily 
involve  the  judgment  of  the  particular  phy- 
sician or  of  the  medical  staff  of  the  hospital.  In 
any  event  this  is  a matter  of  medical  judgment 
and  not  legal  considerations. 

2.  A mentally  normal  patient  of  legal  age  has  3 
years  within  which  to  sue  for  persona!  injuries. 
If  a patient  elects  to  sue  on  a contract  rather 
than  for  alleged  negligence,  he  has  6 years  in 
which  to  do  so.  In  rare  instances  which  would 
almost  never  apply  to  a patient-physician  re- 
lationship, he  might  have  up  to  20  years.  Such 
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unusual  situations  would  ordinarily  be  known 
to  the  physician’s  attorney.  To  aid  the  patient 
in  enforcing  his  claims  against  others,  it  is 
recommended  that  records  be  retained  for  at 
least  6 years.  There  is  no  legal  requirement  for 
accommodating  a former  patient  longer  than 
the  suggested  6 years,  although  where  fraud  is 
alleged,  the  injured  party  has  6 years  in  which 
to  sue  after  discovery  of  the  fraud.  For  ex- 
ample, a surgeon  is  chargeable  with  “fraud” 
who  is  aware  he  has  left  a foreign  object  in  a 
patient’s  body  but  does  not  disclose  that  fact 
to  the  patient,  or  the  latter’s  representative. 

3.  The  period  recommended  for  retention  of 
patient  records  to  defend  against  an  allegation 
of  negligence  would  depend  upon  the  category 
into  which  the  patient  falls.  The  principal 
categories  can  be  summarized  as  follows: 

A.  If  the  patient  is  over  18  and  mentally  com- 
petent, the  Wisconsin  Statutes  require  that 
he  start  an  action  for  alleged  negligence 
within  3 years  after  the  alleged  act. 

B.  If  the  patient  is  over  18  and  mentally  ill 
at  the  time  of  his  treatment  or  hospitali- 
zation, or  becomes  so  within  3 years  there- 
after, suit  must  be  brought  on  his  behalf,  or 
by  him  if  he  recovers,  within  one  year  of  his 
recovery,  and  if  he  does  not  recover,  within 
a maximum  of  8 years  after  the  alleged 
negligence. 

C.  If  the  patient  is  a mentally  normal  minor  at 
the  time  of  treatment  or  hospitalization, 
suit  for  injuries  resulting  from  alleged  mal- 
practice by  a health  care  provider  must  be 
brought  on  behalf  of  the  minor  within  the 
later  of:  (i)  3 years  after  the  injury  or  (ii) 
one  year  from  the  date  the  injury  was,  or 
should  have  been,  discovered  within  a maxi- 
mum of  five  years  after  the  alleged  injury, 
or  (iii)  the  time  the  minor  reaches  the  age 
of  10. 

D.  If  the  patient  was  a minor  and  mentally 
ill  at  the  time  of  the  alleged  negligence,  and 
becomes  mentally  normal  by  age  18,  he 
must  sue  for  the  alleged  negligence  by  the 
time  he  is  20,  or  within  three  years  from  the 
date  of  the  injury,  whichever  is  later.  If  such 
patient  remains  insane  after  reaching  age 
18,  his  guardian  must  start  suit  within  two 
years  of  his  recovery,  or  before  the  patient 
is  20,  whichever  occurs  later,  all  within  a 
maximum  of  eight  years  after  the  alleged 
negligence. 

4.  To  the  extent  that  patients’  records  are  retained 
to  assist  in  collection  of  accounts,  such  claim 
must  be  enforced  by  the  physician  or  hospital 
within  6 years  of  the  time  it  was  incurred,  un- 
less such  time  was  extended  by  act  of  the  person 
owing  the  account. 


An  accurate  and  durable  reproduction  of  the 
record  on  microfilm  or  similar  process  is  as  fully 
admissible  before  a court  as  the  original  itself. 
Therefore,  the  originals  of  your  records,  once  they 
are  microfilmed,  may  be  destroyed.  However,  it  is 
advisable  to  keep  the  original  record  for  at  least  3 
years  or  until  the  patient  has  paid  your  bill.  The 
reasons  for  this  recommendation  are: 

1.  The  original  is  in  many  ways  more  convenient 
to  handle  and  to  read  than  microfilm; 

2.  The  opportunity  for  physical  examination  of  an 
original  patient  record  minimizes  the  chance 
of  suspicion  or  an  assertion  that  something  is 
missing. 

B.  Inspection  and  Copying  of  Medical  Records: 

As  a general  rule,  the  right  to  inspect  or  copy 
medical  records  is  based  on  the  consent  for  such 
action  by  the  patient  or  one  legally  authorized  to  act 
for  the  patient.  The  issue  may  arise  in  any  of  several 
situations  and  in  the  absence  of  a statutory  exception 
covering  the  particular  situation  the  physician  should 
permit  inspection  and  copying  of  a patient’s  medical 
records  only  by  the  patient  or  by  one  who  has  a 
written  authorization  from  the  patient  (or  one 
legally  allowed  to  act  on  behalf  of  the  patient) 
stating  the  extent  of  the  authorization  and  describ- 
ing the  records  covered  by  the  authorization. 

SECTION  804.10(4) 

The  general  rule  regarding  inspection  and  copy- 
ing of  medical  records  is  codified  in  Section  804. 
10(4),  Wisconsin  Statutes.  It  is  set  out  in  the  box 
below. 

A physician  or  hospital  administrator,  and  any- 
one designated  by  either  of  them  is  urged  to  read 
this  article  before  allowing  the  inspection  or  copying 
of  medical  records  and  reports  which  are  in  his 
custody. 


STATUTE:  804.10(4) 

“804.10(4).  Upon  receipt  of  written  authoriza- 
tion and  consent  signed  by  a person  who  has  been 
the  subject  of  medical  care  or  treatment,  or  in  case 
of  the  death  of  such  person,  signed  by  the  per- 
sonal representative  or  by  the  beneficiary  of  an  in- 
surance policy  on  the  person’s  life,  the  physician 
or  other  person  having  custody  of  any  medical  or 
hospital  records  or  reports  concerning  such  care 
or  treatment,  shall  forthwith  permit  the  person 
designated  in  such  authorization  to  inspect  and 
copy  such  records  and  reports.  Any  person  having 
custody  of  such  records  and  reports  who  un- 
reasonably refuses  to  comply  with  such  authoriza- 
tion shall  be  liable  to  the  party  seeking  the  records 
or  reports  for  the  reasonable  and  necessary  costs 
of  enforcing  the  party’s  right  to  discover.” 
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An  authorization  from  or  on  behalf  of  a patient 
allowing  the  designated  person  to  inspect  and  copy 
medical  or  hospital  records  or  reports  concerning  the 
patient’s  care  and  treatment  may  not  specify  what 
specific  records  are  covered.  The  physician  on  the 
other  hand  may  have  records  that  go  back  many 
years  and  cover  more  than  one  treatment  or  series 
of  treatments,  and  more  than  one  illness  or  hospital- 
ization, or  more  than  one  member  of  a family. 

Before  complying  with  the  request  of  a patient  to 
inspect  and  copy  his  records,  the  physician  should 
confer,  if  practical,  with  the  patient  or  his  repre- 
sentative to  ascertain  what  illness,  what  treatment, 
and  what  period  of  time  are  intended  by  the  auth- 
orization. If  by  any  chance  the  records  or  reports 
contain  material  relating  to  conditions  which  would 
be  embarrassing  to  the  patient  or  which  might  in- 
volve other  members  of  the  immediate  family,  the 
patient  or  a representative  might  be  very  grateful  to 
have  the  physician  point  this  out  and  delete  them 
from  any  preparation. 

If  practical,  the  physician  might  also  ascertain 
who  suggested  the  copying  of  records.  It  could  be 
important  whether  this  was  another  physician,  an 
insurance  company,  an  employer,  or  an  attorney  for 
any  such  parties. 

Some  physicians  are  requesting  not  only  that  the 
time  periods  to  be  copied  from  a medical  record  or 
report  be  specified,  but  also  that  each  particular 
illness  be  specified  in  the  authorization  from  the 
patient. 

Once  the  decision  has  been  made  how  far  back  to 
go  and  just  what  portions  of  the  total  medical  record 
are  to  be  copied,  the  physician  or  hospital  should 
not  let  the  record  leave  the  premises.  For  the  infor- 
mation of  physicians,  the  statute  does  not  authorize 
the  removal  of  medical  or  hospital  records  from  the 
premises.  Further,  the  physician  or  hospital  should 
not  permit  anyone  outside  the  staff  to  copy  the 
record  except  in  the  presence  of  a staff  member. 

Whether  by  intention  or  not,  the  physician  or 
hospital  might  lose  a portion  of  the  record  if  they 
do  not  observe  these  precautions,  and  such  loss 
could  prove  a serious  handicap  later. 

Following  are  some  major  considerations  and 
safeguards  to  be  observed  by  a custodian  of  medi- 
cal records  and  reports: 

1.  Validity  of  Authorization 

Upon  being  presented  with  an  authorization  form 
for  the  inspection  or  copying  of  medical  records  and 
reports,  physicians  or  hospitals  must  assure  them- 
selves that  (1)  the  patient  in  fact  signed  the  auth- 
orization, (2)  was  of  legal  age,  and  (3)  had  the  men- 
tal capacity  to  know  what  he  was  signing.  A minor 
or  incompetent  must  act  through  his  guardian. 
Where  there  is  no  formal  guardianship  of  a minor, 
a parent  may  sign  as  the  natural  guardian  except 
where  the  minor  is  emancipated  as  by  marriage  or 
self-support. 


The  physician  or  hospital  must  take  such  precau- 
tions as  are  necessary  to  satisfy  themselves  that  those 
designated  in  the  authorization  are  thereby  em- 
powered to  inspect  and  copy  the  medical  records  or 
reports  covered  by  the  authorization. 

The  physician  or  hospital  representatives  must 
also  be  satisfied  that  the  person  presenting  the  auth- 
orization to  inspect  or  copy  records  is  the  identical 
person  named  in  such  instrument.  So  long  as  there 
is  any  reasonable  doubt  as  to  the  identity  of  a person 
presenting  authorization  to  inspect  or  copy  records, 
the  physician  (or  his  representative)  or  the  hospital 
(or  his  representative),  depending  upon  which  place 
the  authorization  is  presented,  is  warranted  in  re- 
fusing to  honor  such  authorization.  The  same  is  true 
if  there  is  any  substantial  question  as  to  the  auth- 
enticity of  the  signature  or  the  mental  capacity  or 
age  of  the  patient. 

The  statute  authorizes  the  personal  representative, 
or  the  beneficiary  of  a life  insurance  policy,  to  sign 
an  authorization  in  case  of  a patient’s  death.  If  you 
receive  such  an  authorization  you  can  ask  the  per- 
sonal representative  to  provide  you  with  a certified 
copy  of  his  authority  to  act.  This  will  take  the  form 
of  “Domiciliary  Letters”  or  other  documentary 
evidence  of  appointment  or  authorization  which  are 
issued  by  the  Circuit  Court  branch  handling  probate 
matters. 

In  the  case  of  the  beneficiary  of  life  insurance,  you 
can  ask  for  a certified  statement  from  the  insurance 
company  that  (1)  a policy  on  the  patient  was  in  force 
at  the  time  of  his  death,  and  (2)  the  person  signing 
the  authorization  is  the  beneficiary  under  the  policy. 

The  burden  of  proof  is  on  the  person  seeking 
the  information  and  the  physician  has  no  duty  to  re- 
lease such  information  until  he  is  satisfied  that  the 
person  asking  is  so  authorized.  On  being  satisfied 
that  the  authorization  presented  is  properly  signed, 
as  previously  outlined,  that  the  person  presenting  it  is 
the  person  named  therein,  and  that  no  question  of 
mental  capacity  or  of  minority  is  involved,  it  then 
becomes  the  duty  of  the  physician  or  hospital  to  per- 
mit such  person  to  inspect  and  copy  “any  medical 
or  hospital  records  or  reports  concerning”  the  care 
or  treatment  designated  in  the  authorization.  Exactly 
what  records  and  reports  may  be  inspected  and 
copied  is  discussed  in  point  2 immediately  following. 

2.  What  Can  Be  Inspected  And  Copied 

It  is  first  necessary  to  determine  what  must  be 
made  available  for  inspection  and/or  copying. 

It  is  believed  that  under  a fair  interpretation  of 
subsection  (4)  the  physician’s  records  and  reports 
(office  or  hospital),  and  the  hospital  clinical  record 
or  chart  should  be  made  available  for  inspection  or 
copying. 

In  the  case  of  x-rays  there  seems  to  be  some 
disagreement  among  legal  authorities  as  to  whether 
they  are  part  of  the  medical  record  as  such,  or  are 
technically  photographs.  It  is  advised  that  x-rays  be 
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inspected  only  under  proper  supervision,  in  the  case 
of  a physician’s  office  by  the  physician  in  charge,  an 
associate,  or  the  designee  of  either,  in  the  case  of  a 
hospital  or  other  institution  by  a qualified  physician, 
or  in  the  event  of  his  unavailability,  by  a person 
designated  by  the  administrator. 

X-rays  must  not  be  taken  from  the  office  of  a phy- 
sician or  other  custodian  by  a patient  unless  required 
by  a court  order  or  subpoena.  When  either  of  the 
latter  is  served  on  the  custodian  of  medical  records 
or  reports,  Section  804.10(4)  is  no  longer  applicable, 
and  the  authorization  is  no  longer  in  force. 

One  of  the  results  of  the  increasingly  comprehen- 
sive services  of  the  modern  hospital,  especially  teach- 
ing institutions,  is  the  development  and  maintenance 
of  two  types  of  records  relating  to  a patient.  One 
relates  directly  to  his  care  and  treatment,  and  is  the 
direct  professional  responsibility  of  the  attending 
physician  and  of  those  acting  under  him,  and  may  be 
described  as  the  “official  records  and  reports.” 
The  other  has  sometimes  been  described  as  “edu- 
cational records,”  which  are  typically  made  by  non- 
medical personnel  as  part  of  their  training,  or  at 
least  for  purposes  not  directly  related  to  the  “medi- 
cal care  and  treatment”  of  the  particular  patient. 

It  is  believed  that  no  record  or  report,  other  than 
that  made  or  approved  by  the  physician  in  charge,  or 
by  a consultant,  or  resident,  or  by  a registered 
nurse  who  is  recording  her/his  acts  or  observations 
made  pursuant  to  special  or  standing  orders,  tech- 
nically relates  to  the  “medical  care  or  treatment”  of 
the  patient,  as  that  phrase  is  used  in  the  new  statute. 
Nothing  but  one  of  the  above  should  be  furnished 
for  inspection  or  copy. 

Any  other  writings  should  be  kept  separately  but 
not  as  a part  of  the  patient’s  official  record,  for  the 
reason  that  the  persons  making  such  writings  are  not 
professionally  responsible  for  the  patient,  are  not 
licensed  to  practice  medicine,  and  are  not  necessarily 
recording  acts  or  observations  made  pursuant  to 
orders  of  the  attending  physician.  Such  writings 
are  not  authentic  “records”  relating  to  the  care  of 
treatment  of  the  patient. 


3.  Safeguards 

The  following  safeguards  are  recommended: 

(a)  Section  804.10(4)  does  not  in  words  or  by  im- 
plication, give  a right  to  remove  any  records  from 
a physician’s  office,  or  hospital,  the  records  being 
the  legal  property  of  the  physician  or  hospital. 

As  an  act  of  prudence,  the  hospital  or  physician 
should  require  that  inspection  and  copying  be  car- 
ried on  in  the  presence  of  a custodian  (hospital  or 
physician),  or  the  representative  of  either.  This 
statute  does  not  require  a physician  or  hospital 
to  copy  any  records  at  the  request  of  a patient 
or  his  representative.  (See  below,  “Patient  Access” 
under  Section  146.83.)  If  a request  is  made  by  a 
patient  or  his  representative,  and  the  request  is 
granted,  the  physician  or  hospital  making  such  copy 


is  entitled  to  make  a reasonable  and  realistic  charge 
for  doing  so. 

As  a precautionary  measure  to  hospital  adminis- 
trative personnel  and  to  physicians,  it  is  suggested 
that  under  no  circumstances  should  copies  of  any 
medical  or  hospital  records  or  reports,  which  are 
prepared  by  a representative  of  the  patient,  be 
signed,  initialed  or  subscribed  to  in  any  manner  that 
may  indicate  authenticity  and  accuracy  of  such 
copies. 

(b)  Few  people,  other  than  medically  trained  per- 
sonnel, know  what  is  important  in  a hospital  or 
medical  record.  For  that  reason  a hospital  librarian 
or  other  authorized  person,  or  a physician,  may  in 
some  situations  be  able  to  satisfy  a request  by 
making  inquiry  as  to  what  the  patient  or  his  rep- 
resentative really  wants  from  the  records,  and  read- 
ing the  material  relative  to  the  inquiry.  This  may 
save  a great  deal  of  examining,  copying,  and  incon- 
venience to  everyone  concerned. 

(c)  The  word  “forthwith”  used  in  connection  with 
the  right  to  inspect  and  copy  records  does  not  mean 
“immediately,”  but  as  soon  as  the  convenience  of 
a physician,  an  administrator,  or  a record  librarian, 
reasonably  permits,  after  taking  into  account  the  ur- 
gency of  prior  demands  on  their  time  and  personnel 
and  whether  advance  notice  had  been  given  of  the 
demand  of  the  particular  patient. 

(d)  When  there  is  any  indication  that  legal  pro- 
ceedings may  ensue,  the  physician  or  hospital  served 
with  a proper  authorization  to  examine  or  copy  a 
patient’s  records  should  promptly  notify  the  insur- 
ance carrier  of  this  fact,  and  also  the  attorney  of 
the  physician  or  hospital.  It  is  recommended  that,  in 
the  interest  of  the  patient,  the  hospital,  and  the 
physician,  the  knowledge  of  any  such  authorization 
be  given  by  the  person  receiving  same  to  the  other 
interested  parties. 

4.  No  Authorization  Forms  Suggested 

Since  no  words  appear  in  Section  804.10(4)  pre- 
scribing the  form  of  an  authorization  to  inspect  and 
copy  a patient’s  medical  or  hospital  records  or  re- 
ports concerning  his  care  or  treatment,  model  forms 
are  not  suggested.  (See  below  the  elements  of 
“informed  consent.”)  The  observance  of  the  pre- 
cautions and  safeguards  emphasized  earlier  in  this 
article  should  assure  that  the  patient’s  interest  is 
protected  while  at  the  same  time  protecting  the  pro- 
fessional or  institutional  provider  of  services. 

SECTIONS  146.81-.83 

The  most  important  exceptions  to  the  general  rule 
of  confidentiality  have  been  collected  in  Sections 
146.8 1 -.83,  Wis.  Stats.  This  law,  adopted  in  1979, 
defines  the  essential  terms  relating  to  “patient  health 
care  records,”  codifies  the  right  of  patients  to  have 
access  to  their  records,  recognizes  the  general  rule  of 
confidentiality  of  records,  and  enumerates  the  major 
exceptions  to  the  general  rule.  A copy  of  Sections 
146.8 1 -.83  appears  in  boxes  on  following  pages. 
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146.81  Definitions.  In  ss.  146.81  to  146.83: 

(1) “  Health  care  provider”  means  a nurse  reg- 
istered or  licensed  under  ch.  441,  a chiropractor 
licensed  under  ch.  446,  a dentist  licensed  under 
ch.  447,  a physician,  podiatrist  or  physical  thera- 
pist licensed  under  ch.  448,  an  optometrist  licensed 
under  ch.  449,  a psychologist  licensed  under  ch. 
455,  a partnership  thereof,  a corporation  therof 
that  provides  health  care  services,  an  operational 
cooperative  sickness  care  plan  organized  under  ss. 
185.981  to  185.985  that  directly  provides  services 
through  salaried  employes  in  its  own  facility,  or  an 
inpatient  health  care  facility  as  defined  in  s. 
140.85(1). 

(2) “  Informed  consent”  means  written  con- 
sent to  the  disclosure  of  information  from  patient 
health  care  records  to  an  individual,  agency  or 
organization  containing  the  name  of  the  patient 
whose  record  is  being  disclosed,  the  purpose  of 
the  disclosure,  the  type  of  information  to  be  dis- 
closed, the  individual,  agency  or  organization  to 
which  disclosure  may  be  made,  the  types  of  health 
care  providers  making  the  disclosure,  the  signature 
of  the  patient  or  the  person  authorized  by  the 
patient,  the  date  on  which  the  consent  is  signed 
and  the  time  period  during  which  the  consent  is 
effective. 

(3)  “ Patient”  means  a person  who  receives 
health  care  services  from  a health  care  provider. 

(4)  “ Patient  health  care  records”  means  all 
records  related  to  the  health  of  a patient  prepared 
by  or  under  the  supervision  of  a health  care  pro- 
vider, but  not  those  records  subject  to  s.  5 1 .30. 

(5) ‘‘  Person  authorized  by  the  patient”  means 
the  parent,  guardian  or  legal  custodian  of  a minor 
patient,  as  defined  in  s.  48.02(9)  and  (11),  the 
guardian  of  a patient  adjudged  incompetent,  as 
defined  in  s.  880.01(3)  and  (4),  the  personal  rep- 
resentative or  spouse  of  a deceased  patient  or  any 
person  authorized  in  writing  by  the  patient.  If  no 
spouse  survives  a deceased  patient,  ‘‘person  auth- 
orized by  the  patient”  also  means  an  adult  member 
of  the  deceased  patient’s  immediate  family,  as 
defined  in  s.  632.78  (3)  (d).  A court  may  appoint 
a temporary  guardian  for  a patient  believed  in- 
competent to  consent  to  the  release  of  records 
under  this  section  as  the  person  authorized  by  the 
patient  to  decide  upon  the  release  of  records,  if  no 
guardian  has  been  appointed  for  the  patient. 

146.815  Contents  of  certain  patient  health 
care  records 

(1)  Patient  health  care  records  maintained  for 
hospital  inpatients  shall  include,  if  obtainable,  the 
inpatient’s  occupation  and  the  industry  in  which  the 
inpatient  is  employed  at  the  time  of  admission,  plus 
the  inpatient’s  usual  occupation. 

(2)  (a)  If  a hospital  inpatient’s  health  problems 
may  be  related  to  the  inpatient’s  occupation  or  past 
occupations,  the  inpatient’s  physician  shall  ensure 
that  the  inpatient’s  health  care  record  contains  avail- 
able information  from  the  patient  or  family  about 


these  occupations  and  any  potential  health  hazards 
related  to  these  occupations. 

(b)  If  a hospital  inpatient’s  problems  may  be  re- 
lated to  the  occupation  or  past  occupations  of  the  in- 
patient’s parents,  the  inpatient’s  physician  shall  en- 
sure that  the  inpatient’s  health  care  record  contains 
available  information  from  the  patient  or  family 
about  these  occupations  and  any  potential  health 
hazards  related  to  these  occupations. 

(3)  The  department  shall  provide  forms  that  may 
be  used  to  record  information  specified  under  sub. 
(2)  and  shall  provide  guidelines  for  determining 
whether  to  prepare  the  occupational  history  required 
under  sub.  (2).  Nothing  in  this  section  shall  be  con- 
strued to  require  a hospital  or  physician  to  collect  in- 
formation required  in  this  section  from  or  about  a 
patient  who  chooses  not  to  divulge  such  informa- 
tion. 

146.82  Confidentiality  of  patient  health 
care  records. 

(1)  Confidentiality.  All  patient  health  care 
records  shall  remain  confidential.  Patient  health 
care  records  may  be  released  only  to  the  persons 
designated  in  this  section  or  to  other  persons  with 
the  informed  consent  of  the  patient  or  of  a person 
authorized  by  the  patient. 

(2)  Access  without  informed  consent,  (a) 
Notwithstanding  sub.  (1),  patient  health  care 
records  shall  be  released  upon  request  without 
informed  consent  in  the  following  circumstances: 

1.  To  health  care  facility  staff  committees,  or  ac- 
creditation or  health  care  services  review  organiza- 
tions for  the  purposes  of  conducting  management 
audits,  financial  audits,  program  monitoring  and 
evaluation,  health  care  services  reviews  or  ac- 
creditation. 

2.  To  the  extent  that  performance  of  their  duties 
requires  access  to  the  records,  to  a health  care 
provider  or  any  person  acting  under  the  supervision 
of  a health  care  provider  or  to  a person  licensed 
under  s.  146.35  or  146.50,  including  but  not  limited 
to  medical  staff  members,  employes  or  persons 
serving  in  training  programs  or  participating  in  vol- 
unteer programs  and  affiliated  with  the  health  care 
provider,  if: 

a.  The  person  is  rendering  assistance  to  the 
patient; 

b.  The  person  is  being  consulted  regarding  the 
health  of  the  patient;  or 

c.  The  life  or  health  of  the  patient  appears  to  be 
in  danger  and  the  information  contained  in  the 
patient  health  care  records  may  aid  the  person  in 
rendering  assistance. 

3.  To  the  extent  that  the  records  are  needed 
for  billing,  collection  or  payment  of  claims. 

4.  Under  a lawful  order  of  a court  of  record. 

5.  In  response  to  a written  request  by  any  fed- 
eral or  state  governmental  agency  to  perform  a 
legally  authorized  function,  including  but  not 
limited  to  management  audits,  financial  audits, 

continued  on  next  page 
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1.  Definitions 

The  statutory  definitions  of  “health  care  pro- 
vider,” “Patient,”  and  “patient  health  care  rec- 


continued from  preceding  page 

program  monitoring  and  evaluation,  facility  li- 
censure or  certification  or  individual  licensure  or 
certification.  The  private  pay  patient  may  deny 
access  granted  under  this  subdivision  by  annually 
submitting  to  the  health  care  provider  a signed, 
written  request  on  a form  provided  by  the  depart- 
ment. The  provider,  if  a hospital  or  nursing  home, 
shall  submit  a copy  of  the  signed  form  to  the 
patient’s  physician. 

6.  For  purposes  of  research  if  the  researcher  is 
affiliated  with  the  health  care  provider  and  pro- 
vides written  assurances  to  the  custodian  of  the 
patient  health  care  records  that  the  information 
will  be  used  only  for  the  purposes  for  which  it  is 
provided  to  the  researcher,  the  information  will  not 
be  released  to  a person  not  connected  with  the 
study,  and  the  final  product  of  the  research  will  not 
reveal  information  that  may  serve  to  identify  the 
patient  whose  records  are  being  released  under  this 
paragraph  without  the  informed  consent  of  the 
patient.  The  private  pay  patient  may  deny  access 
granted  under  this  subdivision  by  annually  sub- 
mitting to  the  health  care  provider  a signed,  written 
request  on  a form  provided  by  the  department. 

(b)  Unless  authorized  by  a court  of  record,  the 
recipient  of  any  information  under  par.  (a)  shall 
keep  the  information  confidential  and  may  not 
disclose  identifying  information  about  the  patient 
whose  patient  health  care  records  are  released. 

146.83  Patient  access  to  health  care  rec- 
ords. 

(1)  Except  as  provided  in  s.  51.30  or  146.82 
(2),  any  patient  or  other  person  may,  upon  sub- 
mitting a statement  of  informed  consent: 

(a)  Inspect  the  health  care  records  of  a health 
care  provider  pertaining  to  that  patient  at  any  time 
during  regular  business  hours,  upon  reasonable 
notice. 

(b)  Receive  a copy  of  the  patient’s  health  care 
records  upon  payment  of  reasonable  costs. 

(c)  Receive  a copy  of  the  health  care  provider’s 
X-ray  reports  or  have  the  X-rays  referred  to 
another  health  care  provider  of  the  patient’s  choice 
upon  payment  of  reasonable  costs. 

(2)  The  health  care  provider  shall  provide 
each  patient  with  a statement  paraphrasing  the  pro- 
visions of  this  section  either  upon  admission  to  an 
inpatient  health  care  facility,  as  defined  in  s. 
140.85  (1),  or  upon  the  first  provision  of  services 
by  the  health  care  provider  after  April  30,  1980. 

(3)  The  health  care  provider  shall  note  the  time 
and  date  of  each  request  by  a patient  or  person 
authorized  by  the  patient  to  inspect  the  patient’s 
health  care  records,  the  name  of  the  inspecting  per- 
son, the  time  and  date  of  inspection  and  identify 
the  records  released  for  inspection. 


ords”  are  virtually  all  inclusive.  Section  146.81,  Wis. 
Stats.  The  law  is  intended  to  cover  all  health  records 
of  all  patients  of  all  providers. 

In  addition  the  law  defines  “informed  consent.” 
This  is  the  statutory  equivalent  of  the  authorization 
referred  to  above.  It  means  the  written  consent  for 
disclosure  of  information  from  a patient’s  health 
care  records  and  must  include:  the  patient’s  name, 
the  purpose  for  disclosure  of  the  information,  the 
type  of  information  to  be  disclosed,  to  whom  disclo- 
sure may  be  made,  what  providers  must  make  the 
disclosure,  the  date  of  the  consent,  the  period  during 
which  the  disclosure  consent  is  effective,  and  the 
signature  of  the  patient  or  the  “person  authorized 
by  the  patient”  (also  a defined  term). 

As  defined,  “informed  consent”  is  more  specific 
and  detailed  than  general  authorization  for  in- 
spection and  copying  records  as  discussed  above.  Be- 
cause of  the  inclusive  wording  of  the  definitions  it 
can  be  argued  that  all  releases  of  information  from 
health  records  are  subject  to  this  part  of  the  law, 
notwithstanding  the  different  phrasing  of  Section 
804.10(4).  For  safety’s  sake  it  would  be  well  to  insist 
that  any  consent  or  authorization  meet  the  standards 
of  Section  146.81. 

Other  inconsistencies  between  the  definitions  in 
Sections  146.81  and  804.10(4)  are  relatively  minor 
but  may  be  significant  in  particular  situations  (e.g., 
disclosure  of  information  from  the  records  of  a 
deceased  patient). 

2.  Occupational  Health 

Physicians  under  Section  146.815  are  to  ensure  that 
a hospitalized  patient’s  records  contain  available  in- 
formation on  the  patient’s  occupation  and  health 
hazards  related  to  it  if  the  condition  being  treated  may 
be  occupation  related.  Information  on  the  occupation 
of  a patient’s  parents  must  also  be  included  if  relevant 
to  the  condition  of  the  patient. 

The  responsibility  under  this  section  of  the  law  is 
imposed  on  physicians  but  this  information  does  not 
have  to  be  obtained  from  any  patient  who  refuses  to 
disclose  it. 

3.  Statutory  Exceptions 

The  general  rule  of  confidentiality  of  patient 
records  is  reiterated  in  Section  146.82.  Following 
that  statement  the  law  lists  six  situations  in  which  in- 
formation from  a patient’s  health  care  records  may 
be  released  without  informed  consent.  These  in- 
clude: management,  financial,  and  service  audits  and 
accreditation;  treatment  or  consultation  regarding 
treatment  of  the  patient;  billing  and  collection  of 
claims;  under  court  order;  government  investiga- 
tions; and  research,  where  the  product  of  this  re- 
search will  not  identify  individual  patients.  As  to  the 
last  two  (government  investigation  and  research) 
private  pay  patients  may  deny  access  to  their  rec- 
ords by  executing  a form  provided  by  the  Depart- 
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ment  of  Health  and  Human  Services.  (This  form  was 
not  available  for  several  months  after  the  law  be- 
came effective.)  Anyone  obtaining  information 
under  these  exceptions  may  not,  without  court  au- 
thority, disclose  the  information  received. 

Perhaps  the  most  critical  exception  deals  with  gov- 
ernmental investigations.  This  includes  the  investi- 
gation of  complaints  by  license  law  agencies.  This 
exception  exists  if  there  is  a written  request  by  the 
agency  and  it  is  to  assist  it  in  performing  a legally 
authorized  function.  The  power  to  compel  disclosure 


CONSENT  TO  RELEASE 
MEDICAL  INFORMATION 

I,  do  hereby 

(name  of  patient) 

consent  to  and  authorize  , 

(name  of  physician  or  health  care  institution) 

to  disclose  to  

(specific  individual  or  organization) 

information  from  my  medical  records  relating  to  my 
identity,  diagnosis,  prognosis  or  treatment  compiled 
during  my  medical  treatment(s)/hospitalization 
from to . 1 understand 

(date)  (date) 

that  the  specific  type  of  information  to  be  disclosed 
includes:  __ 


I understand  that  this  consent  may  be  revoked  ex- 
cept to  the  extent  that  action  has  already  been  taken 
in  reliance  thereon,  and  that  this  authorization  for 
disclosure  will  be  effective  until: 


(time  or  condition) 


Signature  of  Patient OR 


Person  Authorized  by  the  Patient*  and 


his/her  relationship  to  patient 


Witness 

Dated  this day  of , 19 

Note  to  recipient  of  information  This  information  has 
been  disclosed  to  you  from  confidential  records,  which  are 
protected  by  law.  Unless  you  have  further  authorization, 
laws  may  prohibit  you  from  making  any  further  disclosure 
of  this  information  without  the  specific  written  consent  of 
the  patient  or  legal  representative  involved. 

’Note:  Person  authorized  by  the  patient  means  the  parent, 
guardian,  or  legal  custodian  of  a minor  patient  or  a patient 
adjudged  incompetent;  the  spouse  or  personal  representa- 
tive of  a deceased  patient;  or  any  person  authorized  in  writ- 
ing by  the  patient  which  is  witnessed  and  dated. 


is  conditioned  upon  the  agency  complying  pre- 
cisely with  the  law.  If  a physician  receives  such  a 
request,  care  should  be  exercised  to  determine  that 
it  meets  the  requirements  of  the  statute  since  this  is 
an  exception  to  the  general  rule  of  confidentiality. 

Where  the  governmental  investigation  is  being 
conducted  to  ascertain  whether  a physician  has 
been  guilty  of  unprofessional  conduct,  an  adminis- 
trative rule  of  the  Medical  Examining  Board,  Med 
12.03(1),  must  be  considered  to  determine  whether 
the  agency’s  powers  are  being  lawfully  exercised. 
This  rule,  which  establishes  the  Examining  Board’s 
investigative  procedures,  permits  such  investigations 
to  be  conducted  by  an  agent  of  the  Examining  Board 
acting  under  the  supervision  and  direction  of  the  sec- 
retary or  another  member  of  the  Examining  Board. 
There  is  some  conflict  in  the  law  between  the  powers 
of  the  Examining  Board  and  the  Department  of  Reg- 
ulation and  Licensing  in  investigative  matters  but 
any  investigation  conducted  under  the  authority  of 
the  Examining  Board  must  meet  its  standards. 

4.  Patient  Access 

The  law  also  addresses  patient  access  to  health 
records.  Section  146.83,  Wis.  Stats.  A patient  or  one 
with  a patient’s  “informed  consent’’  may  inspect 
that  patient’s  records  at  reasonable  times,  obtain 
copies  of  these  records  upon  payment  of  reason- 
able costs,  and  receive  copies  of  X-ray  reports  or 
have  the  X-rays  referred,  also  upon  payment  of 
reasonable  costs. 

Physicians  providing  first  services  to  a patient 
after  April  30,  1980,  are  to  provide  a statement  para- 
phrasing patient  access  rights  to  the  patient.  Phy- 
sicians are  to  keep  a log  of  patient  access  requests 
by  time  and  date,  person  authorized  to  inspect  the 
records,  time  and  date  of  inspection,  and  identity 
of  records  inspected.  ■ 


Patients’  right  of  access 
to  their  medical  records 

A notice,  which  explains  to  patients  the  law 
requiring  all  physicians  and  hospitals  to  advise 
their  patients  of  the  patient’s  right  of  access  to 
their  medical  record,  is  available  to  Society 
members  for  posting  in  their  offices  at  a place 
easily  seen  by  all  patients.  Patients  may  receive 
information  from  their  record  upon  completion 
of  an  “informed  consent’’  release  form  (see 
copy  at  left).  Write:  State  Medical  Society  of 
Wisconsin,  Attn:  Communications  Coordina- 
tor, PO  Box  1109,  Madison,  Wisconsin  53701; 
or  phone  (608)  257-6781  Madison  area  or  1-800- 
362-9080  in  Wisconsin.* 
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“DENIAL  OF  ACCESS”  FORMS.  These  forms  are 
provided  by  the  State  Department  of  Health  and 
Social  Services  and  can  be  purchased  from  the  Docu- 
ment Sales  Office,  Department  of  Administration, 
PO  Box  7840,  Madison,  Wis  53707;  or  phone  (608) 
266-3358.  (They  are  not  available  through  the  DHSS 
or  the  State  Medical  Society.)  Forms  come  in  pack- 
ages of  125  for  $12.50  or  25  for  $5.00.  (See  sample 
copies  adjacent.)* 


Denial  of  Researcher  Access 
to  Health  Care  Records 
(Private  Pay  Patients  Only) 


State  ot  Wisconsin,  Department  of  Health  & Social 
Services,  HSS-0003 


Completion  of  this  form  is  entirely  optional.  You  do 
not  have  to  sign  this  form  to  receive  care  or  services. 
Please  read  the  following  points  before  deciding 
whether  you  wish  to  sign. 

1)  In  order  to  perform  studies  of  health  care, 
researchers  affiliated  with  your  health  care  pro- 
vider may  wish  to  review  your  health  care 
records.  These  researchers  have  a legal  duty  to 
keep  your  identity  confidential  and  to  make 
sure  that  information  from  your  health  care 
records  is  not  given  to  anyone  who  is  not  con- 
nected with  the  research. 

2)  State  law  says  that  a private  pay  patient  may 
choose  to  keep  researchers  from  reviewing  his 
or  her  health  care  records;  this  may  be  done  by 
signing  the  Denial  of  Researcher  Access  state- 
ment below.  Please  feel  free  to  discuss  this 
matter  with  family,  friends  or  an  attorney. 

3)  If  you  decide  to  sign  this  form,  you  will  need  to 
sign  a new  form  each  year  that  you  wish  to  deny 
access  to  your  records. 

4)  If  you  sign  this  form  and  later  change  your  mind 
and  decide  to  let  researchers  review  your  health 
care  records,  you  may  cancel  the  Denial  of 
Researcher  Access  statement  below  at  any 
time  by  signing  a written  cancellation  state- 
ment and  giving  it  to  your  health  care  provider. 

DENIAL  OF  RESEARCHER  ACCESS 
TO  HEALTH  CARE  RECORDS 
(Private  Pay  Patients  Only) 

I have  read  the  above  information  and  understand 
that  I do  not  have  to  sign  this  form  to  receive  health 
care  services.  I understand  that  by  signing  this  form, 
I will  keep  researchers  from  reviewing  my  health 
care  records  for  a period  of  one  year  from  the  day  I 
sign  it.  I also  understand  that  I may  cancel  this  state- 
ment at  any  time  by  signing  a written  cancellation 
statement.  (S.  146.82  (2)  (a)  6.,  Stats.) 

Signature  of  Patient 

(or  Legal  Guardian) Date 


Denial  of  Government  Access 
to  Health  Care  Records 
(Private  Pay  Patients  Only) 

State  of  Wisconsin,  Department  of  Health  & Social 


Completion  of  this  form  is  entirely  optional.  You  do 
not  have  to  sign  this  form  to  receive  care  or  services. 
Please  read  the  following  points  before  deciding 
whether  you  wish  to  sign. 

1)  State  and  federal  law  directs  government  agen- 
cies to  make  sure  that  doctors,  nurses, 
hospitals,  nursing  homes  and  other  health  care 
providers  give  health  care  of  good  quality  in  a 
safe  setting  and  protect  patient  rights. 

2)  To  make  sure  that  health  care  services  meet  the 
basic  legal  requirements,  state  and  federal 
agencies  may  need  to  review  patient  health 
care  records.  These  records  tell  agencies  how 
patients  have  been  treated  and  can  be  very  im- 
portant during  any  investigation  of  alleged  poor 
care,  patient  abuse,  fraud,  or  patient  rights 
violations.  These  agencies  have  a legal  duty  to 
keep  the  records  they  review  confidential. 

3)  State  law  says  that  a private  pay  patient  may 
choose  to  keep  state  and  federal  agencies  from 
reviewing  his  or  her  health  care  records;  this 
may  be  done  by  signing  the  Denial  of  Govern- 
ment Access  statement  below.  Please  feel  free 
to  discuss  this  matter  with  family,  friends  or  an 
attorney. 

4)  If  you  decide  to  sign  this  form,  you  will  need  to 
sign  a new  form  each  year  that  you  wish  to  deny 
access  to  your  records. 

5)  If  you  sign  this  form  and  later  change  your  mind 
and  decide  to  let  state  and  federal  agencies 
review  your  health  care  records,  you  may  cancel 
the  Denial  of  Government  Access  statement 
below  at  any  time  by  signing  the  Cancellation 
Statement  on  the  back  of  your  copy  of  this  form 
or  your  own  cancellation  statement  and  giving 
it  to  your  health  care  provider. 

DENIAL  OF  GOVERNMENT  ACCESS 
TO  HEALTH  CARE  RECORDS 
(Private  Pay  Patients  Only) 

I have  read  the  above  information  and  understand 
that  I do  not  have  to  sign  this  form  to  receive  health 
care  services.  I understand  that  by  signing  this  form, 

I will  keep  state  and  federal  agencies  from  reviewing 
my  health  care  records  for  a period  of  one  year  from 
the  day  I sign  it.  I also  understand  that  I may  cancel 
this  statement  at  any  time  by  signing  the  statement 
on  the  back  of  this  copy  or  my  own  cancellation 
statement.  (S.146.82(2)(a)5.,  Stats.) 

Signature  of  Patient 

(or  Legal  Guardian) Date 

(Note:  If  you  are  in  a hospital  or  nursing  home,  a copy  of 
this  form  will  be  sent  to  your  private  physician  once  it  is 
signed.) 
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Use  of  consent  and  related  forms  for  physicians 


PREFACE 

The  forms  referred  to  in  this  article  are  those  which  a 
physician  may  have  occasion  to  use  in  his  regular  every- 
day practice.  Since  the  forms  were  printed  in  the  January 
1970  “Blue  Book”  issue  of  the  Wisconsin  Medical  Jour- 
nal, they  will  not  be  reprinted  here  except  for  a few  ex- 
amples. Any  physician  wishing  “sample”  copies  of  these 
forms  may  obtain  them  upon  request  to  the  State  Medical 
Society  of  Wisconsin,  Box  1109,  Madison,  Wis  53701; 
or  telephone  257-6781  in  the  Madison  area  or  toll-free  in 
Wisconsin  1-800-362-9080.  These  forms  will  frequently 
need  to  be  adapted  for  a particular  situation.  Each  phy- 
sician should  review  them  carefully  before  using  them  to 
make  sure  that  they  reflect  the  realities  of  a specific  sit- 
uation. 

The  forms,  as  printed  in  the  January  1970  “Blue  Book” 
issue  and  as  listed  in  the  box  below,  and  the  text  in  this 


article  have  been  prepared  by  legal  counsel  for  the  State 
Medical  Society  of  Wisconsin,  and  reflect  changes  in  the 
laws  and  courts  in  Wisconsin  since  the  previous  publi- 
cation in  January  1970. 

The  forms  listed  in  the  box  below  do  not  cover  every 
possible  situation  where  a consent  should  be  obtained. 
Additional  forms  are  contained  in  a publication  of  the 
American  Medical  Association  called  Medico-legal  Forms 
with  Legal  Analysis,  1976.  The  Society  attorneys  suggest 
that  any  forms  that  a physician  might  wish  to  use  out- 
side of  the  forms  referred  to  in  this  article  be  checked 
with  the  physician’s  personal  attorney  to  determine  their 
legal  adequacy.  . 

Finally,  the  forms  do  not  cover  those  procedures  which 
are  normally  done  in  a hospital.  The  Wisconsin  Hospital 
Association  has  a publication  entitled  Consent  Manual. 


CONSENT  FORMS  FOR  PHYSICIANS 


Forms  which  a physician  may  have  occasion  to  use  in  his  regular  everyday  practice  were  printed  in  the 
January  1970  “Blue  Book”  issue  of  the  Wisconsin  Medical  Journal,  and,  therefore  will  not  be  reprinted 
here.  Any  physician  wishing  “sample”  copies  of  these  forms  may  obtain  them  upon  request  to  the  Wisconsin 
Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  tel.  608/257-6781.  (Member  physicians  in  Wisconsin 
may  dial  toll-free  number:  1-800-362-9080.)  Form  numbers  and  titles  as  they  appeared  in  1970  are  listed  below 
for  easy  reference  when  requesting  such  forms.  These  forms  will  frequently  need  to  be  adapted  for  a particular 
situation.  Each  physician  should  read  them  carefully  before  using  them  to  make  sure  that  they  reflect  the  realities  of 
a specific  situation. 


Form  1:  Letter  to  former  patient  where  physician  does  not 
wish  to  treat  later  illness. 

Form  2:  Authorization  to  disclose  information  to  new  phy- 
sician. 

Form  3:  Letter  of  withdrawal  from  case. 

Form  4:  Letter  to  confirm  discharge  by  patient. 

Form  5:  Letter  to  patient  who  fails  to  follow  advice. 

Form  6:  Letter  to  patient  who  fails  to  keep  appointment. 
Form  7:  Statement  of  patient  leaving  hospital  against  med- 
ical advice. 

Form  8:  Provision  for  substitute  physician  at  delivery. 
Form  9:  Consent  to  office  treatment. 

Form  10:  Consent  to  examination  of  physician’s  records. 
Form  11:  Consent  to  taking  of  photographs. 

Form  12:  Consent  to  publication  of  photographs. 

Form  13:  Authority  to  admit  observers. 

Form  14:  Consent  to  taking  of  motion  pictures  of  operation. 
Form  15:  Consent  to  televising  of  operation. 

Form  16:  Statement  of  need  for  therapeutic  abortion. 

Form  17:  Authorization  to  treat  condition  of  recent  or 
partial  abortion. 

Form  18:  Artificial  insemination  homologous  consent. 
Form  19:  Aid  consent. 

Form  20:  Aid  donor  consent. 

Form  21:  Aid  donor's  wife  consent. 


Form  22:  Consent  to  sterilization  as  a result  of  operation. 
Form  23:  Consent  to  therapeutic  sterilization. 

Form  24:  Consent  to  non-therapeutic  sterilization. 

Form  25:  General  consent  to  operation. 

Form  26:  Consent  to  operation. 

Form  27:  Consent  to  operation  for  cosmetic  purposes. 
Form  28:  Consent  to  removal  of  tissue  for  grafting. 

Form  29:  Consent  to  operation  and  grafting  of  tissue. 
Form  30:  Order  for  taking  of  x-ray  films. 

Form  31:  Consent  to  x-ray  therapy. 

Form  32:  Permission  to  use  radioisotopes. 

Form  33:  Consent  to  diagnostic  procedure. 

Form  34:  Agreement  for  blood  transfusion. 

Form  35:  Agreement  for  blood  plasma  transfusion. 

Form  36:  Agreement  with  blood  donor. 

Form  37:  Release  and  receipt  (blood  donor). 

Form  38:  Agreement  with  blood  donor. 

Form  39:  Release  and  receipt  (blood  donor). 

Form  40:  Consent  to  disposal  of  amputated  part  of  organ. 
Form  41:  Gift  of  part  of  body  under  Wisconsin  Uniform 
Anatomical  Gift  Act  of  1969. 

Form  42:  Authorization  for  tissue  donation. 

Form  43:  Authorization  for  autopsy  and  tissue  donation. 
Form  44:  Authorization  for  autopsy. 

Form  45:  Consent  to  disposal  of  dead  fetus. 
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All  member  hospitals  of  that  Association  have  the  manual. 
Those  forms  cover  hospital  situations,  whereas  this  article 
is  concerned  primarily  with  the  physician  in  his  regular 
practice. 


I.  What  is  consent 

Consent,  in  the  context  that  we  are  using  it,  means  per- 
mission from  a patient  or  his  legal  representative,  to  a phy- 
sician to  diagnose  and  treat  the  patient. 

a.  Informed  consent 

To  be  legally  valid,  consent  must  be  given  by  the  appro- 
priate person  (see  II.  Who  Can  Consent,  below)  and  this 
consent  must  be  given  with  appropriate  understanding  of 
the  nature  of  the  treatment  and  the  risks  associated  with 
it.  This  has  been  the  law  of  the  United  States  and  Wisconsin 
for  many  years;  and  the  courts  have  held  the  physician  liable 
for  treatment  without  proper  consent,  even  when  the  treat- 
ment worked  and  the  results  were  good.  Treatment  without 
consent  is  actionable  and  is  the  easiest  form  of  suit  against  a 
physician  because  no  expert  testimony  or  evidence  is  needed 
and  historically  the  burden  has  been  on  the  physician  to 
prove  that  he  or  she  proceeded  only  with  proper  patient 
consent. 

Under  Wisconsin  law  you  must  disclose  to  the  person 
giving  consent  such  information  as  is  necessary  under  the 
circumstances  to  enable  a reasonable  person  under  those 
circumstances  to  intelligently  exercise  his  right  to  consent 
to  or  refuse  treatment.  The  disclosure  must  be  made  in 
terms  understandable  to  the  person  giving  consent  and 
need  not  include  disclosure  of  matters  already  known  to 
the  person  or  risks  which  are  extremely  remote  possibilities. 

This  rule  leaves  broad  areas  of  professional  judgment 
to  the  physician  but  requires  disclosure  of  all  matters  that 
would  be  relevant  to  a reasonable  person  to  permit  him  to 
make  an  intelligent  decision  to  consent  to  or  refuse  the 
recommended  treatment. 

In  addition  recent  Wisconsin  statutes  and  administrative 
rules  require  that  the  patient  be  informed  about  available 
alternate  methods  of  treatment.  The  law  is  as  follows: 

Chapter  375,  Laws  of  1981 

An  Act  to  amend  448.02(3)  (intro.)  and  448.40;  and 
to  create  448.30  of  the  statutes,  relating  to  requiring 
physicians  to  inform  their  patients  of  alternate  modes 
of  treatment,  granting  rule-making  authority  and 
creating  a penalty. 

448.02(3)  Investigation;  hearing;  action. 

(intro.)  The  board  shall  investigate  allegations  of  un- 
professional conduct  by  persons  holding  a license  or 
certificate  granted  by  the  board.  A finding  by  a panel 
established  under  s.  655.02  or  by  a court  that  a physi- 
cian has  acted  negligently  is  an  allegation  of  unprofes- 
sional conduct.  An  allegation  that  a physician  has 
violated  s.  448.30  is  an  allegation  of  unprofessional 
conduct.  After  the  investigation,  if  the  board  finds 
that  there  is  probable  cause  to  believe  that  the  person 


is  guilty  of  unprofessional  conduct,  the  board  shall 
hold  a hearing  on  such  conduct.  The  board  may, 
when  it  finds  a person  guilty  of  unprofessional  con- 
duct, warn  or  reprimand  that  person,  or  limit,  sus- 
pend or  revoke  any  license  or  certificate  granted  by 
the  board  to  that  person.  The  board  shall  comply  with 
rules  of  procedure  for  such  investigation,  hearing  and 
action  promulgated  under  s.  440.03(1). 

448.30  Information  on  alternate  modes  of 
treatment.  Any  physician  who  treats  a patient  shall 
inform  the  patient  about  the  availability  of  all  alter- 
nate, viable  medical  modes  of  treatment  and  about 
the  benefits  and  risks  of  these  treatments.  The  physi- 
cian’s duty  to  inform  the  patient  under  this  section 
does  not  require  disclosure  of: 

(1)  Information  beyond  what  a reasonably  well- 
qualified  physician  in  a similar  medical  classifi- 
cation would  know. 

(2)  Detailed  technical  information  that  in  all  prob- 
ability a patient  would  not  understand. 

(3)  Risks  apparent  or  known  to  the  patient. 

(4)  Extremely  remote  possibilities  that  might 
falsely  or  detrimentally  alarm  the  patient. 

(5)  Information  in  emergencies  where  failure  to 
provide  treatment  would  be  more  harmful  to 
the  patient  than  treatment. 

(6)  Information  in  cases  where  the  patient  is  in- 
capable of  consenting. 

The  forms,  as  printed  in  January  1970,  and  other 
standard  forms  which  you  may  use  generally  do  not  pro- 
vide for  a full  description  of  the  disclosures  given, 
either  as  to  treatment  or  risks  involved.  You  should  make 
some  provision  in  your  patient  records  to  indicate  specific- 
ally what  disclosures  were  made.  Some  physicians  tape 
record  their  disclosures  and  retain  these  tapes  with  the 
patient  records.  Some  who  are  involved  in  the  same  proce- 
dure frequently  use  prepared  statements  covering  the  treat- 
ment and  its  risks  and  obtain  receipts  for  copies  of  this 
information.  Some  give  disclosures  in  front  of  witnesses 
and  have  their  notes  on  the  matters  disclosed  initialed  or 
countersigned  by  the  witnesses.  For  your  protection  you 
should  have  some  record  of  the  matters  disclosed  in  each 
situation. 

b.  Implied  consent 

There  are  situations  where  the  consent  of  the  patient 
does  not  have  to  be  in  writing  or  even  expressed  orally. 
This  is  implied  consent. 

A classic  example  of  implied  consent  is  the  unconscious 
victim  of  an  automobile  accident  where  immediate  action 
needs  to  be  taken  to  save  the  life  of  the  patient  or  at  least 
to  minimize  the  effect  of  his  injuries.  In  this  emergency 
situation  consent  is  implied.  The  courts  say  that  if  the 
patient  had  heen  conscious  he  would  have  given  consent  to 
save  his  life  and,  therefore,  the  physician  will  not  be  penal- 
ized for  doing  what  he  would  have  been  allowed  to  do  if 
the  patient  had  been  conscious. 
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II.  Who  can  consent 

Persons  who  are  adults  and  are  competent  to  under- 
stand what  the  physician  is  proposing  to  do,  why  it  is 
necessary  or  desirable,  and  what  the  risks  of  doing  it  are 
going  to  be,  can  give  a consent. 

a.  Minors 

In  Wisconsin,  persons  under  the  age  of  18  are  minors. 

The  proper  person  to  consent  to  surgery  or  other  treat- 
ment of  a minor  is  either  parent,  or  if  neither  parent  is 
living,  the  minor’s  court  appointed  guardian.  A physician 
is  not  legally  protected  by  a consent  signed  by  a relative  of 
a minor,  other  than  a parent,  unless  the  relative  has  been 
appointed  as  the  minor’s  legal  guardian  by  a court. 

There  are  two  exceptions  to  the  above  general  rule. 
First,  in  an  emergency,  a consent  is  not  necessary  if  the 
parents  or  guardian  cannot  be  located,  and,  in  the  judg- 
ment of  the  physician  in  charge  and,  of  consultants  where 
consultation  is  practical,  immediate  treatment  is  necessary 
to  save  life  or  to  prevent  the  deterioration  or  aggravation 
of  the  condition  of  the  patient. 

The  legal  reason  for  the  above  exception  is  that  in  an 
emergency  the  law  implies  the  consent  of  the  patient,  or 
in  the  case  of  a minor,  of  his  parent  or  guardian.  Because 
the  law  does  not  imply  consent  beyond  the  treatment 
actually  necessary  to  meet  an  emergency,  the  physician 
may  safely  treat  only  the  emergency  condition  itself,  and 
nothing  else,  without  actual  consent  of  a parent  or 
guardian. 

Second,  an  emancipated  minor  can  give  a consent  for 
medical  treatment,  including  surgery.  A minor  is  emanci- 
pated (1)  who  is  lawfully  married,  or  (2)  whose  parents 
have  divested  themselves  of  their  legal  right  of  control 
over  him.  Typically  a minor  in  the  latter  situation  is  one 
who  is  self-supporting.  An  unmarried  minor  attending 
school  away  from  his  home  community  is  not  emancipated 
by  virtue  of  that  fact  alone. 

A physician  who  has  any  doubt  whether  a minor  is 
emancipated,  should  require  the  consent  of  a parent  or  the 
legal  guardian  before  proceeding  with  non-emergency 
treatment. 

b.  Incompetents 

Physicians,  above  all  others,  are  qualified  to  determine 
whether  a person  is  competent  to  sign  a consent.  If  a 
patient  is  incompetent,  a consent  by  the  patient  will  not 
be  any  protection.  For  incompetents  other  than  minors, 
consent  can  only  be  given  by  the  person’s  legally  appointed 
guardian,  except  in  emergencies.  Courts  in  Wisconsin  have 
very  limited  powers  to  substitute  their  discretion  for  that 
of  a person’s  legally  appointed  guardian. 

c.  Persons  under  the  influence  of 
of  drugs  or  intoxicants 

Unless  there  is  an  emergency  situation,  the  physician 
should  either  wait  until  the  influence  of  the  drug  or  in- 
toxicant passes,  or,  make  appropriate  contacts  for  the 
appointment  of  a guardian.  In  the  case  of  an  emergency, 
treatment  necessary  to  save  life  can  be  given. 


III.  Why  consents 

In  Wisconsin  failure  to  obtain  informed  consent  for 
medical  treatment  is  the  negligent  violation  of  a legal  duty. 
As  a result  of  this,  a physician  may  be  sued  for  a species 
of  malpractice.  In  other  states,  and  under  earlier  case  law 
in  Wisconsin,  treatment  without  consent  was  treated  as 
a form  of  assault  and  subject  to  civil,  and  possibly  crim- 
inal, liability  on  that  basis.  It  is  possible  that  in  an  aggra- 
vated situation,  where  the  physician  has  obtained  no  con- 
sent or  where  his  treatment  has  gone  beyond  the  consent 
given,  courts  would  still  act  on  the  assault  rather  than  the 
negligence  basis.  In  most  cases,  however,  it  should  be 
anticipated  that  the  question  will  be  whether  informed 
consent  was  given  and  failure  of  the  physician  to  obtain 
consent  based  on  an  adequate  explanation  of  the  treatment 
and  its  possible  risks  is  a form  of  negligent  malpractice. 

In  an  action  for  failure  of  informed  consent,  the  patient 
has  the  responsibility  of  proving  failure  of  disclosure  by 
the  physician,  lack  of  knowledge  by  the  patient  of  the 
nature  of  the  treatment  and  its  risks,  and  the  adverse  ef- 
fects of  the  treatment.  The  physician,  by  way  of  defense, 
may  prove  reasons  why  no  disclosure  was  given,  these 
defenses  to  be  based  on  the  “reasonable  person”  rule 
discussed  above.  No  expert  testimony  is  required  to  assist 
the  jury  in  determining  whether  the  failure  of  disclosure 
led  to  consent  to  the  treatment,  or  phrased  another  way, 
whether  adequate  disclosure  would  have  resulted  in  the 
patient’s  refusing  the  treatment. 

A few  minutes  spent  preparing,  explaining,  and  ob- 
taining the  consent  signed  by  the  patient  and  making  ap- 
propriate notes  in  the  patient  records  can  save  untold 
hours  of  time,  money,  and  embarrassment  for  the  phy- 
sician. 


IV.  Consents  limited 

A word  of  caution  needs  to  be  set  forth.  A valid 
consent  must  not  be  too  broad.  It  cannot  be  a general 
consent  for  the  physician  to  do  anything  he  wants  to  do. 
It  should  be  limited  to  the  specific  situation  presented  by 
the  diagnosis  of  the  patient’s  illness.  Finally,  a consent  is 
not  effective  if  the  treatment  or  procedure  consented  to  is 
illegal,  is  contrary  to  public  policy  or,  is  given  by  a per- 
son who  had  no  legal  right  to  give  it. 


V.  Consent  and  related  forms 

The  text  and  suggestions  that  follow  are  related  to  the 
numbered  forms  as  printed  in  the  January  1970  “Blue 
Book”  and  as  listed  in  the  box  on  page  20.  Physicians 
should  read  the  text  and  suggestions  prior  to  attempting 
to  use  or  adapt  a particular  form. 


PHYSICIAN  AND  PATIENT 
1.  Contract  for  services 

The  physician-patient  contract  is  established  when  the 
physician,  in  response  to  an  express  or  implied  request  to 
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treat  the  patient,  undertakes  to  render  professional  services 
to  him.  It  is  not  necessary  to  have  a formal  written  con- 
tract. The  contract  between  the  patient  and  physician  is 
implied  and  is  enforceable.  If  you  wish,  you  may  restrict 
your  services  to  one  procedure,  one  treatment  or  treat- 
ments at  a particular  time  or  place.  This  can  be  done  by 
a letter  requesting  the  patient  to  sign  and  return  a copy  to 
you.  No  form  has  been  included  for  this  situation.  A 
physician  need  not  accept  every  person  who  wishes  ser- 
vices. He  can  accept  patients  as  he  wishes.  Further,  special- 
ists need  not  accept  patients  who  have  illnesses  outside 
their  specialty. 

However,  once  the  patient-physician  relationship  has 
been  entered  into  the  physician  is  under  an  obligation  to 
treat  the  patient  until  the  relationship  is  terminated. 

2.  Termination  of  contract 

Care  must  be  taken  to  inform  the  patient  appro- 
priately, but  unmistakably  when  the  patient-physician  re- 
lationship is  terminated.  What  should  be  done  depends 
upon  how  the  situation  arises. 


FORM  1 

LETTER  TO  FORMER  PATIENT  WHERE  PHYSICIAN 
DOES  NOT  WISH  TO  TREAT  LATER  ILLNESS 

Dear : 

This  letter  is  to  confirm  our  conversation  of  

(date). 

At  that  time  I informed  you  that  1 could  not  accept 
you  as  a patient  for  your  present  illness.  1 suggested  to 
you  that  you  contact  another  physician  and  I urge  you  to 
do  so  now  if  you  have  not  already  done  so. 

Since  I have  treated  you  for  a previous  condition,  I 
have  records  which  your  new  physician  can  use.  Upon 
receipt  of  your  written  approval,  I will  make  available  to 
your  new  physician  your  case  history  and  complete  infor- 
mation regarding  the  diagnosis  and  treatment  which  you 
have  received  from  me. 

For  your  convenience  I enclose  a form  that  you  may 
use  to  give  me  such  written  approval. 

Very  truly  yours, 

M.D. 

(Enclose  Form  2) 


FORM  2 

AUTHORIZATION  TO  DISCLOSE  INFORMATION 

TO  NEW  PHYSICIAN 

I authorize 

, M.D.,  mv  former 

physician,  to  disclose  complete  information  to  my  pre- 

sent  physician, 

, M.D.,  con- 

cerning  medical 

findings  and  treatment  from  about 

19 

until  the  date  of  this  authorization. 

Signed 

Place 

Date 

Witness 

Witness 

a.  Former  patient 

If  you  have  a former  patient  who  calls  and  wishes 
further  services,  and  you  do  not  wish  to  further  treat 
that  patient,  you  should  make  your  decision  clear.  Follow- 
ing such  conversation  you  should  confirm  it  by  a letter. 
Form  1,  with  its  enclosure,  Form  2,  is  appropriate  and 
gives  the  physician  a record  for  his  file.  (These  forms 
appear  as  “examples”  on  this  page.) 

b.  Withdrawal  from  a case 

There  may  be  occasions  where  a physician  does  not 
wish  to  continue  on  a case.  Consistent  with  legal  as  well  as 
ethical  principles  he  must  find  appropriate  steps  to  with- 
draw. He  cannot  just  stay  away  and  not  notify  the  pa- 
tient. This  would  be  abandoning  the  patient  and  could 
subject  the  physician  to  a suit  for  damages. 

He  must  give  the  patient  proper  notice  that  he  is  with- 
drawing from  the  case  and  must  give  the  patient  a reason- 
able amount  of  time  to  obtain  a new  physician.  What  is 
a reasonable  amount  of  time  will  depend  upon  the  cir- 
cumstances of  the  case  and  the  availability  of  other  phy- 
sicians in  the  area.  We  suggest  that  under  most  circum- 
stances that  the  time  set  forth  be  not  less  than  five  (5) 
days.  To  provide  a record  and  protect  the  physician  a 
letter  should  be  sent  to  the  patient.  If  the  letter  is  sent  by 
certified  mail  with  a return  receipt  requested,  the  physician 
will  have  record  in  his  file  showing  not  only  that  the 
patient  was  notified,  but  also  the  date  the  patient  received 
the  notification.  Form  3 (example  below)  is  appropriate 
for  this  purpose.  We  suggest  that  you  may  wish  to  en- 
close Form  2 with  the  letter  for  the  patient’s  convenience. 

c.  Discharge  of  a physician 

The  patient  may  also  terminate  the  contract  by  dis- 
charging the  physician.  The  physician  will  want  to  make 


FORM  3 

LETTER  OF  WITHDRAWAL  FROM  CASE 

Dear  Mr. : 

I find  it  necessary  to  inform  you  that  1 am  withdrawing 
from  further  professional  attendance  upon  you  for  the 
reason  that  you  have  persisted  in  refusing  to  follow  my 
medical  advice  and  treatment. 

Since  your  condition  requires  medical  attention,  I sug- 
gest that  you  place  yourself  under  the  care  of  another 
physician  without  delay.  If  you  so  desire,  I shall  be  avail- 
able professionally  to  attend  you  for  a reasonable  time 
after  you  have  received  this  letter,  either  for  regular  or 
emergency  medical  treatment,  but  in  no  event  for  more 

than days  following  such  receipt.  This  should 

give  you  ample  time  to  select  a physician  of  your  choice 
from  the  many  competent  practitioners  in  this  area. 

With  your  written  approval,  I will  make  available  to 
this  physician  your  case  history  and  complete  information 
regarding  the  diagnosis  and  treatment  which  you  have 
received  from  me. 


Very  truly  yours, 


Enclosure  Form  2 


M.D. 
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an  immediate  and  adequate  record  that  he  did  not  aban- 
don the  patient.  The  physician  may  do  well  to  try  to  ob- 
tain from  the  patient  a signed  statement  of  the  facts  and 
discharge  of  the  physician.  Where  this  is  not  available  we 
suggest  that  the  physician  send  a letter  to  the  patient  such 
as  Form  4.  Again,  the  enclosure  of  Form  2 is  appropriate. 
We  suggest  the  letter  be  sent  by  certified  mail,  with  a re- 
turn receipt  requested  so  that  your  file  will  show  receipt 
of  the  letter  by  the  patient. 

3.  Special  problems  during  treatment 

There  are  many  problems  that  can  arise  during  the  treat- 
ment of  a patient.  The  ones  covered  in  this  section  are  of 
particular  importance  to  the  physician  since,  if  no  pro- 
tective steps  are  taken  and  a record  made  of  such  steps, 
the  defense  against  allegations  of  malpractice  could  be 
made  considerably  harder  and  more  expensive. 

a.  Patient  who  fails  to  follow  advice 

Where  a physician  feels  that  a certain  treatment  or  pro- 
cedure should  be  done  and  the  patient  refuses,  a record 
should  be  made.  Form  5 may  be  adapted  to  the  situation 
as  it  occurs. 

b.  Patient  who  fails  to  keep  appointment 

If  a patient  fails  to  keep  an  appointment  where  the 
patient  has  a condition  the  physician  knows  needs  treat- 
ment, the  physician  should  make  this  fact  known  to  the 
patient.  The  physician,  at  the  same  time,  should  see  that 
his  records  reflect  his  professional  advice  to  the  patient. 
A letter  such  as  Form  6 should  be  sent  to  the  patient. 

c.  Patient  who  leaves  hospital 
against  medical  advice 

Cases  arise  where  patients  refuse  to  remain  in  a hos- 
pital even  though  their  physician  feels  that  continued 
hospitalization  is  necessary.  Form  7 (example  at  right) 
provides  a statement  that  the  patient  may  sign  which  will 
release  liability  for  the  patient’s  acts.  The  physician  should 
have  two  witnesses  with  him  at  the  time  he  informs  the 
patient  of  the  reasons  the  physician  feels  indicate  the  need 
for  continued  hospitalization.  These  witnesses  should 
sign  the  form  whether  the  patient  signs  the  form  or  not. 
If  the  patient  refuses  to  sign,  that  fact  should  be  noted  on 
the  form.  The  physician  should  have  a copy  of  the  form 
for  his  office  records.  The  hospital  will  also  want  a copy 
for  its  records. 

d.  Substitute  physician  in  obstetrical  cases 

It  is  not  unusual  for  a physician  to  be  unable  to  be 
present  at  a delivery,  even  though  the  physician  would 
wish  to  be  there.  Another  delivery  might  be  in  progress  or 
the  speed  of  delivery  might  make  it  impossible  for  the 
physician  to  get  to  the  place  of  delivery.  The  physician 
should  explain  this  to  his  obstetrical  patient  when  she  first 
comes  to  his  office.  The  physician  should  have  the  ex- 
pectant mother  sign  a form  such  as  Form  8 as  an  acknowl- 
edgment of  the  fact  that  she  understands  and  agrees. 

e.  Office  treatment 

Some  procedures  can  be  done  either  in  the  physician’s 
office  or  in  the  hospital.  Where  the  physician  decides  to 


do  the  procedure  in  his  office  he  should  inform  the  patient 
of  the  alternatives  and  any  special  risks  involved.  If  the 
patient  decides  that  the  procedure  should  be  done  in  the 
hospital,  the  physician  should  not  attempt  to  do  the  pro- 
cedure in  his  office.  If  the  patient  does  agree  to  having  the 
procedure  in  the  office,  then  the  physician  should  have 
the  patient  sign  a consent  such  as  Form  9. 


4.  Confidential  and  privileged  relationship 

In  Wisconsin,  communications  between  a patient  and 
his  physician  are  protected  both  by  law  and  ethics. 

Under  Wisconsin  law,  certain  disclosures  made  by  a 
patient  to  his  physician  in  order  to  give  the  physician 
sufficient  information  to  enable  him  to  treat  the  patient 
are  “privileged.”  This  “privilege”  means  that  the  state- 
ments cannot  be  disclosed  by  the  physician  unless  the 
patient  allows  it  or  unless  the  physician  is  allowed  or  re- 
quired by  law  to  disclose  them.  The  “privilege”  is  that 
of  the  patient,  and  can  ordinarily  be  claimed  or  released 
only  by  the  patient. 

Confidential  communications  involve  a physician’s 
ethical  duty  to  keep  secret  the  information  he  has  obtained 
about  a patient  while  acting  in  his  professional  capacity. 
This  obligation  is  independent  of  the  privilege  discussed 
in  the  preceding  paragraph.  It  is  binding  on  the  physician 
at  all  times. 

Wisconsin  Statutes  permit  the  right  of  an  employee  or 
the  employee’s  designated  representative  to  inspect  per- 


FORM7 

STATEMENT  OF  PATIENT  LEAVING  HOSPITAL 
AGAINST  MEDICAL  ADVICE 

This  is  to  certify  that  I am  leaving 

Hospital  at  my  own  insistence  and  against  the  advice  of 
my  attending  physician  and  hospital  authorities.  I have 
been  informed  by  them  of  the  dangers  attendant  on  my 
leaving  the  hospital  at  this  time.  I assume  all  responsibility 
for  any  results  caused  by  leaving  the  hospital  prematurely, 
and  I hereby  release  my  attending  physician  and  the  hos- 
pital, its  employees  and  officers  from  all  liability  for  any 
and  all  conditions,  complications  and  results. 


I hereby  agree  to  hold  harmless  my  attending  phy- 
sician and  the  Hospital,  its 

employees  and  officers,  from  all  liability  of  whatsoever 
nature,  with  reference  to  the  discharge  of  the  patient 
named  above. 


(husband,  wife,  parent,  etc.) 

Date 

Signed  in  the  presence  of: 

Witness 

Witness 


NOTE:  If  the  patient  refuses  to  sign  such  a statement,  he  cannot  be 
forced  to  do  so,  legally,  nor  may  his  release  be  withheld  until  he  signs. 
If  this  occurs,  the  form  should  be  filled  out,  witnessed  by  the  hospital 
personnel  present,  and  the  statement  made  on  the  form  “signature 
refused.” 
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sonal  medical  records  concerning  the  employee  contained 
in  the  employer’s  file.  If  the  employer  believes  that  dis- 
closure of  an  employee’s  medical  records  would  have  a 
detrimental  effect  on  the  employee,  the  employer  may 
release  the  medical  records  to  the  employee’s  physician 
or  through  a physician  designated  by  the  employee,  in 
which  case  the  physician  may  release  the  medical  records 
to  the  employee’s  immediate  family. 

Unauthorized  disclosure  of  confidential  information 
can  be  grounds  for  revocation  of  the  physician’s  license. 
It  may  also  be  the  basis  for  a suit  for  damages  by  the 
patient.  Each  physician  therefore  must  exercise  care  to 
protect  against  unauthorized  disclosure  of  confidential 
or  privileged  information. 

a.  Release  of  patient  health  care  records 

By  earlier  case  law  and  now  by  statute,  a patient’s 
health  care  records  (all  records  related  to  the  health  of  a 
patient  prepared  by  or  under  the  supervision  of  a health 
care  provider)  may  ordinarily  only  be  released  on  the  auth- 
orization of  the  patient  or  one  legally  permitted  to  act  for 
the  patient.  The  law  defines  “informed  consent’’  with 
respect  to  the  disclosure  of  information  from  a patient 
as  written  consent  “containing  the  name  of  the  patient 
whose  record  is  being  disclosed,  the  purpose  of  the  dis- 
closure, the  type  of  information  to  be  disclosed,  the  in- 
dividual, agency  or  organization  to  which  disclosure  may 
be  made,  the  type  of  health  care  providers  making  the 
disclosure,  the  signature  of  the  patient  or  the  person  auth- 
orized by  the  patient,  the  date  on  which  the  consent  is 
signed  and  the  time  period  during  which  the  consent  is 
effective.”  Wis.  Stats.  §146.81  (2).  In  making  a release  of 
medical  records,  the  physician  should  very  carefully  review 
the  authorization  to  assure  that  the  release  is  made  strictly 
in  accordance  with  the  authorization. 

(1)  Access  without  informed  consent.  Release  of  medi- 
cal records  without  patient  authorization,  unless  specific- 
ally permitted  by  law,  is  a breach  of  confidentiality  and 
may  subject  the  physician  to  a lawsuit.  The  law  permits  the 
release  of  patient  health  care  records  upon  request  without 
informed  consent  in  the  following  circumstances: 

(a)  To  staff,  accreditation  or  review  committees. 

(b)  For  performance  of  health  care  services  to  persons 
providing  such  services  (including  emergency  care)  or 
being  consulted  in  regard  to  such  services. 

(c)  For  billing,  collection,  and  payment  of  claims. 

(d)  Under  court  order. 

(e)  On  written  request  from  an  appropriate  government 
agency. 

(0  For  research  purposes  under  specific  conditions. 

(2)  Patient  access  to  health  care  records.  Any  patient 
or  other  person  may,  upon  submitting  a statement  of  in- 


formed consent,  (a)  inspect  the  patient’s  records  during 
regular  business  hours  upon  reasonable  notice,  (b)  receive 
a copy  of  the  patient’s  records  on  payment  of  reasonable 
costs,  (c)  receive  a copy  of  the  patient’s  x-ray  reports  or 
have  the  patient’s  x-ray  films  referred  to  a provider  of  his 
choice  for  analysis  upon  payment  of  reasonable  costs. 
Wis.  Stats.  §146.83. 

b.  Photographs 

Physicians  may  wish  to  make  a visual  record  of  a 
case  for  several  reasons.  In  cosmetic  surgery  it  may  show 
the  result  of  the  surgery.  In  other  cases  it  may  show  the 
result  of  a particular  method  of  treatment.  It  may  also  be 
used  for  unusual  cases  where  documentation  would  be 
valuable  for  teaching  purposes.  In  any  of  these  cases  there 
must  be  a release  of  the  confidential  or  privileged  relation- 
ship to  allow  the  taking  of  photographs. 

c.  Observers,  motion  pictures,  television 

In  cases  similar  to  those  where  photographs  may  be 
desirable,  there  are  cases  which  should  be  observed,  tele- 
vised or  recorded  on  film.  The  release  of  the  confidential 
or  privileged  relationship  must  also  be  obtained  in  these 
cases.  Forms  13,  14  and  15  may  be  used  for  these  sit- 
uations. 


VI.  Special  situations 

There  are  certain  procedures  which  the  physician  should 
approach  with  caution  and  be  sure  to  take  the  necessary 
steps  to  document  what  has  happened  and,  to  be  sure  that 
he  proceeds  only  with  proper  authority  and  consent.  These 
include: 

1.  Abortions 

2.  Artificial  insemination 

a.  Homologous 

b.  Donor 

3.  Sterilization 

a.  Sterilization  as  a result  of  an  operation  for  other  purposes 

b.  Therapeutic  sterilization 

c.  Nontherapeutic  sterilization 


VII.  Other  consent  forms 

There  are  other  forms  included  in  the  January  1970 
“Blue  Book”  printing  that  may  be  of  common  use  to  a 
physician.  These  forms  are  believed  not  to  require  explana- 
tory text.  However,  before  any  of  these  forms  are  signed, 
the  physician  should  review  the  requirements  for  a valid 
consent  given  earlier  in  this  article.  ■ 
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Wisconsin  Administrative  Code 

MEDICAL  EXAMINING  BOARD— 
Chapter  Med  10 

UNPROFESSIONAL 
CONDUCT  DEFINED 


Med  10.01  Authority  and  purpose.  The  definitions 
of  this  chapter  are  adopted  by  the  medical  examining 
board  pursuant  to  the  authority  delegated  by  ss.  15.08 
(5),  227.08,  and  448.40,  Stats.,  for  the  purposes  of  ch. 
448,  Stats. 

Med  10.02  Definitions.  (1)  For  the  purposes  of  these 
rules: 

(a)  “Board”  means  the  medical  examining  board. 

(b)  “License”  means  any  license,  permit,  certifi- 
cate, or  registration  issued  by  the  board. 

(2)  The  term  “unprofessional  conduct”  is  defined 
to  mean  and  include  but  not  be  limited  to  the  follow- 
ing, or  aiding  or  abetting  the  same: 

(a)  Violating  or  attempting  to  violate  any  provision 
or  term  of  chapter  448  of  the  statutes  or  of  any  valid 
rule  of  the  board. 

(b)  Violating  or  attempting  to  violate  any  term, 
provision,  or  condition  of  any  order  of  the  board. 

(c)  Knowingly  making  or  presenting  or  causing  to 
be  made  or  presented  any  false,  fraudulent,  or  forged 
statement,  writing,  certificate,  diploma,  or  other  thing 
in  connection  with  any  application  for  license. 

(d)  Practicing  fraud,  forgery,  deception,  collusion, 
or  conspiracy  in  connection  with  any  examination  for 
license. 

(e)  Giving,  selling,  buying,  bartering,  or  attempting 
to  give,  sell,  buy,  or  barter  any  license. 

(f)  Engaging  or  attempting  to  engage  in  practice 
under  any  license  under  any  given  name  or  surname 
other  than  that  under  which  originally  licensed  or 
registered  to  practice  in  this  or  any  other  state.  This 
subsection  does  not  apply  to  change  of  name  resulting 
from  marriage,  divorce,  or  order  by  a court  of  record. 

(g)  Engaging  or  attempting  to  engage  in  the  unlaw- 
ful practice  of  medicine  and  surgery  or  treating  the 
sick. 

(h)  Any  practice  or  conduct  which  tends  to  consti- 
tute a danger  to  the  health,  welfare,  or  safety  of 
patient  or  public. 

(i)  Practicing  or  attempting  to  practice  under  any 
license  when  unable  to  do  so  with  reasonable  skill  and 
safety  to  patients. 

0)  Practicing  or  attempting  to  practice  under  any 
license  beyond  the  scope  of  that  license. 


(k)  Offering,  undertaking,  or  agreeing  to  treat  or 
cure  a disease  or  condition  by  a secret  means,  method, 
device,  or  instrumentality;  or  refusing  to  divulge  to 
the  board  upon  demand  the  means,  method,  device, 
or  instrumentality  used  in  the  treatment  of  a disease  or 
condition. 

(l)  Representing  that  a manifestly  incurable  disease 
or  condition  can  be  or  will  be  permanently  cured;  or 
that  a curable  disease  or  condition  can  be  cured  within 
a stated  time,  if  such  is  not  the  fact. 

(m)  Knowingly  making  any  false  statement,  written 
or  oral,  in  practicing  under  any  license,  with  fraudu- 
lent intent;  or  obtaining  or  attempting  to  obtain  any 
professional  fee  or  compensation  of  any  form  by 
fraud  or  deceit. 

(n)  Wilfully  divulging  a privileged  communication 
or  confidence  entrusted  by  a patient  or  deficiencies  in 
the  character  of  patients  observed  in  the  course  of 
professional  attendance,  unless  lawfully  required  to 
do  so. 

(o)  Soliciting  or  attempting  to  solicit  patients, 
directly,  indirectly,  or  by  agents. 

(p)  Administering,  dispensing,  prescribing,  supply- 
ing, or  obtaining  controlled  substances  as  defined  in  s. 
161.01  (4),  Stats,  otherwise  than  in  the  course  of 
legitimate  professional  practice,  or  as  otherwise  pro- 
hibited by  law. 

(q)  Having  a license,  certificate,  permit,  or  registra- 
tion granted  by  another  state  to  practice  medicine  and 
surgery  or  treat  the  sick  limited,  restricted,  suspended, 
or  revoked,  or  having  been  subject  to  other  disciplin- 
ary action  by  the  licensing  authority  thereof. 

(r)  Conviction  of  any  crime  which  may  relate  to 
practice  under  any  license,  or  of  violation  of  any 
federal  or  state  law  regulating  the  possession,  distribu- 
tion, or  use  of  controlled  substances  as  defined  in  s. 
161.01  (4),  Stats.  A certified  copy  of  a judgment  of  a 
court  of  record  showing  such  conviction,  within  this 
state  or  without,  shall  be  presumptive  evidence 
thereof. 

(s)  Prescribing,  ordering,  dispensing,  administer- 
ing, supplying,  selling,  or  giving  any  amphetamine, 
sympathomimetic  amine  drug  or  compound  desig- 
nated as  a schedule  II  controlled  substance  pur- 
suant to  the  provisions  of  ch.  161  Stats,  to  or  for 
any  person  except  for  the  treatment  of  narcolepsy, 
or  for  the  treatment  of  hyperkinesis,  or  for  the  treat- 
ment of  drug  induced  brain  dysfunction,  or  for  the 
treatment  of  epilepsy,  or  for  the  differential  diag- 
nostic psychiatric  evaluation  of  depression,  or 
for  the  treatment  of  depression  shown  to  be  re- 
fractory to  other  therapeutic  modalities,  or  for  the 
clinical  investigation  of  the  effects  of  such  drugs 
or  compounds  in  which  case  an  investigative  proto- 
col therefore  shall  have  been  submitted  to  and 
reviewed  and  approved  by  the  board  before  such 
investigation  has  been  begun.  ■ 
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Some  considerations 

in  the  closing 

of  a physician’s  practice 

While  there  are  no  formally  slated  rules  for  clos- 
ing a medical  practice,  there  are  several  important 
items  which  should  be  considered  and  planned  in  ad- 
vance. The  list  given  below  is  not  complete  but  the 
State  Medical  Society  of  Wisconsin  believes  it  will  be 
helpful. 

1.  Notification  of  patients 

Patients  should  be  given  adequate  notice,  a 
minimum  of  three  months  is  suggested,  in  writing  that 
you  plan  to  close  your  office  and  on  what  date  so  that 
they  will  have  sufficient  time  to  obtain  another  physi- 
cian. It  is  also  suggested  that,  in  the  letter  of  notice  to 
the  patients,  you  enclose  a form  for  the  patient  to  sign 
authorizing  the  release  of  records  should  they  wish  to 
request  that  a copy  of  their  records  be  sent  to  the  new 
physician  of  their  choice.  A list  of  all  patients  notified 
should  be  retained  in  your  files. 

You  can  save  postage,  in  the  case  of  current  patients, 
by  inserting  the  letter  with  a monthly  statement  or  bill- 
ing; letters  to  other  patients  will  have  to  be  mailed  sep- 
arately. 

You  also  may  wish  to  place  an  announcement  in  one 
or  more  local  newspapers. 

2.  Retention  of  medical  records 

(a)  Medical  records,  including  case  histories,  treat- 
ment records,  x-rays,  laboratory  reports,  corre- 
spondence with  physicians  and  others,  should  not 
be  destroyed  until  the  statute  of  limitations  has  ex- 
pired with  regard  to  each  patient.  This  is  because 
the  physician's  record  and  liability  insurance  pol- 
icies could  be  your  chief  source  of  defense  in  a 
future  law  suit. 

The  Statute  of  Limitations  has  been  revised  to 
allow  actions  involving  adults  to  be  initiated  within 
three  years  of  the  occurrence  or  one  year  from  dis- 
covery of  the  injury  but  not  later  than  five  years 
from  the  occurrence.  Actions  involving  minors  are 
bound  by  this  limitation,  or  age  10  years,  which- 
ever is  later.  Possession  of  the  policy  will  be  in- 
valuable or  you  may  face  the  defense  alone  at  your 
own  expense. 

(b)  The  patient  has  a general  right  to  know  what  is  in 
his  medical  records  and  thus  you  should  make  it 
known  where  such  records  can  be  obtained.  Such 
records  generally  should  not  be  given  to  the  pa- 
tient, but  should  be  forwarded  to  another  physi- 
cian of  the  patient's  choice  with  the  consent  and 
at  the  request  of  the  patient,  in  writing. 

(c)  The  Wisconsin  Statutes  relating  to  the  examina- 
tion or  inspection  of  medical  records  on  patient 
authorization  read: 


“804.10  (4).  Upon  receipt  of  written  authorization  and 
consent  signed  by  a person  who  has  been  the  subject 
of  medical  care  or  treatment,  or  in  case  of  death  of  such 
person,  signed  by  the  personal  representative  or  by  the 
beneficiary  of  an  insurance  policy  on  the  person's  life, 
the  physician  or  other  person  having  custody  of  any 
medical  or  hospital  records  or  reports  concerning  such 
care  or  treatment,  shall  forthwith  permit  the  person 
designated  in  such  authorization  to  inspect  and  copy 
such  records  and  reports.  Any  person  having  custody 
of  such  records  and  reports  who  unreasonably  refuses 
to  comply  with  such  authorization  shall  be  liable  to 
the  party  seeking  the  records  or  reports  for  the 
reasonable  and  necessary  costs  of  enforcing  the  par- 
ty's right  to  discover.” 

3.  Disposal  of  drug  stocks 

The  Regional  Administrator  of  the  Drug  Enforce- 
ment Administration,  Chicago,  Illinois,  has  jurisdic- 
tion over  the  State  of  Wisconsin  with  regard  to  disposal 
of  unused  controlled  substances.  The  following  pro- 
cedure has  been  approved  as  a guide  to  physicians: 
"The  physician’s  DEA  number  (Controlled  Sub- 
stances Registration  Certificate),  unused  Govern- 
ment order  forms  and  controlled  drugs  should  be 
disposed  of  as  soon  as  possible.  The  registration 
certificate  and  unused  Government  order  forms 
(DEA-222  c)  should  be  returned  to  the  Drug  En- 
forcement Administration,  Registration  Branch. 
Post  Office  Box  28083,  Central  Station, 
Washington,  DC.  20005.  The  controlled  drugs  may 
be  disposed  of  by  shipment,  charges  prepaid  (ship- 
ment by  registered  mail  is  permissible)  to  the 
Regional  Administrator,  Drug  Enforcement 
Administration,  219  South  Dearborn,  Suite  1800, 
Chicago,  Illinois  60604,  after  the  drugs  have  been 
inventoried  on  Form  DEA-41,  which  can  be  obtain- 
ed from  any  DEA  office.  One  copy  of  the  Form-41 
will  be  returned  to  the  sender  upon  receipt  of  the 
narcotic  drugs.  No  remuneration  will  be  made  for 
the  narcotics  surrendered  to  DEA." 

Forms  and  additional  information  may  be  obtained 
from  the  Milwaukee  District  Office:  Drug  Enforce- 
ment Administration.  517  East  Wisconsin  Avenue, 
Room  228A,  Milwaukee,  Wisconsin  53202;  (414) 
224-3395. 

Instructions  on  the  disposal  of  non-narcotic  drugs 
in  the  possession  of  the  physician  may  be  obtained 
from  the  Wisconsin  Pharmacy  Examining  Board.  1400 
East  Washington  Avenue,  Madison,  Wisconsin  53702. 

4.  Sale  of  medical  practice 

(a)  If  you  are  selling  your  practice,  you  should  make 
certain  that  the  buyer  is  a physician  licensed,  or 
eligible  to  be  licensed,  in  Wisconsin.  This 
information  can  be  obtained  from  the  State 
Medical  Society  or  the  Wisconsin  Department  of 
Regulation  and  Licensing. 

(b)  Records  relating  to  patients  should  not  be  sold. 
However,  the  sale  may  include,  as  one  of  its  terms. 
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unlimited  access  to  the  records  of  those  patients 
who  seek  the  services  of  the  purchasing  physician. 

5.  Keeping  your  license  in  force 

You  may  wish  to  keep  your  license  in  force  and 
register  each  year  in  the  event  that  you  wish  to  do  some 
consultation  work  or  are  called  upon  to  perform  some 
act  of  medical  practice  in  an  emergency.  If  you  elect 
to  keep  your  license  in  force,  you  will  be  required  to 
continue  to  meet  the  continuing  medical  education  re- 
quirements. This  requirement  calls  for  30  hours  of 
Category  I credit  as  defined  in  the  Physician's  Recogni- 
tion Award  of  the  American  Medical  Association,  to 
be  accumulated  every  two  years.  The  Medical  Exam- 
ining Board  requires  this  regardless  of  extent  or  nature 
of  practice;  there  are  no  exceptions  due  to  age  or 
retirement. 

6.  Malpractice  insurance 

Your  policy  should  be  examined  to  determine 
whether  it  is  written  on  a CLAIMS  INCURRED  or 
a CLAIMS  MADE  basis.  Consult  your  insurance 
agent.  If  the  policy  is  written  on  a CLAIMS  MADE 
basis,  only  those  claims  made  while  the  policy  is  in 
force  will  be  covered  and  you  should  either  continue 
your  coverage  or  purchase  coverage  extension  to  pro- 
tect you  until  all  statutes  of  limitation  have  run. 

7.  Accounts  receivable 

Not  all  of  your  patients  will  have  paid  their  bills  by 
the  time  your  practice  is  closed.  It  will  be  necessary 
to  have  someone  available  to  accept,  record,  and 
deposit  payments  received  after  the  official  closing  of 


your  practice.  You  may  wish,  after  a suitable  waiting 
period  of  three  or  four  months,  to  turn  those  accounts 
still  unpaid  over  to  a reputable  collection  agency. 

8.  Continuation  of  SMS  membership 

We  hope  that  you  will  continue  to  be  active  in 
organized  medicine.  The  State  Medical  Society  urges 
all  physicians  who  are  retired  or  will  be  retiring  to  ad- 
vise their  county  or  state  society  of  their  present  or 
future  status  so  that  an  appropriate  change  in  classi- 
fication can  be  arranged. 

9.  Income  taxes 

Copies  of  your  income  tax  returns  and  all  support- 
ing documentation,  including  ledgers  and  accounting 
records,  should  be  preserved  until  the  Internal  Revenue 
Service  can  no  longer  assess  additional  tax.  For 
Federal  returns  filed  on  time  and  containing  all  cor- 
rect and  pertinent  data,  this  is  usually  three  years;  for 
returns  where  gross  income  has  been  understated  by 
20  percent  or  more,  it  is  six  years;  for  fraudulent 
returns  or  where  no  return  has  been  filed  there  is  no 
time  limit. 

10.  Payroll  taxes 

Final  returns  and  payments  of  all  Federal  and  state 
withholding  and  Social  Security  taxes  must  be  made 
after  the  last  employee  has  been  terminated  and  the  last 
payroll  paid. 


Finally,  it  is  recommended  that  you  work  closely 
with  your  attorney  or  business  manager  particularly 
on  the  tax  aspects  of  closing  your  practice.  ■ 


Problems  of  a physician’s  widow/er 


Following  the  loss  of  one  of  its  members  by 
death,  it  has  long  been  the  practice  of  the  State 
Medical  Society  to  write  the  physician’s  widow/er  in 
an  effort  to  provide  some  advice  during  a trying 
period.  The  Society,  believing  that  “an  ounce  of  pro- 
tection is  worth  a pound  of  cure,”  suggests  that  every 
member  give  thoughtful  consideration  to  some  of  the 
problems  which  are  likely  to  face  a physician’s 
widow/er.  Careful  preparation  for  such  eventualities 
not  only  protects  the  family,  but  eases  its  burdens  at  a 
trying  time. 

Following  the  death  of  a physician,  the  widow/er 
will  be  faced  with  many  decisions  involving  the  settle- 
ment of  the  business  affairs  relating  to  the  late  hus- 
band’s or  wife’s  practice.  It  is  of  extreme  importance 
that  she/he  act  upon  the  advice  of  an  attorney.  When 
practical  it  is  recommended  that  the  physician 
acquaint  his/her  spouse  with  his/her  legal  and  other 
advisors  and  some  of  his/her  business  affairs.  This 


will  provide  an  established  working  business  relation- 
ship between  the  spouse  and  the  advisors  for  that 
eventuality  when  she/he  is  called  upon  to  act.  Some 
of  the  chief  problem  areas  the  widow/er  will  face  are 
outlined  in  the  remainder  of  this  article. 

Former  patients  may  seek  a continuation  of  medi- 
cation prescribed  by  the  deceased  physician.  This 
must  never  be  permitted  except  on  advice  of  another 
physician  because  of  the  possibility  of  rapid  change  in 
the  condition  of  the  patient  and  resultant  possible 
cause  for  legal  action  in  the  event  unexpected  results 
stemmed  from  continued  use  of  the  medication. 

The  widow/er  also  will  be  presented  with  the  prob- 
lem of  what  to  do  with  the  physician’s  narcotics.  The 
Regional  Administrator  of  the  Drug  Enforcement 
Administration,  Chicago,  Illinois,  has  jurisdiction 
over  the  State  of  Wisconsin  with  regard  to  disposal  of 
unused  controlled  substances.  The  following  pro- 
cedure has  been  approved  as  a guide  to  physicians: 
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“The  physician’s  DEA  number  (Controlled  Sub- 
stances Registration  Certificate),  unused  Government 
order  forms  and  controlled  drugs  should  be  disposed 
of  as  soon  as  possible.  The  registration  certificate  and 
unused  Government  order  forms  (DEA-222  c)  should 
be  returned  to  the  Drug  Enforcement  Administration, 
Registration  Branch,  P.O.  Box  28083,  Central  Sta- 
tion, Washington,  DC  20005.  The  controlled  drugs 
may  be  disposed  of  by  shipment,  charges  prepaid 
(shipment  by  registered  mail  is  permissible)  to  the 
Regional  Administrator,  Drug  Enforcement  Adminis- 
tration, 219  South  Dearborn,  Suite  1800,  Chicago, 
Illinois  60604,  after  the  drugs  have  been  inventoried 
on  Form  DEA-41,  which  can  be  obtained  from  any 
DEA  office.  One  copy  of  the  Form-41  will  be  return- 
ed to  the  sender  upon  receipt  of  the  narcotic  drugs. 
No  remuneration  will  be  made  for  the  narcotics  sur- 
rendered to  DEA.” 

Forms  and  additional  information  may  be  obtained 
from  the  Milwaukee  District  Office:  Drug  Enforce- 
ment Administration,  517  East  Wisconsin  Ave., 
Room  228A,  Milwaukee,  Wisconsin  53202;  (414)  224- 
3395. 

It  is  important  that  a widow/er,  other  members  of 
the  family,  and  the  attorney  see  to  it  that  there  is  full 
and  prompt  compliance  with  the  requirements  of  the 
above  communication. 

Instructions  on  the  disposal  of  non-narcotic  drugs 
in  the  possession  of  the  physician  at  the  time  of 
his/her  death  may  be  obtained  from  the  Wisconsin 
Pharmacy  Examining  Board,  1400  E Washington 
Ave,  Madison,  Wis  53702. 

Records  relating  to  patients,  including  case 
histories,  treatment  records,  x-rays,  laboratory 
reports,  correspondence  with  physicians  and  others 
should  not  be  destroyed  for  at  least  six  years  after  the 
physician’s  death.  Liability  for  malpractice  and  some 
other  claims  do  not  cease  upon  the  death  of  a physi- 
cian. 

The  physician’s  records  and  liability  insurance 
policies  may  be  the  widow/er’s  chief  sources  of 
defense.  Every  precaution  should  be  taken  to  insure 
that  all  such  basic  materials  are  kept  intact  and  subject 
to  immediate  call  for  at  least  six  years.  The  family 
attorney  will  be  able  to  tell  when  they  are  no  longer 
needed  for  this  purpose. 

The  widow/er  can  expect  that  the  deceased  physi- 
cian’s patient  will  seek  care  elsewhere  unless  he/she 
had  one  or  more  associates.  Sometimes  the  new  physi- 
cian will  find  it  necessary  for  adequate  treatment  to 


obtain  a copy  of  the  previous  physician’s  record  of 
care  of  his/her  patient.  In  such  event,  it  is  wise  to  in- 
sist upon  a written  request  from  the  patient  and  his/ 
her  new  physician.  A copy  of  the  record,  with  a cover- 
ing letter  may  then  be  sent.  A copy  of  the  forwarding 
letter  should  be  inserted  in  the  original  patient’s  file 
for  future  reference. 

A decision  may  be  made  to  sell  the  deceased  physi- 
cian’s practice.  The  items  to  be  included  in  the  sale 
will  vary  with  the  nature  of  the  practice,  the  amount 
of  equipment  involved  and  the  wishes  of  the  buyer. 

To  avoid  complications,  the  widow/er  should  make 
sure  the  buyer  is  a physician  licensed  in  Wisconsin. 
This  information  can  be  obtained  from  physician 
acquaintances  or  the  State  Medical  Society.  Records 
relating  to  patients  should  not  be  sold.  However,  the 
sale  may  include,  as  one  of  its  terms,  unlimited  access 
to  the  records  of  those  patients  who  seek  the  services 
of  the  purchasing  physician.  The  widow/er’s  legal  and 
other  advisors  can  best  inform  her/him  how  to 
arrange  the  sale. 

The  collection  of  the  deceased  physician’s  profes- 
sional accounts  is  another  important  matter.  The 
widow/er  should  carefully  follow  her/his  attorney’s 
advice  before  bringing  suit,  since  a patient  can 
counterclaim  for  malpractice  within  three  years.  Or- 
dinarily it  is  not  desirable  for  a widow/er  or  the  heirs 
to  enforce  collection  by  suit  within  such  period.  She/ 
he  should  also  seek  legal  and  accounting  advice  on 
how  long  to  retain  the  financial  records  of  her/his  late 
spouse.  It  is  quite  possible  that  his/her  estate  may  be 
subjected  to  audit  by  the  state  or  federal  income  tax 
authorities.  The  retention  of  complete  records  is 
essential  in  anticipating  such  possibility. 

A widow/er  should  consult  her/his  attorney  as  to 
whether  the  estate  needs  to  arrange  a malpractice 
policy  buy-out  with  the  deceased  physician’s  carrier  so 
as  to  protect  the  estate  assets  and  the  widow/er’s  share 
of  such  assets.  Some  physicians  will  have  attempted  to 
do  this  during  lifetime  and  if  they  did  so  this  will  be 
evident  from  study  of  the  policy,  its  endorsements  and 
correspondence.  If  there  is  uncertainty  in  the  matter, 
the  attorney  should  contact  the  insurance  carrier  and 
seek  its  cooperation  in  ascertaining  the  facts.  The 
reason  for  this  is  that  a suit  can  be  maintained  against 
the  estate  and  heirs  of  a deceased  physician  who  is 
alleged  to  have  committed  one  or  more  acts  of  profes- 
sional negligence  with  resultant  injury  to  a patient. 

The  State  Medical  Society  office  is  always  available 
for  consultation  with  a widow/er,  the  family,  or  the 
estate  attorney.  ■ 
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Some  considerations 
before  opening  a 
physician’s  practice 

When  beginning  a medical  practice,  whether  start- 
ing a new  one  or  joining  an  existing  group,  there  are 
many  matters  that  should  be  considered  before  see- 
ing your  first  patient.  The  following  check  list  has 
been  developed  to  itemize  major  tasks  or  decisions 
a physician  should  consider  prior  to  that  time.  De- 
pending upon  the  type  of  practice,  some  may  not 
apply;  however,  if  this  list  is  used,  the  majority  of 
items  will  be  covered. 


□ Discuss  practice  location  with  spouse  (type  of 
community  desired,  location,  size,  hospitals, 
school  system,  cultural  opportunities). 

□ Office  facilities  (rent — negotiate  lease;  own — 
negotiate  and  close  purchase). 

□ Determine  office  layout  and  size. 

□ Furniture  and  equipment  (office — chairs,  desks, 
calculators,  computer;  waiting  room — chairs, 
tables,  lamps;  examining  room — desk,  chairs, 
exam  table,  medical  equipment  and  supplies). 

□ Obtain  license  to  practice  medicine. 

□ Obtain  federal  narcotics  number. 

□ Develop  employment  contract. 

□ Partnership  agreement  or  service  corporation 
articles. 

□ Hospital  staff  privileges. 

□ Choose  advisors  (accountant,  lawyer,  banker, 
management  consultant,  insurance  agent,  real  es- 
tate broker,  investment  counsel). 

□ Obtain  necessary  insurance  coverage  (business — 
professional  liability,  Worker’s  Compensation, 
general  liability,  umbrella  [business/personal], 
employee  fidelity  bond;  personal — health,  life, 
disability  income/income  protection,  home  own- 
ers, auto). 

□ Determine  office  hours  based  on  community 
needs. 

□ Apply  for  federal  and  state  employer  identifica- 
tion (ID)  numbers. 

□ Apply  for  federal  and  state  unemployment  com- 
pensation tax  ID  numbers. 

□ Determine  support  staff  needed,  interview  and 
hire. 

□ Obtain  necessary  financing. 

□ Develop  financial  systems  (determine  fees,  ac- 
counting system,  billing,  system,  statement  for- 
mat, collections  and  receivable  management, 
consider  credit  card  payments  by  patients,  in- 
ternal controls). 


□ Announcements  to  local  physicians,  pharmacists, 
general  public  via  newspaper,  telephone  direc- 
tory, individually  mailed  announcements  and 
calling  and  appointment  cards. 

□ Open  checking  account(s). 

□ Learn  community  resources  (hospitals,  schools, 
pharmacies,  social  services,  rehabilitation  ser- 
vices). 

□ Arrange  for  utilities  (telephone,  electricity,  gas/ 
oil,  water). 

□ Telephone  answering  service. 

□ Arrange  for  coverage  during  off  hours. 

□ Order  necessary  office  forms  (letterhead,  envel- 
opes, RX  forms,  accounts  receivable  statements, 
third-party  claim  forms  or  uniform  claim  forms). 

□ Arrange  for  lab  and  x-ray  services. 

□ Obtain  good  debt  collection  service. 

□ Repay  student  loans  on  timely  basis. 

□ All  employees  must  complete  federal  Form  W-4 
and  state  Form  WT-4  (withholding  allowance 
certificates). 

□ Memberships  (become  involved  in:  county  and 
state  medical  societies,  AMA,  specialty  societies, 
local  service  or  business  groups,  hospital  staff 
activities). 

The  AMA  has  a regular  schedule  of  “Starting 
Your  Own  Practice”  workshops  which  also  provide 
much  information  on  this  subject. 

This  checklist  is  intended  to  provide  the  most 
common  matters  a physician  should  consider  when 
starting  a practice.  It  is  not  inclusive  in  every  instance 
since  individual  circumstances  require  attention  to 
matters  unique  to  that  situation. 

Physicians  may  also  contact  the  State  Medical 
Society  in  Madison  for  additional  information: 
(608)257-6781,  or  toll-free  in  Wisconsin  1-800-362- 
9080.  Office  location:  330  East  Lakeside  St,  Madi- 
son 53715  (Lakeside  Street  intersects  John  Nolen 
Drive  at  the  signal  lights  just  before  crossing  the 
“causeway”  over  Lake  Monona  to  Downtown  Mad- 
ison, from  the  South  Beltline  near  the  Coliseum). 

“Blue  Book”  good  reference  source 

Whether  opening  a practice  for  the  first  time  or 
moving  a practice  to  Wisconsin,  physicians  will  find 
valuable  information  in  the  annual  “Blue  Book” 
issue  of  the  Wisconsin  Medical  Journal,  the  official 
publication  of  the  State  Medical  Society  of  Wiscon- 
sin. This  is  a reference  source  on  medicolegal,  socio- 
economic, legislative,  governmental  matters  of  direct 
concern  to  the  physician.  It  also  is  a reference  source 
on  State  Medical  Society  organizational  structure, 
other  related  organizations,  and  state  government 
agencies. 

To  obtain  a copy  contact  the  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison,  Wis  53701,  or 
phone  State  Medical  Society  offices  in  Madison  as 
noted  above.  ■ 
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Worker’s  compensation  and  the  physician 


Most  Wisconsin  Physicians  become  involved  with 
the  treatment  of  patients  covered  by  worker's  compen- 
sation. Worker’s  compensation  provides  for  payment 
of  compensation  for  temporary  and  permanent  disa- 
bility and  necessary  medical  expenses  resulting  from 
an  injury  or  illness  caused  by  working. 

In  95  perceht  of  the  worker’s  compensation  cases, 
the  insurance  carriers  follow  the  reports  of  treating 
physicians  in  paying  disability  compensation  and  med- 
ical expense,  so  the  role  of  the  physician  in  evaluating 
and  reporting  of  work-related  illnesses  or  injuries  can- 
not be  overemphasized. 

How  administered?  The  worker’s  compensation  pro- 
gram in  Wisconsin  is  an  insurance  plan.  Most  employ- 
ers are  required  by  statute  to  have  a policy  of  worker’s 
compensation  insurance  with  a private  insurance  com- 
pany. A few  of  the  larger  corporations  are  allowed  to 
administer  their  worker’s  compensation  on  a self- 
insured  basis.  Therefore,  the  physician  will  be  filling 
most  of  the  reports  with  an  insurance  company  or  em- 
ployer, rather  than  the  State. 

The  role  of  the  Worker’s  Compensation  Division  is 
to  enforce  the  requirement  of  insurance,  monitor 
payments  by  insurance  companies  to  determine  that 
the  correct  payments  have  been  made  based  upon  med- 
ical reports,  to  decide  disputes  between  employes  and 
insurance  companies,  and  to  provide  information  on 
the  law  to  any  party  requesting  it. 

Who  is  covered?  An  employe  is  covered  by  the 
worker's  compensation  program  if  he  or  she  sustains 
an  accident  or  illness  caused  by  his  or  her  employment. 
An  accident  can  be  one  event  which  causes  an  injury 
directly,  or  one  which  acts  upon  a preexisting  condi- 
tion to  aggravate  it  beyond  its  normal  state.  An  occupa- 
tional disease  or  illness  can  be  a long  series  of  minor 
events  leading  to  an  injury  or  impairment,  or  an  ex- 
posure to  a harmful  substance  causing  an  injury  or  im- 
pairment or  significantly  contributing  to  an  underly- 
ing disease  process. 

Benefits.  If  the  employe  has  sustained  an  injury  aris- 
ing out  of  his  or  her  employment,  that  employe  is  en- 
titled to  payment  of  all  necessary  medical  expense, 
compensation  at  two-thirds  his  or  her  gross  wage  for 
temporary  disability  and  compensation  for  permanent 
injuries.  Temporary  disability  is  paid  for  the  period 
when  the  injured  employe  has  wage  loss  and  is  in  the 
healing  period  after  an  accident  or  during  the  time  the 
employe  is  convalescing  from  the  accident  or  illness. 
When  the  employe  has  reached  the  point  where  he  or 
she  is  as  well  as  he  or  she  will  ever  be,  the  employe 
is  then  entitled  to  permanent  disability  benefits  for  the 
permanent  injuries.  In  many  cases,  the  determination 
of  when  the  employe  is  finished  healing  is  very  dif- 
ficult and  often  cannot  be  pinpointed.  However,  under 
the  present  law,  this  determination  must  be  made  by 
a physician. 


Reporting.  To  ensure  prompt  payment  of  disability 
compensation  and  medical  expenses,  the  physician 
must  file  reports  on  the  injury  with  the  insurance  car- 
rier when  due.  Occasionally,  a physician  may  be  re- 
quested to  provide  a report  for  a patient  who  has  a large 
bill  outstanding.  The  physician  may  be  tempted  to 
agree  to  provide  the  report  after  the  bill  for  treatment 
has  been  paid.  This  may  be  an  effective  technique  if 
the  bill  is  not  too  large  or  the  patient  is  not  destitute. 
However,  since  medical  reports  must  be  submitted  to 
prove  the  case,  the  patient  may  be  caught  between  an 
insurance  company  who  will  not  pay  the  bill  until  a 
medical  report  is  submitted  and  a physician  who  will 
not  provide  a report  until  the  bill  has  been  paid.  This 
situation  can  result  in  the  patient  getting  no  compen- 
sation and  the  physician  being  left  with  an  unpaid  bill 
for  which  he  should  have  been  paid. 

The  State  Medical  Society’s  Committee  on  Environ- 
mental and  Occupational  Health  wishes  to  restate  the 
following  principles  with  regard  to  preparing  and  filing 
reports: 

— Simplified  reports  including  initial  reports, 
progress  reports,  and  final  reports — no  charge 

— WC-16  report— no  charge 

When  a special  report,  such  as  the  WC-16-B  is  re- 
quested by  a patient  or  insurance  carrier,  or  an  ex- 
tensive or  extraordinary  report  in  lieu  of  a simpli- 
fied report— a reasonable  charge  for  preparation 
and  filing  is  appropriate. 


WC-16.  The  WC-16  form  is  the  form  most  commonly 
used  to  report  injuries  or  diseases.  This  form  is  avail- 
able from  the  Worker's  Compensation  Division  or 
from  the  insurance  carriers.  This  form  is  to  be  com- 
pleted when  there  is  clearly  permanent  disability,  as 
in  the  case  of  an  amputation,  or  when  the  temporary 
disability  extends  beyond  three  weeks.  The  form, 
when  it  has  been  completed,  should  be  sent  to  the  in- 
surance company  or  employer  who  will  then  forward 
a copy  of  it  to  the  Worker’s  Compensation  Division. 
The  form  is  then  used  by  the  Division  to  determine 
what  payments  must  be  made  for  disability. 

WC-16-A.  This  is  a special  form  used  only  in  cases 
where  there  is  permanent  impairment  of  vision.  Since 
the  information  needed  to  calculate  permanent  disabil- 
ity compensation  for  loss  of  vision  is  so  different  from 
any  other  type  of  permanent  injury,  the  Worker’s  Com- 
pensation Division  suggests  that  this  be  the  only  form 
used  to  report  permanent  vision  loss.  The  physician 
should  not  spend  his  time  trying  to  determine  what  in- 
formation the  Division  needs  and  fitting  it  on  another 
form.  This  form  is  available  upon  request  from  the 
Worker’s  Compensation  Division. 
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WC-16-B.  This  form  is  also  entitled,  “Practitioner's 
Report  on  Accident  or  Industrial  Disease  in  lieu  of 
Testimony.”  Completion  of  this  form  may  be  requested 
by  an  insurance  company,  attorney,  or  employe.  When 
it  has  been  completed,  it  should  be  returned  to  the  one 
who  requested  it.  After  the  form  has  been  completed 
and  returned  to  the  party  requesting  it,  the  physician 
is  generally  not  obliged  to  testify  at  any  subseauent 
hearings.  Failure  to  complete  this  form  may  result  in 
the  physician  being  subpoenaed  and  required  to  testify. 

The  completed  WC-16-B  is  a legal  document  and  de- 
cisions to  grant  or  deny  compensation  are  based  upon 
it.  Therefore,  while  most  physicians  feel  that  many  of 
the  questions  asked  on  it  are  unintelligible,  the  word- 
ing for  most  of  these  problem  questions  is  required 
by  statute  or  by  a court  decision.  The  questions  ask- 
ed on  the  WC-16-B  form  about  temporary  and  perma- 


nent disability  and  causation  are  to  be  answered  to  a 
reasonable  medical  probability.  In  a worker’s  compen- 
sation case,  this  means  that  the  physician  doesn't  have 
to  state  it  as  being  a certainty,  but  rather  it  must  be  the 
physician's  opinion  that  the  answer  is  more  likely  than 
not  correct.  Trouble  arises  in  worker's  compensation 
cases  when  the  physician  states  that  the  accident 
"possibly  caused”  or  “could  have  caused”  the  injury. 
If  the  physician  feels  that  it  is  more  likely  than  not  that 
the  accident  caused  the  injury,  the  questions  on  causa- 
tion should  be  answered  yes  and  if  the  physician  feels 
that  it  is  less  likely  than  not,  then  the  questions  should 
be  answered  no. 

In  question  3 on  the  WC-16-B,  the  physician  should 
enter  the  date  of  the  accident  as  well  as  it  is  documented 
in  his  or  her  notes  or  the  approximate  date  of  the  onset 
of  the  industrial  or  occupational  disease  or  illness.  The 


State  of  Wisconsin,  Department  of  Industry,  Labor  and 
Human  Relations,  Worker's  Compensation  Division, 
PO  Box  7901,  Madison,  Wisconsin  53707 


PRACTITIONER'S  REPORT  ON  ACCIDENT  OR 
INDUSTRIAL  DISEASE  IN  LIEU  OF  TESTIMONY 


FILED  ON  BEHALF  OF  DEMPLOYE  DEMPLOYEROR 

INSURANCE  CARRIER 

1.  Name  of  Employe. 

2.  Name  of  Employer. 

3.  Date  of  accident  or  first  illness. 

4.  State  the  history  of  the  accident  or  work  exposure 
to  you  by  the  patient. 

5.  Give  complete  account  of  the  nature  and  extent  of 
disability,  including  subjective  complaints,  objec- 
tive findings  and  your  diagnosis. 

6.  Did  you  treat  patient?  If  so,  between  what  dates? 

□ Yes  DNo 

7.  Date  of  last  examination. 

8.  Date  disability  from  work  began. 

9.  Date  injured  was  or  will  be  able  to  return  to  a 
limited  type  of  work.  What  limitations? 

10.  Date  injured  was  or  will  be  able  to  return  to  full 
time  work  subject  only  to  permanent  limitations. 

11.  In  your  opinion,  is  it  probable  that  the  accident  or 
work  exposure  described  in  Item  4 directly  caused 
the  disability? 

□ Yes  DNo 

12.  If  not  directly,  is  it  probable  that  the  accident  or 
work  exposure  in  Item  4 caused  the  disability  by 
precipitation,  aggravation  and  acceleration  of  a 
pre-existing  condition  beyond  normal  progression? 

□ Yes  DNo 

13.  If  the  patient  suffers  from  disease,  is  it  probable 

that  the  work  exposure  described  in  Item  4 caused 
the  disease  or  to  some  appreciable  extent  fur- 
thered its  progress?  DYes  DNo 

14.  Has  accident  or  industrial  disease  resulted  in  any 

permanent  disability?  DYes  DNo 


15.  Estimate  percentage  of  disability  to  the  member, 
eye,  or  ear  involved,  or  compare  to  permanent  total 
disability  if  injury  is  to  torso  or  head,  caused  by  the 
accident  or  work  exposure  described  in  Item  4? 

16.  What  elements  constitute  disability  (such  as 
limitation  of  motion,  deformity,  weakness,  pain, 
lack  of  endurance,  etc.)?  If  limitation  of  motion, 
describe  nature  and  percentage  of  limitation  of 
each  part  of  each  member  affected.  (Make  es- 
timates on  voluntary,  not  passive  motion.)  If 
amputation,  state  exact  point  bone  was  ampu- 
tated and  whether  stump  is  tender  or  hardy. 

17.  Do  you  expect  that  the  above  permanent  dis- 
ability will  increase  or  that  the  condition  will  in 
any  way  improve?  Please  explain. 

18.  Do  you  expect  that  any  further  treatment  will  be 

necessary  to  cure  or  relieve  from  the  effects  of 
this  injury?  DYes  DNo 

If  YES,  explain 

19.  Previous  to  this  injury,  did  employe  have  any 

permanent  disability?  DYes  DNo 

If  YES,  explain 

20.  I am  a practitioner  licensed  in  and  practicing  in 
Wisconsin. 

Practitioner’s  typed  or  printed  name. 

Practitioner’s  address. 

College. 

CERTIFICATION.  I hereby  certify,  subject  to  the  penalty 
of  fine  and/or  imprisonment,  as  provided  in  Sec. 
943.39  of  the  Wisconsin  Statutes,  that  the  above 
report  truly  and  correctly  sets  forth  the  history,  my 
findings,  diagnosis  and  opinion. 

Signature  of  Practitioner.  Date. 

Section  102.17  (1)(d)  provides  that  the  contents  of  ver- 
ified or  certified  medical  and  surgical  reports  pre- 
sented by  parties  shall  constitute  prima  facie  evidence 
as  to  the  matter  contained  therein.  Reports  must  be 
filed  with  the  department  in  duplicate  fifteen  days 
prior  to  the  date  of  hearing  to  be  acceptable  as  evi- 
dence. If  not  so  filed,  it  will  be  necessary  to  produce 
the  doctor  to  give  oral  testimony  at  the  time  of  hear- 
ing. 

IMPORTANT:  PRACTITIONERS  NOT  LICENSED  AND  PRAC- 
TICING IN  WISCONSIN  MUST  HAVE  THIS  REPORT  VERIFIED 
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date  when  the  disease  first  begins  to  cause  impairment 
should  be  entered,  although  sometimes  this  can  only 
be  determined  in  retrospect. 

In  question  4,  the  physician  should  describe  the  ac- 
cident or  work  exposure  to  which  the  patient  attributes 
his  condition.  A copy  of  the  medical  history  or  notes 
will  suffice,  if  they  contain  this  information.  The  notes 
should  be  copied,  attached  to  the  WC-16-B,  and  re- 
ferred to  in  the  appropriate  box. 

Question  5 requests  that  the  physician  give  the  sub- 
jective and  objective  complaints  of  the  patient,  his  or 
her  diagnosis,  and  a description  of  the  nature  of  the 
physical  incapacitation.  A copy  of  the  medical  history, 
or  notes  if  they  contain  this  information,  will  also  suf- 
fice for  this  question. 

In  question  6,  the  physician  should  put  down  the 
dates  of  the  first  examination  and  last  date  of  treatment 
or  the  date  on  which  the  physician  examined  or  eval- 
uated the  patient. 

In  question  8,  the  physician  should  enter  the  last  day 
of  work  before  which  the  patient  became  disabled  or 
so  impaired  that  he  or  she  could  no  longer  work.  The 
Worker's  Compensation  Division  recognizes  that  the 
physicians  may  be  uncomfortable  in  assessing  disabili- 
ty, but  under  the  Worker's  Compensation  Law  the 
physician  is  the  only  arbiter  of  temporary  disability 
and  most  forms  of  permanent  disability. 

Questions  11,  12  and  13  are  questions  involving  med- 
ical causation.  If  any  of  these  three  questions  are  an- 
swered affirmatively,  the  injured  employe  is  entitled 
to  worker's  compensation  benefits.  Question  11  is  con- 
cerned with  whether  or  not  the  injury  or  occupational 
illness  was  caused  only  by  the  employment.  Questions 
12  and  13  are  concerned  with  whether  or  not  the  work 
has  aggravated  any  underlying  condition.  If  the  em- 
ployment caused  an  impairment  which  was  not 
complicated  by  any  preexisting  condition,  question  11 
should  be  answered  affirmatively.  If  the  employment 
increased  impairment  by  aggravating  or  accelerating 
a preexisting  condition  beyond  its  normal  progression 
or  status,  then  question  12  should  be  answered  affir- 
matively. If  the  patient  was  suffering  from  a disease 
which  was  caused  by  or  to  some  extent  furthered  by 
the  employment,  question  13  should  be  answered 
affirmatively. 

Question  15,  at  the  top  of  the  second  page,  requests 
that  the  physician  estimate  the  percentage  of  perma- 
nent disability  caused  by  the  accident  or  disease.  In 
cases  where  the  permanent  disability  is  to  the  arm  at 
or  below  the  shoulder,  the  leg  at  or  below  the  hip,  vi- 
sion, or  hearing,  the  physician  should  estimate  per- 
manent disability  by  reference  to  the  Worker's  Com- 
pensation Schedule.  The  Worker’s  Compensation 
Schedule  was  printed  in  the  June  1975,  Blue  Book, 
pages  43  through  45,  of  the  Wisconsin  Medical  Jour- 
nal. The  schedule  is  also  available  from  the  Worker's 
Compensation  Division  on  request.  If  the  injury  is  to 
the  arm  at  or  below  the  shoulder  or  the  leg  at  or  below 
the  hip,  the  physician  should  estimate  permanent  disa- 
bility at  the  joint  where  the  injury  occurred  or  at  the 
next  highest  joint.  Therefore,  if  the  injury  is  to  the 


distal  phalanx  of  the  right  index  finger,  the  disability 
should  be  estimated  at  the  distal  joint  of  the  right  in- 
dex finger  and  not  at  the  proximal  joint  of  the  right 
index  finger  or  the  wrist.  In  cases  of  an  injury  to  the 
torso  such  as  to  the  back,  or  loss  of  an  organ,  or  per- 
manent disability  caused  by  a dermatitis,  the  physi- 
cian will  find  very  little  guidance  from  the  Worker's 
Compensation  Law.  Many  physicians  use  the  AMA 
Guidelines  or  the  Orthopedic  Surgeon’s  Manual  on 
estimating  permanent  disability.  Permanent  disability 
caused  by  an  injury  to  the  head,  torso,  back,  or  by 
dermatitis  should  be  estimated  as  a percentage  of  per- 
manent and  total  disability  to  the  whole  person  rather 
than  a percentage  of  the  back  or  neck  or  other  area  of 
the  body  or  organ. 

Question  16,  on  the  second  page,  requires  a descrip- 
tion of  the  disability  for  which  the  physician  gave  the 
estimate,  in  question  15.  There  may  be  components 
of  the  impairment  which  are  not  listed  in  question  16, 
such  as  liver  disease  or  an  abnormal  reaction  to  cer- 
tain chemicals.  If  this  is  the  case,  those  elements  of 
impairment  should  be  noted  in  this  box. 

Question  17  and  18  request  that  the  physician  give 
an  estimate  of  the  prognosis  of  the  case.  If  the  prog- 
nosis is  guarded  in  any  way,  the  physician  should  ex- 
plain this  in  this  area  so  that  the  patient  can  be  legal- 
ly protected  should  he  have  further  medical  expense 
or  disability.  Without  this  information,  his  or  her  case 
may  be  mistakenly  closed  and  his  or  her  rights  to  fur- 
ther benefits  eliminated. 

Releases  and  requests  for  information.  Generally  in 
a worker’s  compensation  case,  the  insurance  carrier 
requesting  medical  information  will  obtain  a signed 
release  from  the  injured  employe.  However,  under 
Section  102.13(1),  “Notwithstanding  any  other 
statutory  provisions,  any  physician,  chiropractor  or 
podiatrist  attending  a worker's  compensation  claimant 
may  furnish  to  the  employe,  employer,  worker's  com- 
pensation insurance  carrier,  or  the  department  infor- 
mation and  reports  relative  to  a worker’s  compensa- 
tion claim.”  This  section  holds  harmless  any  physi- 
cian who  reports  on  an  injury  or  disability  to  a worker's 
compensation  insurance  carrier  or  employer  without 
a release.  However,  it  is  also  possible  for  the  Worker's 
Compensation  Division  to  order  releases  to  be  pro- 
vided to  insurance  carriers  for  medical  information 
and  the  physician  may  therefore  require  a release 
before  releasing  any  information.  If  the  physician  has 
treated  an  injured  employe  for  conditions  medically 
unrelated  to  the  worker's  compensation  injury,  infor- 
mation on  the  unrelated  conditions  should  not  be 
released  without  a clear  written  authorization  signed 
by  the  patient. 

Employe’s  right  to  choose  physician.  Under  Wiscon- 
sin law,  an  injured  employe  is  no  longer  required  to 
choose  a physician  from  a panel.  The  patient  has  a 
right  to  seek  initial  treatment  from  a physician  of  his 
or  her  choice.  The  injured  employe  also  has  the  right 
to  select  a second  medical  opinion  of  his  or  her  own 
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choice.  Referrals  from  one  physician  to  another  are 
not  considered  to  be  a second  choice.  After  the  second 
choice  of  physician,  the  employe,  of  course,  has  the 
right  to  a third  choice,  but  the  insurance  carrier  is 
not  required  to  pay  for  that  treatment  unless  the 
insurance  carrier  has  agreed  to  the  third  choice. 


Don't  be  afraid  to  ask  questions.  Contact  either  the 
State  Medical  Society  or  Carol  Lobes,  Administrator, 
Worker’s  Compensation  Division,  201  East 
Washington  Avenue,  PO  Box  7901,  Madison,  Wiscon- 
sin 53707  (telephone  608/266-1340). ■ 


NOTICE 

Wisconsin  hospital  emergency 
rooms  and  outpatient  facilities  are 
aware  of  the  following  federal  and 
state  laws  which  prohibit . . . 

I.  Discrimination  against  patients 

Alcohol  abusers,  alcoholics  and  drug  abusers  who 
are  suffering  from  medical  conditions  shall  not  be 
discriminated  against  in  admission  or  treatment, 
solely  because  of  their  alcohol  abuse,  alcoholism 
or  drug  abuse  by  any  private  or  public  general 
hospital  or  outpatient  facility  [as  defined  in  sec- 
tion 1633  (6)  of  the  Public  Health  Service  Act] 
which  receives  support  in  whole  or  in  part  by 
funds  appropriated  to  any  federal  department  or 
agency.  Such  regulations  shall  include  procedures 
for  determining  if  a violation  of  subsection  (a)  has 
occurred,  notification  of  failure  to  comply  with 
such  subsection,  and  opportunity  for  a violator  to 
comply  with  such  subsection. 

U.S.P.L.  91-616,  Part  C,  Section  321  A & B 
and  subsequent  amendments 
U.S.P.L.  92-255,  Section  407  A & B and  subse- 
quent amendments 

II.  Refusal  of  admission 

“A  private  or  public  general  hospital  may  not 
refuse  admission  or  treatment  to  a person  in  need 
of  medical  services  solely  because  that  person  is  an 
‘ alcoholic , ’ 'incapacitated  by  alcohol,  ’ ‘or  is  an  in- 
toxicated person  ’ as  defined  in  subsection  (2).  This 
paragraph  does  not  require  a hospital  to  admit  or 
treat  the  person  if  the  hospital  does  not  ordinarily 
provide  the  services  required  by  the  person.  A 
private  or  public  general  hospital  which  violates 
this  paragraph  shall  forfeit  no  more  than  $500.” 
Wis.  Stats.  51.45  (15)  (c) 

Please  note:  Hospitals  not  equipped  to  admit  or  provide 
treatment  to  the  person  must  have  a written  plan  and 
agreement  with  the  nearest  hospital  that  provides  services 
required  by  the  person. 

Any  violation  should  be  reported  to  the  Bureau  of 
Alcohol  and  Other  Drug  Abuse,  1 West  Wilson 
Street,  Room  434,  Madison,  Wisconsin  53702. 
Phone  608/266-2717. 


STATE  MEDICAL  EXAMINING  BOARD 

Hospitals  required  to  report 
physician’s  loss  of 
hospital  staff  privileges 

A recently  enacted  state  law  requires  hospitals  to  report 
to  the  Medical  Examining  Board  peer  investigation  in- 
formation which  results  in  a physician’s  hospital  staff 
privileges  being  lost  or  reduced  for  30  days  or  more,  or 
which  results  in  a physician  resigning  from  the  hospital 
staff  for  30  days  or  more. 

Chapter  135,  Laws  of  1981,  which  became  effective 
March  31,  1982,  requires  hospitals  to  notify  the  Medical 
Examining  Board  within  30  days  after  the  loss,  reduction, 
or  resignation  takes  effect.  Temporary  suspensions  due  to 
incomplete  records  need  not  be  reported. 

Within  30  days  after  receiving  a hospital  report,  the 
Medical  Examining  Board  must  notify  the  physician,  in 
writing,  of  the  substance  of  the  report.  The  physician  and 
the  physician’s  authorized  representative  may  examine 
the  report  and  may  place  into  the  record  a statement,  of 
reasonable  length,  of  the  physician’s  view  of  the  correct- 
ness or  relevance  of  any  information  in  the  report.  An 
action  may  be  instituted  in  circuit  court  to  amend  or 
expunge  any  part  of  the  hospital  report. 

If  the  Medical  Examining  Board  determines  a hospital 
report  is  without  merit  or  that  the  physician  has  suf- 
ficiently improved  his  conduct  or  competence,  the  Board 
must  remove  the  hospital  report  from  the  physician’s 
record. 

If  no  hospital  reports  are  filed  against  a physician  for 
two  consecutive  years,  the  physician  may  petition  the 
Board  to  remove  any  prior  reports,  unless  those  reports 
are  related  to  a finding  of  unprofessional  conduct  against 
the  physician. 

Hospitals  may  request  information  relating  to  a phy- 
sician’s loss,  reduction,  or  resignation  of  staff  privileges 
from  other  hospitals  prior  to  admitting  the  physician  to 
the  medical  staff. 

Introduced  at  the  request  of  the  State  Medical  Ex- 
amining Board  as  Senate  Bill  68,  the  law  is  intended  to 
prevent  the  migration  of  physicians  who  lose  attending 
privileges  at  one  hospital  and  to  shortly  thereafter  receive 
approval  for  attending  privileges  at  another,  unsuspect- 
ing hospital. 

The  system  requires  the  Medical  Examining  Board  to 
act  as  a clearinghouse  for  the  accumulation  and  dispersal 
of  disciplinary  actions  taken  by  hospitals  against  phy- 
sicians. ■ 
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CHECKLIST  FOR  COST  CONTAINMENT 

Adopted  by  the  State  Medical  Society  of  Wisconsin,  March  28,  1981 


I.  Encourage  physicians  to: 

A.  Be  cost  conscious 

B.  Learn  consultant  fees 

C.  Include  recent  laboratory  and  x-ray  results  with 
referral  letters 

D.  Avoid  unnecessary  referrals 

E.  Utilize  “one  day”  care  units  when  possible 

F.  Consider  “morning  of  surgery”  admissions 

G.  Be  selective  in  use  of  expensive  critical  care 
units 

H.  Shorten  postoperative  hospital  stays 

I.  Encourage  early  evaluation  for  transfer  to  ex- 
tended care  facility 

J.  Critically  examine  prescribing  habits 

K.  Order  only  necessary  laboratory  tests 

L.  Periodically  review  hospital  bills  to  learn  costs 
of  laboratory,  radiology  and  ancillary  services 

M.  Seek  alternatives  to  hospitalization 

N.  Discourage  “routine”  annual  physical  exami- 
nations 

O.  Discourage  “executive  physicals” 

P.  Combine  camp,  school  and  athletic  examina- 
tions 


II.  Encourage  hospitals  to: 

A.  Form  cost  containment  committees 

B.  Instruct  patients  on  appropriate  use  of  the 
emergency  room 

C.  Avoid  excessive  use  of  laboratory  and  radi- 
ology services  in  the  emergency  room 

D.  Be  fully  functional  on  weekends  and  holidays 

E.  Post  up-to-date  patient  bills 

F.  Share  purchasing  services 

III.  Encourage  patients  to: 

A.  Be  aware  of  health  care  costs 

B.  Practice  good  health  habits 

C.  Evaluate  the  alleged  merits  of  health  foods, 
vitamins,  minerals,  etc. 

D.  “Self  treat”  minor  illnesses  and  injuries 

E.  Discuss  prescription  costs  with  family  pharma- 
cist 

F.  Use  over-the-counter  and  generic  medication 
when  possible 

G.  Learn  about  cost  savings  available  in  health  in- 
surance plans  with  deductibles  and  co-insur- 
ance* 


STATE  DEPARTMENT  OF  REGULATION 
& LICENSING 

Physician  licensure 
verification  procedure 

The  Department  of  Regulation  & Licensing  offers 
several  avenues  available  to  verify  the  licensure  of  medical 
professionals. 

A.  Purchase  of  the  Department’s  current  master  printout 
of  licensees  (name,  address,  and  license  number)  at  a 
cost  of  about  $60  for  all  licensees  of  the  Medical 
Examining  Board.  Contact  the  Department’s  Renewal 
Section  at  (608)  266-0627  for  further  information  and 
ordering. 

B.  Purchase  of  the  Department’s  directory  of  Medical 
Board  licensees  which  is  current  up  to  October  1980, 
contains  no  license  numbers,  and  costs  $5.20. 

C.  Checking,  at  the  physician’s  facility,  the  current 
registration  card  of  all  Medical  Board  licensees.  That 
certificate,  stamped  “valid  to  December  1981,”  is  the 
physician’s  proof  of  good  standing  with  the  Medical 
Examining  Board. 


D.  Writing  or  calling  the  Medical  Board  office  when  the 

following  is  true: 

1.  Applicant  for  staff  privileges  is  not  listed  in  the 
printout  or  directory. 

2.  Applicant  for  staff  privileges  does  not  produce  a 
current  registration  card. 

3.  Applicant  is  a new  licensee  in  Wisconsin. 

4.  A person  has  good  reason  to  believe  the  Medical 
Examining  Board  has  disciplined  the  licensee  and 
verification  of  that  fact  is  desired. 

Physicians  who  have  been  members  of  a hospital  or 
clinic  medical  staff  for  a number  of  years  will  be  expected 
to  show  their  license  “renewal  card”  every  two  years  to 
the  staff. 

A physician  experiencing  no  problems  on  a medical 
staff,  having  a current  renewal  card,  and  not  listed  ir 
the  Digest  of  Rules  and  Discipline  will  not  show  up  as  a 
problem  on  the  Department’s  records. 

The  Department  of  Regulation  & Licensing  and  the 
Medical  Examining  Board  have  told  the  State  Medical 
Society  that  they  wish  to  assure  effective  regulation  of  the 
profession  to  the  citizens  of  Wisconsin  and,  therefore, 
are  most  anxious  to  assist  physicians  in  the  verification 
process.* 
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Procedure  for  administering  medication  in  schools 

Prepared  by  the  Committee  on  School  Health  and  adopted  by  the  Board  of  Directors 
of  the  State  Medical  Society  of  Wisconsin,  July  17, 1982. 


Administering  Medication 

1 .  No  medication  will  be  administered  by  school  per- 
sonnel without  the  Medication  Consent  Form  and 
the  Physician  Order  for  Medication  Administra- 
tion form  being  filled  out  and  returned  to  the  in- 
dividual administering  the  medication,  the  school 
principal,  or  School  Nurse. 

a.  Medication  Consent  Form  must  be  filled  out 
by  the  parent/legal  guardian,  and  returned  to 
the  individual  administering  the  medication, 
the  school  principal,  or  School  Nurse. 

b.  Physician  Order  for  Medication  Administra- 
tion form  must  be  filled  out  by  the  prescribing 
physician  and  returned  to  the  individual  ad- 
ministering the  medication,  the  school  prin- 
cipal, and  School  Nurse. 


MEDICATION  POLICY 

1 . Medication  to  be  given  in  the  school  MUST  have: 

a.  A written  order  from  the  physician. 

b.  Student’s  full  name  on  the  container. 

c.  Name  of  drug  and  dose. 

d.  Time  to  be  given. 

e.  Parent/legal  guardian  permission.  (Verbal  per- 
mission may  be  acceptable,  providing  written 
consent  follows.) 

2.  Medication  will  be  taken  by  the  student  at  a designated 
time  supervised  by  authorized  personnel. 

3.  It  is  the  responsibility  of  the  student,  if  appropriate, 
not  school  personnel,  to  get  his/her  medication  at  the 
designated  time. 

4.  Limited  quantities  of  the  medication  should  be  kept 
at  school. 

5.  All  medication  administered  at  school  will  be  stored 
in  a locked  drawer,  cabinet  or  file. 

6.  Parents  must  notify  school  when  the  drug  is  dis- 
continued and  the  dosage  or  time  is  changed.  If  the 
medication  is  resumed,  a new  order  must  be  received. 

7.  The  school  should  establish  an  accurate  and  con- 
fidential record-keeping  system  for  each  pupil  re- 
ceiving medication. 

8.  No  aspirin  or  other  over-the-counter  medication  will 
be  administered  to  children  unless  the  above  pro- 
visions are  complied  with. 

9.  Newly  written  orders  for  medication  from  the  M.D. 
must  be  renewed  annually  for  students  on  long-term 
medication. 


2.  Medication  to  be  given  in  the  school  must  have 
the  following  information  printed  on  the  con- 
tainer: 

a.  Child’s  full  name; 

b.  Name  of  drug  and  dosage; 

c.  Time  to  be  given;  and 

d.  Physician’s  name. 

3.  Medication  will  be  offered  to  the  child  at  the  des- 
ignated time  administered  by  the  School  Public 
Health  Nurse,  Public  Health  Nurse’s  Aide,  or,  if 
unavailable,  by  other  designated  school  person- 
nel. If  the  child  refuses,  the  parents  should  be  in- 
formed. 

4.  Only  limited  quantities  of  any  medicine  are  to  be 
kept  at  school. 


PARENT/GUARDIAN 
MEDICATION  CONSENT  FORM 

Full  name  of  child 

Name  of  drug  and  dosage 

Hour  it  is  to  be  given 

Name  of  physician  ordering  drug 

Phone  # _ 

Reason  for  medication 

Name  of  person  who  will  be  giving  the  medication 
during  school  hours  will  be 


(to  be  filled  out  by  the  principal  or  nurse) 

I hereby  give  my  permission  to  the  above  designated 
person  to  give  the  medication  to  my  child  according  to  the 
directions  stated  above  and  to  contact  the  child’s  phy- 
sician. 

I further  agree  to  hold  the  (school  district  name)  and 
above  designated  person  harmless  in  any  and  all  claims 
arising  from  the  administration  of  this  medication  at 
school. 

I agree  to  notify  the  school  in  writing  at  the  termination 
of  this  request  or  when  any  change  in  the  above  orders 
is  necessary. 


Signature  of  Parent/Legal  Guardian  Date 
Before  medication  will  be  administered  by  school  per- 
sonnel, a Physician  Order  for  Medication  Administration 
form  shall  be  returned  to  school  personnel  at  the  same 
time  the  Parent/Guardian  Medication  Consent  Form  is 
returned  to  the  school. 


62 


WISCONSIN  MEDICAL  JOURNAL,  MAY  1983:  VOL.  82 


5.  All  medication  administered  at  the  school  will  be 
kept  in  a locked  cubicle,  drawer,  or  other  safe 
place. 

6.  The  length  of  period  for  which  the  drug  is  to  be 
administered  shall  be  contained  in  the  written  in- 
structions from  the  prescribing  physician,  and 
further  written  instructions  must  be  received  from 
the  physician  if  the  drug  is  to  be  discontinued  or 
the  dosage  or  time  it  is  to  be  administered  is 
changed  from  the  original  instructions. 

7.  An  accurate  and  confidential  system  of  record- 
keeping shall  be  established  for  each  pupil  re- 
ceiving medication. 

a.  It  is  advisable  to  have  in  the  PRINCIPAL’S 
or  School  Nurse’s  office  a list  of  pupils  need- 
ing medication  during  school  hours,  including 
the  type  of  medication,  the  dose,  and  the  time 
to  be  given.  This  list  should  be  updated  period- 
ically. 

b.  An  individual  record  for  each  pupil  receiving 
medication  shall  be  kept,  including  the  type  of 
medication,  the  dose,  and  the  time  given. 

c.  School  personnel  are  asked  to  report  any  un- 
usual behavior  of  pupils  on  medication. 


REQUEST  FOR  PHYSICIAN  ORDER 
Date 

Re:  Administration  of  Medication  to 

Student’s  Name 

Dear  Dr.  : 

Pursuant  to  the  request  of  Mr.  and  Mrs. 

the  parent/legal  guardian  of  , Mr./ 

Mrs.  and  I have  been  asked  to  admin- 

ister medication  in  the  school  setting. 

In  order  for  us  to  proceed  with  the  medication  regime  you 
have  prescribed,  please  complete  the  other  side  of  this 
form  which  requires  you  to  address  and  direct  this  infor- 
mation to  me  and  Mr. /Mrs. 
to 

Student’s  Name 

Please  feel  free  to  call  me  should  any  questions  arise. 
Sincerely, 


Individual(s)  Administering  Medication 

Before  medication  will  be  administered  by  school  per- 
sonnel, a Physician  Order  for  Medication  Administration 
form  shall  be  returned  to  school  personnel  at  the  same 
time  the  Parent/Guardian  Medication  Consent  Form  is 
returned  to  the  school. 


8.  School  personnel  should  under  no  circumstances 
provide  aspirin  or  other  non-prescribed  medicine 
to  students  without  meeting  all  the  criteria  in  one 
to  six  above,  including  the  necessity  of  having 
written  authorization  from  the  pupil’s  physician. 
Diagnosis  and  treatment  of  illness  and  the  pre- 
scribing of  drugs  are  never  school  responsibilities 
and  should  not  be  undertaken  by  any  school  per- 
sonnel. 

9.  New  prescriptions  must  be  received  annually  for 
pupils  on  yearly  medication.  ■ 


PHYSICIAN  ORDER  FOR 
MEDICATION  ADMINISTRATION 

Date  Order  Effective  From: 

To: 

Dear : 

I ndi vidual(s)  Administering  Medication 

Name  of  Student 

Address  

Telephone  Number 

School Grade 

Physician’s  Telephone  Number 

Diagnosis  


Medication/dose/route/frequency/duration 

Medication/dose/route/frequency/duration 

Check  one:  Short  term  Long  term 

PRN  (as  the  situation  demands)  Medications: 

Medication/dose/route/frequency/duration 

Medication/dose/route/frequency/duration 

If  PRN  (as  the  situation  demands)  medication,  con- 
ditions under  which  medication  should  be  given: 


State  the  conditions/circumstances  under  which  direct 
contact  shall  be  made  with  me  should  the  student  receiv- 
ing the  medication  develop  a condition  or  has  a reaction 
to  the  medication.  


Physician’s  Signature 
Date 
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The  AMA  House  of  Delegates  approved  the  Guidelines  for  Prescribers  of  Controlled  Substances  at  its 
Interim  Meeting  in  December  1979  after  the  Board  of  Trustees  recommended  endorsement.  The  Drug 
Enforcement  Agency  (DEA)  and  its  Practitioners’  Working  Committee,  of  which  the  AMA  is  a member, 
developed  these  suggested  principles  for  good  prescribing  practices  to  “provide  a common-sense  ap- 
proach to  encourage  voluntary  compliance  by  the  prescribing  professions.”  Other  members  of  the  Com- 
mittee are  the  American  Dental  Association,  American  Nurses  Association,  American  Osteopathic 
Association,  American  Pediatry  Association,  American  Veterinary  Medical  Association,  and  the  National 
Institute  on  Drug  Abuse.  The  AMA  Board  of  Trustees  has  described  the  guidelines  as  “intended  to  remind 
practitioners  of  the  potential  of  controlled  substances  for  drug  abuse  and  dependence,  without  being 
restrictive  in  any  sense  of  the  physician's  prerogative  to  prescribe  as  he  sees  fit  in  the  best  interests  of  his 
patients.” 


Guidelines  for  prescribers  of 
controlled  substances 

A Joint  Statement  of  the  Drug  Enforcement  Administration  and  the  DEA/Practitioners  Working  Committee 


The  following  embodies  the  collective  thinking  of 
members  of  the  DEA/Practitioners  Working  Com- 
mittee. First  formed  in  1974,  this  Committee  has 
provided  a forum  for  DEA  officials  and  association 
executives  and  practitioners  to  meet  voluntarily  to 
discuss  items,  issues,  and  subjects  of  mutual  interest, 
areas  of  practical  concern,  and  generally  maintain 
an  open  and  responsive  attitude  among  the  various 
members.  Having  no  intrinsic  authority,  and  seeking 
none,  the  DEA/Practitioners  Working  Committee 
believes  it  has  played  a significant  role  in  promoting 
the  generally  harmonious  relationships  which  exist 
between  its  national  organizations  and  their  respective 
members.  It  is  against  this  background  of  shared  ex- 
perience and  knowledge  that  participants  in  the  work 
of  this  Committee  offer  these  “Guidelines  for  Pre- 
scribers of  Controlled  Substances”  to  members  of  the 
professions  throughout  the  country. 

Purpose.  The  purpose  of  this  joint  statement  and 
the  presentation  of  guidelines  is  to  provide  and  es- 
tablish acceptable  professional  responses  to  the  de- 
mands of  the  Controlled  Substances  Act.  The  guide- 
lines provide  a common  sense  approach  to  en- 
courage voluntary  compliance  by  the  prescribing 
professions. 

General  Statement.  The  principles  expressed  in 
these  guidelines  constitute  neither  a pronouncement 
of  law  nor  a code  of  ethics,  and  are  not  intended 
to  in  any  way  supercede  or  be  in  conflict  with 
statutes  or  ethical  concepts  governing  the  conduct  of 
the  various  practitioners  in  their  respective  practices 
or  in  their  respective  professional  organizations.  Ac- 
countability is  the  responsibility  of  each  discipline. 

Application  of  State  and  Federal  Law.  Separate 
laws  relating  to  the  distribution  of  controlled  sub- 
stances have  been  enacted  in  most  states.  In  many 
cases  state  law  is  much  more  stringent  than  Federal 
law  and  will  not  allow  certain  practices  which  may  be 
authorized  under  Federal  law.  The  guidelines  are  an 


example  of  good  practices  which  should  be  en- 
couraged under  both  Federal  and  state  laws  and 
regulations.  Close  cooperation  and  understanding 
between  law  enforcement  and  medicine  will  ensure 
that  legitimate  drugs  remain  in  legitimate  channels. 

Communication.  Recognizing  that  members  of 
each  profession  have  special  competencies  and 
knowledge  concerning  drugs  and  related  therapeutic 
agents,  a free  exchange  of  information  on  these 
matters  is  encouraged  among  the  professions  at 
all  levels. 

General  Guidelines 

• Controlled  substances  have  legitimate  clinical 
usefulness  and  the  prescriber  should  not  hesitate 
to  consider  prescribing  them  when  they  are  indi- 
cated for  the  comfort  and  well  being  of  patients. 

• Prescribing  controlled  substances  for  legitimate 
medical  uses  requires  special  caution  because  of 
their  potential  for  abuse  and  dependence. 

• Exercise  good  judgment  in  administering  and 
prescribing  controlled  substances  so  that  diversion 
to  illicit  use  is  avoided  and  the  development  of 
drug  dependence  is  minimized  or  prevented. 

• Guard  against  contributing  to  drug  abuse  through 
injudicious  prescription  writing  practices,  or  by 
acquiescence  to  unwarranted  demands  of  some 
patients. 

• Each  prescriber  is  asked  to  examine  his/her  indivi- 
dual prescribing  practices  to  ensure  that  all  pre- 
scription orders  for  controlled  substances  are 
written  with  caution. 

• Make  specific  effort  to  ensure  that  multiple  pre- 
scription orders  are  not  being  obtained  by  the 
patient  from  different  prescribers. 

Guidelines— Prescription  Orders 

The  prescriber  is  granted  through  legal  authority 
the  right  to  prescribe  medications  that  are  necessary 
for  the  proper  treatment  of  his/her  patients.  Pre- 
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scribing  is  governed  by  laws  and  regulations  which 
set  minimum  standards  and  requirements.  These 
guidelines,  tempered  with  good  moral  and  ethical 
considerations,  give  guidance  to  going  beyond  the 
minimum  requirements. 

• The  prescription  order  must  be  signed  by  the  pre- 
scriber  when  it  is  written.  The  prescriber’s  name, 
address,  and  DEA  registration  number  and  full 
name  and  address  of  the  patient  must  be  given 
when  prescribing  controlled  substances. 

• The  written  prescription  order  should  be  precise 
and  distinctly  legible  to  enhance  exact  and  effective 
communications  between  prescriber  and  dispenser. 

• The  prescription  order  should  indicate  whether  or 
not  it  may  be  renewed  and,  if  so,  the  number  of 
times  or  the  duration  such  renewal  is  authorized. 

• Prescription  orders  for  drugs  in  Schedules  III, 
IV,  and  V may  be  issued  either  orally  or  in  writing 
and  may  be  renewed  if  so  authorized  on  the 
prescription  order.  However,  the  prescription 
order  may  only  be  renewed  up  to  five  times  within 
six  months  after  the  date  of  issue. 

• A written  prescription  order  is  required  for  drugs 
in  Schedule  II.  The  renewing  of  Schedule  II  pre- 


scription orders  is  prohibited.  Only  in  an  emer- 
gency situation  may  oral  orders  for  Schedule  II 
drugs  be  accepted  by  a dispenser. 

• Controlled  substances  which  are  prescribed  with- 
out indication  for  renewal  cannot  be  renewed  with- 
out authorization  by  the  prescriber. 

• Prescribe  no  greater  quantity  of  a controlled  sub- 
stance than  is  needed  until  the  next  check-up. 

• Try  to  make  prescription  orders  alteration-proof. 

• When  prescribing  a controlled  substance,  write  out 
the  actual  amount  in  addition  to  giving  an  Arabic 
number  or  Roman  numeral  in  order  to  discourage 
alterations  in  written  prescription  orders. 

• Prescribers  are  encouraged  to  consider  placing  a 
number  of  check-off  boxes  on  their  prescription 
blanks  which  show  amounts  within  which  the 
prescribed  amount  falls,  i.e.,  1-25,  26-50,  51-100, 
over  100. 

• Use  separate  prescription  blank  for  each  con- 
trolled substance  prescribed. 

• The  use  of  prescription  blanks  which  are  pre- 
printed with  the  name  of  a proprietary  preparation 
should  be  discouraged. 


NARCOTICS 

Annual  Registration 

A physician  who  desires  to  dispense,  administer,  or  prescribe  any  controlled  drug  substance  is  required  to 
have  a Drug  Enforcement  Administration  number  (DEA  no.).  The  initial  registration  application  may  be 
obtained  from  the  Chicago  Regional  Office.  The  Regional  Office  of  DEA  in  Chicago  has  informed  the  State 
Medical  Society  that  DEA  Headquarters  will  then  annually  mail  a renewal  application  to  each  physician  once 
initially  registered. 

Change  of  Residence 

If  you  move,  or  change  your  place  or  places  of  business,  you  must  notify  the  Drug  Enforcement  Adminis- 
tration, Registration  Branch,  PO  Box  28083,  Central  Station,  Washington,  DC,  20005. 

In  Case  of  Death 

The  Regional  Director,  Drug  Enforcement  Administration,  Chicago,  Illinois,  who  has  jurisdiction  over 
the  State  of  Wisconsin  with  respect  to  these  matters,  approved  the  following  procedure  in  a communication 
to  the  State  Medical  Society: 

“The  deceased  physician’s  DEA  number  (Controlled  Substances  Registration  Certificate),  unused 
Government  order  forms  and  controlled  drugs  should  be  disposed  of  as  soon  as  possible.  The  registra- 
tion certificate  and  unused  Government  order  forms  (DEA-222  c)  should  be  returned  to  the  Drug 
Enforcement  Administration,  Registration  Branch,  PO  Box  28083,  Central  Station,  Washington,  DC 
20005.  The  controlled  drugs  may  be  disposed  of  by  shipment,  charges  prepaid  (shipment  by  registered 
mail  is  permissible)  to  the  Regional  Administrator,  Drug  Enforcement  Administration,  219  South 
Dearborn,  Suite  1800,  Chicago,  Illinois  60604,  after  the  drugs  have  been  inventoried  on  Form 
DEA-41,  which  can  be  obtained  from  any  DEA  office.  One  copy  of  the  Formal  will  be  returned  to 
the  sender  upon  receipt  of  the  narcotic  drugs.  No  remuneration  will  be  made  for  the  narcotics  sur- 
rendered to  DEA.” 

Preprinted  Prescription  Blanks 

The  Justice  Department,  Drug  Enforcement  Administration,  reports  that  neither  Federal  law  nor  adminis- 
trative regulations  prohibits  the  printing  of  the  physician’s  narcotic  registration  number  on  prescription 
blanks.* 
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• When  institutional  prescription  blanks  are  used, 
the  prescriber  should  print  his/her  name,  address, 
and  DEA  registration  number  on  such  blanks. 

• Institutions  should  discourage  the  use  of  institu- 
tional prescription  blanks  for  prescribing  con- 
trolled substances.  The  prescriber  should  use  his/ 
her  own  prescription  blanks  in  such  instances. 

Duty  to  Inform.  The  prescriber  has  the  respon- 
sibility to  inform  patients  of  the  effects  of  the  pre- 
scribed drugs  consistent  with  good  medical  practice 
and  professional  judgment.  The  patient  has  a corres- 
ponding duty  to  comply  with  the  prescriber’s  direc- 
tions for  use  of  the  prescribed  medication. 

Each  of  the  professional  organizations  and  the 
Drug  Enforcement  Administration  has  a responsi- 
bility to  educate  and  inform  the  public  on  proper 
handling  and  use  of  controlled  substances.  The  pro- 


Please refer  to  the  June  1981  Blue  Book  issue 
of  the  Wisconsin  Medical  Journal  for  infor- 
mation on  the  following  related  matters: 

• Statement  re  prescribing  habits  with  benzo- 
diazepene  class  of  drugs. 

• Prescribing  of  therapies;  eg,  psychiatric,  psy- 
chological, social  work,  physical  therapy, 
occupational  therapy,  speech. 


fessions  represented  on  the  DEA/Practitioners 
Working  Committee  recognize  that  they  have 
responsibilities  to  themselves,  beyond  legal  minimum 
restraints.  ■ 


New  law  on  abuse,  diversion  of  prescription  drugs 


On  April  21,  1982  the  Governor  signed  into  law 
several  important  changes  dealing  with  abuse  and 
diversion  of  prescription  drugs.  The  changes  that 
relate  to  physicians  are  provided  for  your  informa- 
tion along  with  some  observations  on  trends  in  the 
prescription  drug  diversion  problem. 

•Pentazocine  (Talwin  50  and  Talwin  injectable)  is 
moved  from  Schedule  III  to  Schedule  II.  This 
means  that  as  of  April  21,  1982  prescriptions  for 
Talwin  must  be  in  writing,  are  not  refillable,  and 
may  be  for  a maximum  34  days’  supply  or  120 
dosage  units,  whichever  is  less.  Talwin  Compound 
remains  in  Schedule  III.  These  additional  restric- 
tions became  necessary  because  of  increasing  prac- 
titioner diversion.  Talwin  and  pyribenzamine 
(T’s  and  Blues)  are  injected  together  as  a heroin 
substitute. 

•The  present  informal  diversion  prevention  and  con- 
trol of  the  Controlled  Substances  Board  Program  is 
now  a statutory  requirement.  The  Board  will  work 
closely  with  enforcement  and  licensing  authorities, 
including  the  Medical  and  Pharmacy  Examining 
Boards,  to  detect  and  respond  to  diversion  of  con- 
trolled substances  by  physicians  and  pharmacists. 

Passed  by  the  Legislature  unanimously,  both  of 
these  changes  signify  Wisconsin’s  commitment  to 
solving  problems  of  controlled  substances  diversion. 
Moving  Talwin  to  Schedule  II  is  one  part  of  the 
four-part  strategy  to  stop  the  epidemic  of  abuse  of 
“T’s  and  Blues”  in  Wisconsin. 

The  other  parts  are  law  enforcement  action 
against  organized  crime  participants  in  Talwin  di- 
version; removal  of  Talwin  from  the  Medical  As- 
sistance Program  reimbursement;  and  discipline  of 
physicians  and  pharmacists  who  aid  diversion  of 


Talwin.  Representatives  of  the  Controlled  Sub- 
stances Board  recently  met  with  the  Medical  and 
Pharmacy  Examining  Boards  and  the  Secretary  of 
the  Department  of  Regulation  and  Licensing  to  ap- 
peal for  swift  action  against  licensees  who  divert 
controlled  substances  to  illicit  use. 

Because  of  the  anticipated  reluctance  in  availa- 
bility of  Talwin  due  to  this  more  restrictive  schedul- 
ing, and  because  of  other  emerging  trends  in  the 
ever-changing  collage  of  the  drug  scene,  physicians 
and  pharmacists  should  always  be  on  the  alert  for  in- 
creasing demands  by  drug  abusers  for  a variety  of 
controlled  substances.  Already,  increased  diversion 
of  Dilaudid  has  been  documented  in  Wisconsin. 
Other  trends  occurring  nationwide,  which  will  im- 
pact on  Wisconsin,  include  abuse  of  codeine  prepa- 
rations and  the  use  of  another  heroin  substitute 
called  “loads”  which  is  an  injected  combination  of 
Doriden  (glutethimide)  and  codeine  compounds. 

The  diversion  of  prescription  controlled  sub- 
stances to  illicit  uses  can  and  does  result  in  increased 
morbidity,  criminal  activity,  and  admissions  to  drug 
abuse  treatment  programs  in  every  community. 
Physicians  should  be  cautious  with  patients  with  a 
history  of  drug  abuse  and  should  be  suspicious  of 
patients  unfamiliar  to  them  who  request  specific 
drugs  that  are  controlled  substances. 

Physicians  having  questions  or  concerns  should 
direct  them  to  Darold  A Treffert,  MD,  Chairman, 
Controlled  Substances  Board,  459  East  First  Street, 
Fond  du  Lac,  Wis  54935,  or  phone  (414)  929-3500; 
or  the  Board  staff:  Mr  David  Joranson,  Controlled 
Substances  Board,  Bureau  of  Alcohol  and  Other 
Drug  Abuse,  1 West  Wilson  St,  POBox  7851,  Madi- 
son, Wis  53707,  or  phone  (608)266-7586.  ■ 
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LET  THESE  GUIDES  HELP  YOU 

The  following  guides  and  manuals  have  been  prepared  or  obtained  at  the  direction  of  the  Board  of  Directors  and/ 
or  commissions  and  committees  of  the  State  Medical  Society  of  Wisconsin  to  be  of  direct  personal  assistance  to  the 
physician  or  his  county  medical  society.  Each  is  available  (some  without  cost,  others  at  nominal  cost)  upon  request  to 
the  Communications  Dept.,  State  Medical  Society  of  Wisconsin,  Box  1 109,  Madison,  Wis.  53701 . 


• Interprofessional  Code  (1977  Revision) — An  instrument 
for  better  understanding  between  attorneys  and  physi- 
cians with  reference  to  medical  testimony  and  interpro- 
fessional conduct  and  practices. 

• Communications  Guide  for  Wisconsin  Hospitals  and 
Physicians — Establishes  a communications  guide  for 
Wisconsin  hospitals  and  physicians  to  promote  coopera- 
tion between  the  allied  medical  professions  and  those 
who  report  medical  news. 

• Comments  on  Fee  Splitting  Statute,  Including  Chapter 
82,  Laws  of  Wisconsin,  1973 — Governing  physicians  and 
others  and  authorizing  employment  of  physicians  by 
hospitals  and  others. 

• Approved  Program  in  Continuing  Medical  Education — 

Explains  the  State  Medical  Society  of  Wisconsin’s  ac- 
creditation program  for  continuing  medical  education  in 
conjunction  with  the  American  Medical  Association’s 
Council  on  Medical  Education. 

• Physician  Guidelines:  Blood-Alcohol  Testing — Includes  a 
request/consent  form  for  drawing  blood.  (Revised  1978 
— Single  copy  25C  with  order.) 

• If  You  Have  a Complaint  About  Medical  Care — Medical 
care  is  a personal  matter  between  patient  and  physician. 
Yet,  sometimes  misunderstandings  arise  about  what  the 
physician  hopes  to  accomplish  and  what  the  patient  ex- 
pects. This  brochure,  aimed  at  patients,  explains  the 
State  Medical  Society’s  grievance  and  peer  review  system. 

• School  Health  Examination — A guide  for  physicians  and 
school  authorities  in  establishing  a program  of  school 
health  examinations.  (Single  copy  $1.00  with  order.) 

• Occupational  Health  Guide — For  medical  and  nursing 
personnel.  A practical  manual  covering  everything  from 
“abnormal  injuries”  to  “wounds,”  with  every  item  sug- 
gesting steps  to  be  taken,  and  providing  space  for  specific 
instructions  of  the  plant  physician.  Over  70  pages  of  in- 
structional material,  with  all  sections  provided  as 
separate  sheets,  punched  to  fit  a ring  book  \0"x\\Vi". 
For  handy  reference  order  ring  book,  with  full  set  of  in- 
serts, including  anatomical  charts.  (Complete  guide  in- 
cluding ring  binder:  $11.00;  complete  guide  without 
binder:  $10.00 — to  accompany  order.) 

• Make  Yours  a Smokeless  Pregnancy — Points  out  the 
dangers  of  smoking  during  pregnancy  and  its  effects  on 
the  fetus. 


• Retention  and  inspection  of  patients’  records — Ex- 
plains the  right  of  access  to  physician  and  hospital 
records  concerning  patient  care,  and  includes  the  re- 
vised form,  through  statute  amendment,  of  an  Inter- 
pretation of  Chapter  301,  Laws  of  1959. 

• Legal  Responsibilities  of  the  Physician-Patient  Relation- 
ship 

• Putting  the  UCR  Fee  Puzzle  Together— Explains  what 
“usual,  customary  and  reasonable”  means,  how  mis- 
understandings concerning  it  can  be  avoided  and  how 
problems  can  be  resolved  when  they  occur.  The  small 
size  of  the  brochure  makes  it  suitable  for  enclosure  in 
office  statements  or  for  placement  in  patient  reception 
areas. 

• Guide  to  the  Service  Corporation  Law 

• Some  Straight  ‘Dope’  on  Marijuana — Increasing  evidence 
appearing  regularly  that  marijuana  is  hazardous  to  health 
has  led  the  State  Medical  Society  of  Wisconsin  to  declare 
it  to  be  a dangerous  drug.  This  brochure  explains  what 
marijuana  is,  who  uses  it,  and  points  out  some  of  the 
psychological  and  physiological  hazards  associated  with 
its  use. 

• Rubella— Red  Measles  Brochure — This  conveniently 
sized  2!/2  "x4"  sized  brochure  alerts  women  to  the  neces- 
sity of  being  immunized  for  Rubella  before  they  become 
pregnant.  The  brochure  also  reminds  parents  to  have 
their  children  immunized  for  the  red  measles.  Perfect  for 
patient  billing  statements  or  waiting  rooms. 

• To  Your  Good  Health — Explains  the  reasons  behind  rising 
health  care  costs  and  offers  tips  on  how  to  save  money  on 
medical  expenses. 

• Alcohol  and  Your  Unborn  Baby  . . . — Warns  women  of 
the  harmful  effects  alcohol  can  have  on  an  unborn  child. 
Available  in  both  English  and  Spanish  versions. 

• To  All  My  Patients,  Partners  in  Good  Health — Explains 
the  rights  and  responsibilities  physicians  and  patients 
have  in  medical  care.  Available  in  standard  brochure  or 
smaller  “statement  stuffer”  form. 

• I Want  To  Know  What  You  Think — a questionnaire  physi- 
cians can  use  with  patients  to  elicit  their  attitudes  and 
opinions  regarding  his/her  medical  practice. 

• So  You’ve  Been  Sued  . . . Now  What? — a brochure  pre- 
pared by  the  SMS  Medical  Liability  Committee  which 
answers  12  questions  physicians  commonly  ask  about 
medical  malpractice  lawsuits. 
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EMPLOYES’ 
RIGHT  TO  KNOW 
LAW 


• TOXIC  SUBSTANCES 

• INFECTIOUS  AGENTS 

• PESTICIDES 

Effective  Dec.  1,  1982: 

Any  Employe  May 
Request  Information 
About  These  Materials  in 
The  Workplace. 

INFORMATION  AVAILABLE  INCLUDES: 

• The  identity  of  any  toxic  substances  and  infectious  agents  you  work  with 
or  are  likely  to  come  into  contact  with  or  have  been  exposed  to. 

• A description  of  the  hazardous  effects  of  the  toxic  substances  and 
infectious  agents. 

• Handling  precautions  for  toxic  substances  and  infectious  agents. 

• Procedures  for  emergency  treatment  in  the  event  of  over-exposure. 

An  agricultural  employer  using  pesticides  shall  provide  employes  who  work 
with  or  are  exposed  to  the  pesticides  with  access  to  the  information  on  the 
label  of  the  pesticide’s  container. 


For  details  on  how  to  request  information  on  toxic  substances,  infectious 
agents  and  pesticides  in  your  workplace,  contact: 


For  more  information  on  the  state  law  contact  the  Division  of  Safety  and  Buildings,  201  E. 
Washington  Ave.,  P.O.  Box  7969  Madison,  Wl  53707.  Telephone:  (608)  266-2780 


WISCONSIN  DEPARTMENT  OF  INDUSTRY,  LABOR  AND  HUMAN  RELATIONS 

DILHR-SBD-6894  (N.  12/82) 


Important  notice  to  physicians  and  clinics 
re  toxic  substances  and  infectious  agents 


Every  employer  of  one  or  more  persons  in  Wisconsin  is  required  to  post  a notice  to  employees  indicating  that 
the  employer  will  provide  upon  request  information  about  toxic  substances  and  infectious  agents  which 
might  be  found  in  the  workplace.  This  law  became  effective  December  1,  1982.  SMS  recommends  that  every 
physician/clinic  cut  out  the  poster  accompanying  this  article  and  make  sure  it  is  displayed  where  employees 
can  see  it. 

This  will  assure  initial  compliance  with  the  law.  If  an  employee  makes  a written  request,  the  employer  must 
provide  that  individual  with  information  about  any  toxic  substance  the  employee  is  likely  to  be  exposed  to  in 
the  workplace.  The  information  which  must  be  provided  includes  the  name  of  the  toxic  substance  or  infec- 
tious agent,  a description  of  their  hazardous  effects,  precautions  for  handling  such  substances  or  agents,  and 
procedures  for  emergency  treatment  in  event  of  overexposure.  The  posted  form  must  indicate  the  name  of  a 
person  who  should  be  contacted  to  make  such  a request. 

For  toxic  substances,  the  employer  must  provide  this  information  within  15  working  days  of  a written  request 
by  an  employee.  For  infectious  agents,  the  information  must  be  provided  to  the  employee  within  3 working 
days.  Employers  who  do  not  have  the  required  information  available  for  either  toxic  substances  or  infectious 
agents  have  30  working  days  to  obtain  such  information  and  provide  it  to  the  employee.  The  information 
must  be  requested  from  the  manufacturer  or  supplier.  If  they  refuse  to  provide  the  information,  the  em- 
ployer is  not  required  to  provide  the  information  for  the  requesting  employee. 

A toxic  or  hazardous  substance  is  defined  by  law  as  “any  substance  regulated  by  the  federal  regulations  part 
1910,  subpart  z,  which  are  introduced  by  an  employer  ...  in  the  workplace.”  The  list  of  these  substances 
can  be  obtained  from  the  SMS  or  the  Department  of  Industry,  Labor  and  Human  Relations  (DILHR)  at  the 
address  shown  on  the  poster. 

Information  of  the  type  that  must  be  provided  to  the  employee  about  toxic  or  hazardous  substances  must  be 
obtained  from  the  supplier  or  manufacturer  of  the  material.  The  physician  or  clinic  purchase  order  for 
materials  which  may  contain  hazardous  or  toxic  substances  should  be  accompanied  by  a “Material  Safety 
Data  Sheet”  or  its  equivalent.  This  sheet  makes  it  a condition  of  the  purchase  order  that  the  vendor  will 
supply  the  physician  or  clinic  with  material  related  to  the  safe  use  of  its  product  and  will  identify  all  haz- 
ardous components.  Copies  of  the  data  sheet  are  available  from  the  SMS  and  DILHR.  Under  the  law  a 
supplier  or  manufacturer  may  refuse  to  provide  such  information  on  the  basis  of  confidentiality.  The  em- 
ployer must  be  sure  to  get  such  refusal  in  writing.  Once  that  written  statement  is  provided,  the  employer  is  no 
longer  required  to  make  further  efforts  to  obtain  the  information. 

Infectious  agents  are  defined  as  any  bacterial,  mycoplasmal,  fungal,  parasitic  or  viral  agent  identified  by 
DILHR  by  administrative  rule  which  causes  illness  in  humans,  human  fetuses  or  both,  which  is  introduced 
into  the  workplace  by  the  employer.  Infectious  agents  do  not  include  agents  on  or  in  the  body  of  a person 
who  is  present  in  the  workplace  for  diagnosis  or  treatment.  NOTE:  Until  DILHR  publishes  rules  identifying 
these  agents,  this  section  of  the  law  is  not  enforceable.  At  the  time  of  this  publication  DILHR  had  not  yet 
published  this  rule. 

The  law  also  requires  that  training  sessions  must  be  held  for  employees  exposed  to  such  substances  so  as  to 
provide  them  with  information  about  the  substances  or  agents,  symptoms  and  effects  of  overexposure,  the 
potential  for  flammability,  explosion  and  reactivity,  proper  conditions  for  safe  use  of  the  substances  or 
agents,  special  precautions  to  be  taken  or  personal  protective  equipment  to  be  used  when  handling  them, 
and  procedures  for  handling  cleanups  or  spills.  Training  sessions  may  take  almost  any  form,  but  it  is  impor- 
tant that  the  employer  have  employees  sign  a statement  indicating  that  they  have  received  the  prescribed 
training.  The  penalties  for  noncompliance  are  a civil  forfeiture  of  not  more  than  $1,000  for  each  violation 
and  forfeiture  of  up  to  $10,000  per  violation  for  those  who  “willfully  violate  or  exhibit  a pattern  of  viola- 
tion.” Enforcement  is  through  the  local  district  attorney. 


For  additional  questions /answers  about  this  law,  contact  Bill  Wendle  at  SMS  headquarters  (telephone: 
1-800-362-9080  or  in  Madison  257-6781),  or  Jack  Borders  at  DILHR,  PO  Box  7969,  Madison,  WI  53707, 
telephone:  608  / 266-773 1 . ■ 
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Statewide  Impaired  Physician  Program 


The  State  Medical  Society  Impaired  Physician 
Program  became  a reality  by  action  of  the  Board  of 
Directors  in  June  1977.  It  was  then,  and  continues  to 
be,  a function  of  the  Commission  on  Mediation  and 
Peer  Review.  Commission  members  and  other  physi- 
cians in  the  state  who  are  experienced  in  identifica- 
tion, intervention  and  treatment  of  impaired  physi- 
cians are  called  upon  for  their  services.  A written 
protocol  guides  the  general  handling  of  each  inquiry 
or  actually  identified  impaired  physician. 

Available  to  members  and  nonmembers  alike,  the 
program  involves  education,  identification,  assess- 
ment and  compassionate  intervention.  It  refers  to 
treatment  facilities  and  follows  up  after  initial  treat- 
ment has  been  conducted. 

Since  its  inception,  the  Impaired  Physician  Pro- 
gram has  achieved  some  success.  A number  of  phy- 
sicians afflicted  with  some  form  of  impairment  left 
their  practices  to  enter  structured  rehabilitation  pro- 
grams through  encouragement  by  compassionate 
volunteer  colleagues.  However,  the  Society  recog- 
nizes that  these  few  successes  far  from  meet  the  need 
for  rehabilitation  of  many  other  physicians  contin- 
uing a lonely  losing  battle  against  alcohol  or  other 
chemicals,  or  who  suffer  from  emotional  illnesses, 
physical  impairment  or  senility. 

The  experience  of  organized  impaired  physician 
programs  in  Wisconsin  and  elsewhere  provides  con- 
vincing evidence  that  physician  impairment  is  sub- 
stantial, but  that  its  degree  is  unknown  beyond  what 
is  identified  and  intervened.  Essentially,  most  of  the 
literature  on  this  subject  contends  that  from  10-14 
percent  of  practicing  physicians  have  difficulty  with 
alcohol  and  drugs.  Some  research  suggests  that  one 
out  of  every  ten  physicians  during  a lifetime  will 
abuse  alcohol  in  professional  circumstances  so  as  to 
be  identified  as  “impaired.” 

Unfortunately  at  present  many  people  in  a posi- 
tion to  observe  and  identify  impaired  physicians  do 
not  know  what  to  do  when  they  perceive  this  specific 
problem.  The  availability  of  help  offered  by  organ- 
ized programs  is  not  widely  known  or  understood. 
Furthermore,  those  individuals,  such  as  medical 
staff  members,  hospital  administrators,  and  others 
are  reluctant  to  report  a physician  to  an  organized 
program,  their  initial  reaction  being  not  to  get  in- 
volved or  to  conclude  that  the  problem  can  be  han- 
dled otherwise.  This  attitude  often  results  in  delayed 
intervention  and  treatment  or  in  passive  action  which 
ultimately  fails. 

Another  present  concern  is  that  persons  who 
otherwise  might  report  an  impaired  physician,  may 
seek  legal  advice,  only  to  be  told  by  their  lawyers 


to  be  noncommittal  and  to  respond  only  to  a sub- 
poena. Such  advice  could  be  a deterrent  to  early 
intervention. 

Current  techniques  of  identification,  intervention, 
assessment,  treatment,  and  follow-up  of  impaired 
physicians  are  not  well  known  or  widely  known  in 
the  medical  community.  Furthermore,  physicians 
are  not  generally  adequately  trained  or  skilled  in 
identification,  diagnosis  and  treatment  of  patients 
with  chemical  dependency.  The  result  is  that  few 
are  able  to  respond  adequately  when  they  accept 
an  impaired  physician  as  a patient. 

At  this  time  resources  for  treatment  and  appro- 
priate follow-up  of  impaired  physicians  in  Wisconsin 
need  to  be  identified  and  publicized  in  greater  detail. 
A more  adequately  structured  system  of  outreach, 
treatment  and  re-entry  to  medical  practice  should  be 
designed,  made  available  and  publicized.  It  should 
be  recognized  that  a physician  recovering  from  an 
impairment  may  very  well  bear  associated  Financial 
stress,  and  may  be  unable  to  sustain  himself  and  his 
family  without  insurance,  grants,  loans,  or  other 
types  of  benevolent  assistance.  Monitoring  the  de- 
gree to  which  the  impaired  physician  is  responding 
to  treatment  and  rehabilitation  and  return  to  medical 
practice  should  be  improved. 

Since  an  impaired  physician  is  a medical  family 
concern  involving  close  cooperation  of  the  Medical 
Society  and  its  Auxiliary,  the  Auxiliary’s  role  in 
identification  of  impairment  and  providing  support 
for  spouses  and  families  should  be  strengthened. 

Stresses  of  physician  education  may  produce 
chemical  instability  or  emotional  dependency. 
Therefore,  efforts  should  be  made  within  premedi- 
cal, medical  and  residency  training  programs  to  pro- 
vide resources  for  students  and  residents  to  deal 
with  impairment. 

The  above  identified  concerns  have  been  recog- 
nized by  the  State  Medical  Society  since  the  inception 
of  its  Impaired  Physician  Program  and  that  ulti- 
mately a greater  funding  committment  would  be 
necessary  to  realize  an  expanded  and  better  coordi- 
nated statewide  program  of  education,  intervention, 
treatment  and  follow-up  for  physicians  suffering 
impairment. 

In  March  1982,  in  response  to  this  need,  State 
Medical  Society  Board  of  Directors  approved  devel- 
opment of  an  expanded  Statewide  Program  for  Im- 
paired Physicians  to  be  a considerable  improvement 
over  the  program  which  has  existed  for  over  four 
years.  The  new  program  contains  the  following  ele- 
ments: 


Persons  interested  in  the  Impaired  Physician  Program  may  call  608/257-6781  or  toll-free  in  Wis- 
consin: 1-800-362-9080  and  explain  their  concern  to  Mr  John  LaBissoniere  or  Mr  H B Maroney  of 
the  State  Medical  Society  staff.  The  caller’s  identity  will  be  kept  in  complete  confidence. 
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Phase  I:  Education  and  Prevention 

Target  individuals  and  groups  will  be  educated  to 
an  understanding  of  impairment  among  physicians 
as  a result  of  alcohol  and  other  drug  dependency. 
They  will  be  informed  of  the  symptoms  of  impair- 
ment; the  needs  for,  and  techniques  of  early  iden- 
tification and  intervention;  the  process  of,  and  re- 
sources available  for  identification,  assessment,  in- 
tervention and  treatment;  ideas  for  prevention;  and 
social,  financial,  legal  and  other  problems  associated 
with  impairment  and  its  treatment. 

A.  Primary  target  groups  to  be  reached  in  educa- 
tion and  prevention  efforts  will  be: 

1.  Physicians:  Meetings  of  hospital  medical 
staffs,  county  medical  societies,  regional  or 
statewide  continuing  medical  education, 
and  accredited  seminars  such  as  at  the  SMS 
Annual  Meeting  or  special  societies  will  be 
established. 

2.  Hospital  Personnel:  Hospital  administrators 
and  medical  directors,  chiefs  of  medical 
staffs,  hospital  boards  of  trustees,  directors 
of  nursing  and  pharmacy,  and  others  such 
as  anesthetists  and  technicians  will  benefit 
from  educational  presentations. 

3.  Pharmacists,  Nurses  and  Nursing  Home 
Administrators:  Lectures  will  be  given  either 
through  regularly  scheduled  meetings  or 
their  associations,  or  in  combination  with 
physicians  and  hospital  personnel  meetings. 

4.  Spouses  and  Families  of  Physicians:  Educa- 
tional material  directed  to  these  persons 
will  be  available  at  state  and  county  medical 
society  and  auxiliary  meetings. 

5.  Legal  Profession:  Efforts  should  be  made  to 
convince  attorneys,  whose  state  association 
has  its  own  impaired  lawyers  program,  to 
encourage  their  physician  clients  to  utilize 
organized  medicine’s  voluntary  impaired 
physician  programs  when  they  are  perceived 
to  need  such  services. 

B.  Teaching  Staff  for  Educational  and  Prevention 
Phase 

Teaching  staff  will  be  recruited  to  present 
education  and  prevention  information  to  the 
target  groups.  It  is  anticipated  that  the  team 
approach  would  be  used;  that  is,  a “lead” 
physician  plus  a recovering  alcoholic  or  drug 
dependent  physician. 

C.  Teaching  Resource  Aids 

Literature  is  being  developed  to  assist  under- 
standing of  alcohol  and  other  drug  dependen- 
cy, and  techniques  and  resources  for  inter- 
vention, treatment  and  follow-up.  This  ma- 
terial will  provide  introduction  to  the  disease 
of  alcoholism  and  other  drug  dependency; 
the  function  and  use  of  the  Impaired  Physician 


Program;  and  family,  social,  financial,  and 
legal  aspects  of  impairment,  treatment  and 
recovery.  Video  tape  presentations  or  slide 
cassette  programs  may  be  developed  for  gen- 
eral and  specific  purposes. 

Phase  II:  Intervention  and  Treatment 

Use  of  proper  techniques  in  approaching  or  “con- 
fronting” impaired  physicians  to  enter  rehabilitation 
is  crucial  to  success  of  the  Statewide  Impaired  Phy- 
sician Program.  Initially,  at  least  20  intervenors 
were  recruited  and  trained  in  strategic  areas  in 
Wisconsin  to  intervene  with  colleagues  identified  as 
impaired.  These  intervenors,  all  volunteers,  attended 
at  least  one  training  seminar  on  identification,  inter- 
vention, treatment  resources  and  followup.  Each 
new  volunteer  will  acquire  experience  in  actual  inter- 
vention by  working  as  an  assistant  to  an  already 
experienced  intervenor.  Preferably,  two  intervenors 
are  present  at  any  confrontation. 

Guidelines  or  aids  to  successful  intervention  or 
treatment  are  being  developed  concerning  identifi- 
cation of  impaired  physicians,  encouraging  them 
into  treatment,  and  providing  them  free  choice  of 
high  quality  treatment  facilities  and  services.  Cri- 
teria are  being  developed  to  guide  the  long-term 
recovery  aspects  of  impaired  physicians.  Such  cri- 
teria are  a critical  phase  in  the  life  of  the  recovering 

alcoholic  or  drug-dependent  physician. 

* * * 

The  Statewide  Program  for  Impaired  Physicians 
is  under  the  overall  policy  direction  of  the  Society’s 
Commission  on  Mediation  and  Peer  Review.  How- 
ever, responsibility  for  development,  planning  and 
operation  of  the  program  rests  with  a Managing 
Committee  which  is  composed  of  representatives 
of  the  State  Medical  Society,  DePaul  Rehabilitation 
Hospital,  and  Milwaukee  Psychiatric  Hospital. 
Other  impaired  physician  resources  may  be  consi- 
dered for  a Managing  Committee  role  if  they  wish 
to  participate  with  both  advisory  and  financial  com- 
mittment. The  Managing  Committee  implements 
program  development  and  operation  with  staff  assis- 
tance provided  by  each  participating  organization 
or  facility.  However,  the  primary  responsibility 
for  staff  direction  continues  to  rest  with  the  State 
Medical  Society. 

The  State  Medical  Society  program  maintains 
formal  linkage  to  the  Wisconsin  Medical  Examining 
Board  through  the  Coordinating  Council  on  Physi- 
cian Impairment,  consisting  of  three  physicians 
representing  the  State  Medical  Society  and  three 
members  of  the  Medical  Examining  Board.  The 
Council  establishes  guidelines  for  the  Statewide 
Impaired  Physician  Program,  coordinates  activities 
so  that  appropriate  information  is  shared  and  action 
taken  by  the  Examining  Board  in  the  event  of  phy- 
sician failure  to  respond  to  treatment  and  rehabili- 
tation. It  initiates  and  promotes  educational  pro- 
grams on  impairment  and  assists  in  providing  direc- 
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don  for  the  Impaired  Physician  Program  and  the 
Managing  Committee.  Under  the  new  statewide 
program  this  relationship  continues  unchanged. 

Any  responsible  person  can  inform  the  Impaired 
Physician  Program  of  a concern  by  calling  the  State 
Medical  Society:  (608)257-6781  in  Madison  or  1-800- 
362-9080  in  Wisconsin.  An  individual  reporting  sus- 
pected impairments  or  who  inquires  into  the  pro- 
gram procedures  is  assured  of  strict  confidentiality 
of  all  information  provided.  Staff  assigned  to  receive 


this  information  will  consult  with  the  Managing 
Committee  Chairman  for  early  action  on  the  case. 
Before  action  is  taken,  however,  the  information 
is  evaluated  for  accuracy.  When  a determination  is 
made  that  a potential  problem  exists,  a confronter 
or  intervenor  team  is  selected  to  meet  with  the  in- 
volved physician.  From  that  point  the  process 
evolves  which  hopefully  will  assist  the  physician  to 
recognize  the  impairment  and  accept  the  treatment 
plan  leading  to  the  recovery  phase  that  returns  the 
physician  to  a successful  practice.  ■ 


STATE  MEDICAL  SOCIETY 

Mediation  and  Peer  Review  Services 


Physicians  are  quite  aware  that  medical  care  is 
a very  personal  matter  between  them  and  their  pa- 
tients. Medicine  is  not  an  exact  science,  and  since 
each  patient  is  different  from  all  others  and  treat- 
ment approaches  vary  greatly  from  patient  to  pa- 
tient, it  is  understandable  that  physicians  and  pa- 
tients sometimes  may  not  agree  on  what  is  proper 
care.  At  times  misunderstandings  arise  about  what 
the  physician  hopes  to  accomplish  and  what  the  pa- 
tient expects.  When  this  occurs,  it  is  important  that 
the  patient  first  discuss  any  questions  and  concerns 
regarding  medical  treatment  with  his  or  her  physi- 
cian. In  the  event  that  such  differences  are  not 
resolved  at  the  doctor-patient  level,  the  State  Medical 
Society  provides  a means  for  resolving  these  differ- 
ences. 

The  State  Medical  Society  Commission  on  Media- 
tion and  Peer  Review  has  the  responsibility  to  re- 
ceive, investigate,  and  resolve  differences  between 
physicians  and  patients  or  other  complainants,  and 
if  necessary  to  take  disciplinary  action.  The  prime 
standard  of  judgment  used  by  the  Commission  is 
what  is  good  medical  care.  Many  complaints  and 
questions  are  accepted  by  State  Medical  Society 
staff  and  resolved  by  telephone.  However,  only  a 
written  complaint  will  be  considered  by  the  Commis- 
sion through  its  protocol.  If  all  affected  parties  re- 
side within  the  boundaries  of  a single  county  medical 
society,  that  society  will  be  asked  whether  it  wishes 
to  assume  jurisdiction  of  the  complaint.  If  it  does, 
the  complaint  will  be  transferred  to  the  county  medi- 
cal society  for  investigation  and  resolution. 

A Protocol  Manual  was  developed  by  the  Commis- 
sion on  Mediation  and  Peer  Review  and  approved 
by  the  Society’s  Board  of  Directors  for  conducting 
resolution  of  patient  complaints,  employing  peer 
review  mechanisms  to  test  practice  patterns  of  physi- 
cians, and  responding  to  impaired  physician  inquir- 
ies or  requests  for  action.  It  is  reproduced  below. 

While  reviewing  this  Protocol  Manual,  consider 
that  it  was  designed  to  accomodate  informal  dispo- 
sition of  minor  and  uncomplicated  complaints  as 
well  as  complex  and  serious  matters  which  raise 


questions  including  due  process,  patient  or  physician 
appeals,  proposed  disciplinary  actions,  and  Board  of 
Directors  consideration  of  continuation  of  a physi- 
cian’s State  Medical  Society  membership.  Certain 
complaints  received  by  the  Commission  on  Media- 
tion and  Peer  Review  are  resolved  through  case  eval- 
uation by  a subcommittee  of  the  Commission  whose 
members  provide  reports  and  recommendations  to 
the  Chairman  regarding  the  complaints.  Frequently 
this  subgroup  reaches  conclusions  which  are  im- 
parted in  writing  to  both  the  subject  physician  and, 
as  appropriate,  to  the  complainant.  In  any  event, 
all  cases  are  reported  to  the  Commission.  Matters 
of  more  serious  nature  require  application  of  the 
Protocol  Manual  as  necessary. 

* * * 


COMMISSION  ON  MEDIATION  AND  PEER  REVIEW 

Protocol  Manual 

I.  INTRODUCTION 
Purpose 

This  Manual  has  been  developed  to  guide  and  regu- 
late the  disciplinary  activities  of  the  State  Medical  Society 
of  Wisconsin.  It  is  designed  to  assure  that  these  activities 
will  be  conducted  fairly  for  all  parties  involved  and  will 
meet  relevant  legal  standards  of  due  process.  In  conduct- 
ing its  activities  under  this  Manual  the  Commission  is 
organized  and  shall  be  operated  for  the  purpose  of  im- 
proving the  quality  of  health  care. 

Factual  Background 

The  Commission  on  Mediation  and  Peer  Review  is 
assigned  the  function  of  investigation,  evaluation  and 
decision  of  disciplinary  matters  for  the  State  Medical 
Society  of  Wisconsin,  subject  to  its  Constitution  and 
Bylaws  and  the  policy  control  of  its  House  of  Delegates 
and  Board  of  Directors.  The  procedures  for  conducting 
this  disciplinary  activity  have  been  delegated  to  the  Com- 
mission. In  developing  these  protocols  the  Commission 
has  considered  Society  discipline  in  relation  to  its  other 
activities  including  mediation,  peer  review,  and  assis- 
tance to  impaired  physicians. 
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Jurisdiction 

A.  The  Commission  has  jurisdiction  over  all  complaints 
from  whatever  source  on  the  basis  of  which  any  form 
of  discipline  may  be  imposed  by  the  Society. 

1.  If  the  substance  of  a complaint  under  the  jurisdic- 
tion of  the  Commission  is  also  pending  before  any 
court,  the  Medical  Examining  Board  or  any  other 
governmental  agency,  the  Commission  will  suspend 
its  disciplinary  proceedings  until  the  matter  is  re- 
solved in  the  other  form. 

2.  The  Chairman  of  the  Commission  may,  in  his 
discretion  and  with  the  concurrence  of  the  county 
medical  society  involved,  cede  jurisdiction  over  any 
disciplinary  matter  to  a county  medical  society. 

3.  The  Chairman  of  the  Commission  may,  in  his 
discretion,  accept  jurisdiction  over  any  disciplinary 
matter  initiated  before  a county  medical  society  if 
requested  to  do  so  by  any  party  to  the  proceeding 
and  if  the  county  medical  society  involved  concurs. 

4.  The  Society,  through  the  Commission,  may  exer- 
cise original  jurisdiction  over  complaints  made  to 
the  Society. 

B.  The  Commission  has  jurisdiction  over  all  requests 
for  peer  evaluation  of  physicians  and  their  services. 

C.  The  Commission  has  jurisdiction  over  Society  efforts 
to  assist  and  rehabilitate  impaired  physicians. 

D.  In  exercising  its  jurisdiction  under  these  protocols  the 
Commission  shall  follow,  interpret  and  implement 
the  policies  of  the  State  Medical  Society  of  Wisconsin. 

Commission  Organization 

A.  For  purposes  of  conducting  its  activities  under  this 
Manual,  the  Commission  shall  be  organized  to  per- 
form the  following  functions:  (1)  receipt  and  screening 
of  complaints  and  requests,  (2)  mediation/investiga- 
tion, (3)  confrontation  of  impaired  physicians,  (4) 
case  coordination,  and  (5)  fair  hearing. 

B.  The  Chairman  of  the  Commission  may  assign  mem- 
bers of  the  Commission  to  the  various  functions, 
which  assignments  may  be  made  on  a term  or  case- 
by-case  basis. 

C.  The  Assignment  of  members  of  the  Commission  shall 
be  made  in  a manner  to  assure  that:  ( 1 ) physicians  who 
are  subject  to  actions  under  the  Commission’s  juris- 
diction are  treated  fairly  and  decisions  affecting  them 
are  made  in  an  unbiased  manner;  (2)  the  Commission 
operates  efficiently  for  the  purposes  for  which  it  was 
created;  and  (3)  the  abilities  and  interests  of  Commis- 
sion members  are  used  effectively. 

II.  MEDIATION  PROCEDURES 

Complaints 

A.  All  complaints  on  the  basis  of  which  discipline  may 
be  imposed  by  the  Society  shall  be  directed  to  the 
Chairman  of  the  Commission  or  his  designee  for 
initial  screening  and  acknowledgement. 

1 .  Initial  screening  involves  determination  whether  the 
complaint  is  one  upon  which  disciplinary  action 
may  be  taken  and  whether  it  is  in  a form  to  be 
acted  upon  by  the  Commission.  At  this  stage  com- 
plaints and  inquiries  which  may  lead  to  complaints 
may  be  informally  handled  and,  if  possible,  re- 
solved without  further  proceedings. 


2.  All  complaints  shall,  if  possible,  be  acknowledged 
indicating  (a)  whether  the  complaint  is  one  upon 
which  disciplinary  action  may  be  taken,  (b), 
whether  it  is  in  form  to  be  acted  upon  by  the  Com- 
mission, and  (c)  if  not,  what  the  complainant  must 
do  to  put  it  in  proper  form.  If  the  complaint  is  one 
upon  which  disciplinary  action  may  be  taken,  a 
copy  or  abridgement  of  the  relevant  portions  of  the 
Society’s  Constitution,  Bylaws  and  these  protocols 
shall  accompany  the  acknowledgement. 

B.  To  be  in  form  to  be  acted  upon  by  the  Commission,  a 
complaint  must: 

1.  Be  in  writing; 

2.  Be  signed  by  the  complainant; 

3.  Identify  the  complainant  and  the  physician  com- 
plained against  by  name  and  address; 

4.  State  the  nature  and  reasonable  details  of  the  com- 
plaint and  identify,  to  the  extent  complainant  is 
able  to  do  so,  other  sources  of  information  bear- 
ing on  the  complaint. 

5.  Include  an  authorization  permitting  the  Commis- 
sion or  its  designee  to  inspect  and  copy  all  medical 
and  hospital  records  of  complainant  related  to 
the  subject  of  the  complaint  and  waiving  all  priv- 
ilege and  confidentiality  relating  to  such  records 
and  to  any  testimony  or  other  statements  related  to 
the  subject  of  the  complaint. 

C.  After  screening  of  a complaint,  if  it  is  one  upon  which 
disciplinary  action  may  be  taken  and  it  is  submitted 
in  proper  form  to  be  acted  upon,  it  shall  be  referred 
by  the  Chairman  or  his  designee  to  one  or  more  mem- 
bers of  the  Commission  for  mediation  and  investiga- 
tion. 

Mediation/Investigation 

A.  Those  members  of  the  Commission  to  whom  the  com- 
plaint is  referred  for  mediation  and  investigation 
(the  reviewers)  shall  review  the  complaint  and  any 
other  Commission  records  related  to  the  subject  phy- 
sician. 

B.  The  reviewers  or  their  agents  shall  contact  the  subject 
physician,  notifying  the  subject  physician  of  the  fact 
that  a complaint  has  been  filed  and  providing  such 
detail  of  the  complaint  as  they  deem  appropriate. 
They  shall  also  provide  the  subject  physician  with  a 
copy  of  these  protocols. 

C.  The  reviewers  shall  arrange  one  or  more  meetings, 
as  they  deem  necessary  or  advisable,  with  the  subject 
physician. 

1.  The  reviewers  shall  look  into  the  details  of  the 
incidents  upon  which  the  complaint  is  based  and 
determine  the  subject  physician’s  position  on  these 
incidents. 

2.  The  reviewers  may  expand  their  fact  finding 
into  other  parts  of  the  subject  physician’s  practice 
than  those  related  to  the  complaint.  The  subject 
physician  shall  be  responsible  to  obtain  all  neces- 
sary authorizations  for  the  reviewers  to  review  such 
records  as  they  may  request  and  all  necessary  waiv- 
ers for  their  use  of  the  information  obtained  for 
the  functions  of  the  Commission. 

3.  As  a condition  to  the  mediation  efforts  of  the 
reviewers  and  as  an  aspect  of  full  cooperation  by 
the  subject  physician,  the  subject  physician  shall 
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execute  a written  consent  to  mediation  acknow- 
ledging that  the  reviewers  are  acting  in  good  faith 
to  help  improve  the  quality  of  health  care  and 
waiving  any  right  of  action  existing  or  later  arising 
against  the  Society  or  anyone  acting  through  it  or 
on  its  behalf  for  good  faith  efforts  to  pursue  the 
procedures  established  under  these  protocols. 

4.  In  conducting  their  mediation  efforts  the  reviewers 
may  use  or  cooperate  with  other  commissions  or 
committees  of  the  Society,  county  medical  socie- 
ties, the  American  Medical  Association  or  any 
other  public  or  private  organization  with  the  pur- 
pose of  improving  the  quality  of  health  care. 

D.  If  it  appears  possible  to  resolve  the  issues  of  the  com- 
plaint amicably  between  the  complainant  and  the 
subject  physician  and  this  appears  to  be  in  the  best 
interests  of  the  public  and  the  quality  of  health  care, 
the  reviewers  may  serve  as  mediators  to  effect  such 
resolution. 

1 . In  the  event  a complaint  is  resolved  by  mediation, 
the  reviewers  will  submit  a mediation  report  of 
their  findings  and  the  resolution  of  the  matter  to  the 
Chairman  of  the  Commission  or  his  designee  and 
action  on  the  complaint  shall  be  terminated. 

2.  The  mediation  report  shall  be  maintained  on  a con- 
fidential basis  in  the  records  of  the  Commis- 
sion. 

E.  If  the  complaint  is  not  resolved  by  mediation,  the 
reviewers  shall  submit  an  investigation  report  and 
recommendation  for  action  to  the  Chairman  or  his 
designee. 

1.  The  investigation  report  shall  contain:  (a)  a synop- 
sis of  the  complaint,  (b)  a summary  of  the  review- 
ers’ actions  to  investigate  the  complaint,  (c)  a state- 
ment of  any  investigation  by  reviewers  beyond  the 
scope  of  the  complaint,  (d)  the  reviewers’  findings 
on  the  quality  of  health  care  provided  by  the  sub- 
ject physician  in  regard  to  the  matter  complained 
of  and  other  aspects  of  the  practice  of  the  subject 
physician  together  with  excerpts  or  copies  of  rec- 
ords or  other  matters  discovered  during  the  investi- 
gation which  affect  their  findings,  and  (e)  the 
reviewers’  recommendations. 

2.  The  reviewers  may  recommend:  (a)  dismissal  of  the 
complaint,  (b)  additional  mediation  to  resolve  the 
complaint  or  to  correct  deficiencies  in  the  subject 
physician’s  practice,  (c)  proceeding  with  the  Com- 
plaint before  the  Commission,  or  (d)  such  other 
action  as  the  reviewers  deem  appropriate. 

3.  The  Chairman  or  his  designee,  after  consideration 
of  the  report  and,  if  he  deems  it  advisable,  meeting 
with  the  reviewers,  shall  accept  the  reviewers’ 
recommendations  and  proceed  on  the  basis  of  them 
or  pursue  a different  course  of  action,  in  which 
event  he  shall  prepare  and  append  to  the  investiga- 
tion report  a statement  of  his  reasons  for  not  ac- 
cepting the  recommendations.  A copy  of  this  state- 
ment shall  be  given  to  the  reviewers. 

4.  The  investigation  report  and  any  statements  ap- 
pended to  it  shall  be  maintained  on  a confidential 
basis  in  the  records  of  the  Commission. 

5.  Further  action  of  the  Commission  on  the  matter 
shall  be  as  determined  by  the  Chairman  or  his 
designee.  If  further  mediation  is  ordered,  those 


members  assigned  to  conduct  it  shall  serve  and 
report  as  reviewers  under  these  protocols. 

F.  Failure  of  the  subject  physician  to  cooperate  fully 
with  the  work  of  the  reviewers  may  be  considered 
cause  for  the  imposition  of  discipline  under  these 
protocols. 

Hearing 

A.  For  each  complaint  with  which  the  Commission  pro- 
ceeds, the  Chairman  or  his  designee  shall  name  one 
member  of  the  Commission  as  the  Commission  case 
coordinator. 

1.  The  Commission  case  coordinator  shall  review 
the  investigation  report  and  recommendation  and 
all  other  matters  related  to  the  complaint  and  inves- 
tigation and  may  contact  the  complainant,  the 
reviewers,  the  subject  physician  or  such  other 
persons  as  he  deems  necessary  to  prepare  and 
present  a case  to  a hearing  panel.  The  Commission 
case  coordinator  may  request  from  the  Chairman 
such  assistance  as  he  may  require  for  this  purpose. 

2.  The  Commission  case  coordinator  shall  prepare 
charges  and  specifications  against  the  subject  phy- 
sician. These  charges  and  specifications  shall  state 
the  basis  upon  which  discipline  is  sought  and  the 
alleged  actions  of  the  subject  physician  which  may 
justify  disciplinary  action. 

3.  The  Commission  case  coordinator  shall  be  respon- 
sible for  the  preparation  and  presentation  to  the 
hearing  panel  of  evidence,  including  witnesses, 
documents  and  physical  evidence,  relating  to  the 
imposition  of  discipline  against  the  subject  phy- 
sician. 

B.  Within  15  days  after  advancement  of  a complaint 
for  hearing,  the  Chairman  or  his  designee  shall  ap- 
point a hearing  panel  of  not  less  than  three  members 
to  hear  the  complaint. 

1.  None  of  the  members  appointed  to  the  hearing 
panel  shall  have  been  involved  in  any  way  in  the 
receipt,  screening,  reference,  mediation  or  investi- 
gation of  the  particular  complaint  at  any  prior  time 
nor  shall  any  member  be  appointed  to  a hearing 
panel  if  there  is  any  reason  he  would  be  unable 
to  evaluate  the  matter  fairly  and  objectively. 

2.  One  of  the  members  of  the  hearing  panel  shall 
be  designated  presiding  officer  of  the  panel  by  the 
Chairman  or  his  designee. 

3.  The  hearing  panel  shall  be  responsible  for  receipt 
and  evaluation  of  evidence  on  the  charges  and 
specifications  in  each  matter  heard  by  it  and  for 
determination  on  the  basis  of  the  evidence  received 
what  discipline,  if  any,  should  be  imposed  by  the 
Society  against  the  subject  physician. 

C.  The  Commission  case  coordinator  shall  notify  the  sub- 
ject physician  by  registered  or  certified  mail  with 
return  receipt  of  the  charges  and  specifications  against 
him.  This  notice  shall  also  include  the  time,  date  and 
place  of  the  hearing  on  these  charges  and  specifica- 
tions as  set  by  the  presiding  officer  of  the  hearing 
panel.  The  hearing  shall  be  set  not  less  than  10  days 
nor  more  than  30  days  after  mailing  of  the  notice, 
subject  to  rescheduling  by  agreement  of  the  presiding 
officer,  the  Commission  case  coordinator  and  the 
subject  physician. 
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D.  The  rules  of  procedure  for  a hearing  under  these  pro- 
tocols shall  be: 

1.  The  complainant  and  the  subject  physician  shall 
have  the  right  to  be  present  at  all  times  when  the 
hearing  panel  is  hearing  testimony  or  receiving 
other  evidence. 

2.  The  complainant  and  the  subject  physician  shall 
have  the  right  to  be  represented  at  the  hearing  by 
a person  of  his  choice,  who  may  be  an  attorney. 

3.  The  complainant  and  the  subject  physician  shall 
have  the  right  to  present  witnesses,  documents 
and  physical  evidence  relevant  to  the  charges  and 
specifications  before  the  hearing  panel. 

4.  The  presiding  officer  may  appoint  a hearing  officer 
to  conduct  the  hearing  procedure.  If  a hearing 
officer  is  appointed,  he  shall  exercise  the  proce- 
dural discretions  of  the  presiding  officer  under  these 
protocols. 

5.  The  hearing  panel  shall  not  be  bound  by  rules  of 
evidence  applicable  in  courts  of  law  but  the  presi- 
ding officer  may  limit  evidence  presented  to  that 
which  is  relevant  and  not  unreasonably  cumulative 
and  may  set  time  limits  for  the  presentations  of 
the  Commission  prosecutor  and  the  subject  phy- 
sician so  long  as  the  limits  set  do  not  deprive  the 
subject  physician  of  a fair  hearing  of  his  case. 

6.  The  order  of  hearing  shall  be:  (a)  the  Commission 
case  coordinator  presenting  evidence  relating  to  the 
imposition  of  disciplinary  actions;  (b)  the  subject 
physician;  (c)  rebuttal  by  the  Commission  case 
coordinator.  During  rebuttal  no  new  matters  may 
be  raised.  Evidence  may  be  presented  by  question 
and  answer,  in  narrative  form,  or  whatever  manner 
the  party  chooses.  There  shall  be  no  cross-examina- 
tion but  the  hearing  panel  and  hearing  officer, 
if  any,  may  ask  questions  of  any  witness.  If  the 
subject  physician  fails  to  appear  at  the  hearing  the 
Commission  case  coordinator  shall  present  the  evi- 
dence relating  to  the  imposition  of  disciplinary 
action  and  this  shall  form  the  record  upon  which 
the  hearing  panel  acts. 

7.  Parties  may  file  written  summaries  or  briefs  within 
time  limits  set  by  the  presiding  officer. 

8.  All  hearings  may  be  recorded  stenographically  or 
electronically. 

9.  As  to  all  other  procedural  matters  the  presiding 
officer  shall  establish  such  rules  as  will  insure  a 
fair  and  impartial  hearing. 

E.  In  those  situations  in  which  discipline  is  imposed  for 
failure  of  the  subject  physician  to  pay  dues  or  as  a 
result  of  the  subject  physician’s  loss  of  his  license 
to  practice  medicine,  no  mediation  or  investigation  is 
necessary  before  prosecution.  The  Commission  case 
coordinator  shall  have  made  a prima  facie  case  by 
presenting  a signed  statement  from  the  treasurer  of  the 
Society  that  the  subject  physician’s  dues  are  unpaid,  or 
from  a member  or  staff  person  of  the  Medical  Examin- 
ing Board  that  the  subject  physician  is  no  longer 
licensed  to  practice  medicine  in  Wisconsin,  as  appro- 
priate. 

F.  The  hearing  panel  shall  meet  in  executive  session  to 
determine  what  discipline,  if  any,  shall  be  imposed. 

1 .  Discipline  may  include  private  or  public  reprimand, 
limitation,  suspension  or  revocation  of  the  subject 
physician’s  membership  in  the  Society.  The  hearing 


panel  may  also  recommend  to  the  Society’s  Board 
of  Directors  that  the  matter  be  referred  to  the 
proper  governmental  agency  for  further  action. 
This  referral  may  be  made  only  by  act  of  the  Board 
of  Directors. 

2.  The  hearing  panel  shall  reduce  its  decision  to 
writing  stating:  (a)  the  facts  found  by  it,  (b)  that 
these  facts  do  or  do  not  support  the  imposition  of 
disciplinary  action,  and  (c)  the  discipline  imposed 
or  that  no  discipline  is  imposed.  The  decision  shall 
be  signed  by  a majority  of  the  hearing  panel  and 
if  any  member  of  the  hearing  panel  disagrees  with 
the  decision  that  member  may  present  separate 
views  which  shall  be  appended  to  the  decision. 

3.  A copy  of  the  decision  and  separate  views,  if  any, 
shall  be  sent  registered  or  certified  mail  with  return 
receipt  to  the  complainant  and  the  subject  phy- 
sician. 

G.  Within  15  days  after  the  date  of  mailing  of  the  deci- 
sion, either  the  complainant  or  the  subject  physician 
may  request  in  writing  addressed  to  the  Chairman 
that  the  matter  be  reheard. 

1 . Rehearing  may  be  granted  by  the  Chairman  only  on 
the  grounds  of  material  error  by  the  hearing  panel 
or  new  evidence  which  could  not  reasonably  have 
been  presented  at  the  hearing.  The  request  must  be 
specific  in  stating  and  supporting  the  grounds 
asserted. 

2.  The  rehearing,  if  granted,  shall  be  held  on  15  days’ 
written  notice  to  all  parties  who  appeared  at  the 
hearing.  It  shall  be  limited  to  those  matters  stated 
as  grounds  for  seeking  rehearing. 

3.  A matter  returned  for  rehearing  shall  be  decided 
considering  the  additional  evidence  presented  to- 
gether with  that  originally  presented.  A decision  as 
outlined  in  paragraph  E.,  above,  shall  be  issued 
and  served. 

H.  The  decision  of  the  hearing  panel  shall  stand  as  the 
act  of  the  Society  and  shall  be  accepted  and  ratified  by 
the  Board  of  Directors  unless  it  is  appealed  as  provid- 
ed in  these  protocols  or  the  Board  of  Directors  on  its 
own  motion  determines  the  return  of  the  matter  to  the 
Commission  for  further  proceedings. 

Appeal 

A.  A decision  of  a hearing  panel  may  be  appealed  to  the 
Board  of  Directors  by  either  the  complainant  or  the 
subject  physician. 

1 . A notice  of  appeal  shall  be  filed  with  the  Secretary 
of  the  Society  in  writing  within  15  days  after  (a) 
the  final  decision  or  (b)  notice  of  denial  of  a re- 
quest for  rehearing  is  mailed  to  the  party  taking 
the  appeal. 

2.  The  notice  of  appeal  must  state:  (a)  the  basis  upon 
which  it  is  taken,  (b)  that  part  or  parts  of  the  deci- 
sion with  which  the  appealing  party  disagrees, 
and  (c)  the  appealing  party’s  proposed  modifica- 
tion of  the  decision. 

B.  An  appeal  under  these  protocols  shall  be  set  as  a 
special  order  of  business  on  the  agenda  of  the  Board 
of  Directors  not  sooner  than  15  days  nor  later  than 
90  days  after  the  notice  of  appeal  is  filed  with  the 
Secretary  unless  all  parties  agree  otherwise. 

1 . A summary  of  the  matter  shall  be  prepared  by  the 
presiding  officer  of  the  hearing  panel  for  distribu- 
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tion  as  a confidential  enclosure  to  the  agenda.  In  the 
case  of  appeal  from  a county  medical  society  decision, 
the  summary  shall  be  prepared  by  an  officer  of  that 
society. 

2.  If  the  Secretary  deems  it  necessary,  all  or  part  of  the 
record  of  the  hearing  panel,  including  exhibits, 
documents  and  physical  evidence,  shall  be  made 
available  to  the  directors  in  advance  of  or  at  the 
hearing  of  the  appeal. 

C.  The  appeal  shall  be  heard  before  the  Board  of  Direc- 
tors in  closed  session. 

1.  The  case  for  complainant  shall  be  presented  by  the 
Commission  case  coordinator  or  his  representative. 
The  case  for  the  subject  physician  shall  be  present- 
ed by  the  subject  physician  or  his  representative. 

2.  No  new  evidence  may  be  presented  on  appeal  nor 
will  witnesses  be  heard.  Presentations  will  be 
limited  to  argument  of  the  issues  as  stated  in  the 
notice  of  appeal.  Reference  to  evidence  presented 
to  the  hearing  panel  may  be  made  during  such 
argument.  The  appealing  party  shall  speak  first 
and  be  given  time  for  rebuttal.  Written  summaries 
or  briefs  may  be  submitted  within  time  limits  set 
by  the  Board  of  Directors. 

3.  The  Chairman  of  the  Board  of  Directors  may  set 
other  rules  of  procedure,  including  reasonable  time 
limitations,  as  he  deems  appropriate. 

D.  The  Board  of  Directors  may  affirm,  modify  or  reverse 
the  decision  appealed  from  or  may  refer  the  matter  for 
further  hearing  and  decision  to  a hearing  panel  with 
whatever  instructions  it  deems  appropriate. 

E.  The  Board  of  Directors  or  Society  committee  so 
designated  by  the  Board  shall  hear  and  decide  appeals 
from  disciplinary  decisions  of  county  medical  societies 
using  the  same  procedures  as  those  set  forth  herein  for 
decision  of  appeals  from  a hearing  panel. 

III.  PEER  REVIEW  PROCEDURES 

Requests 

A.  All  requests  for  peer  evaluation  of  physicians  and  their 
services  shall  be  directed  to  the  Chairman  of  the  Com- 
mission or  his  designee  for  initial  screening  and 
acknowledgement . 

1.  Initial  screening  involves  determination  whether 
the  evaluation  procedure  is  one  which  the  Com- 
mission is  empowered  to  undertake  and  capable 
of  undertaking  and  whether  the  requesting  party 
is  one  for  which  the  Commission  may  legally 
undertake  the  requested  evaluation. 

2.  Compensation  to  the  Society  for  the  Commission’s 
peer  review  activities  shall  be  set  by  the  Board 
of  Directors. 

3.  The  request  shall  contain  such  authorizations  for 
the  inspection,  copying  and  use  of  records  as  the 
requesting  party  has  relating  to  the  subject  matter 
of  the  request. 

4.  In  acknowledging  the  request  a copy  of  these  pro- 
tocols shall  be  supplied  to  the  third  party  unless 
this  has  been  done  previously. 

B.  After  screening  of  a request,  if  it  is  one  which  the 
Commission  is  empowered  to  undertake  and  capable 
of  undertaking  and  the  requesting  party  is  one  for 
which  the  Commission  may  legally  undertake  the 


requested  evaluation,  it  shall  be  referred  to  one  or 
more  members  of  the  Commission  for  evaluation. 

Evaluation 

A.  Those  members  of  the  Commission  to  whom  the 
request  is  referred  for  evaluation  (the  evaluators) 
shall  review  the  request  and  any  materials  sent  with 
it. 

B.  The  evaluators  or  their  agents  shall  contact  the  subject 
physician,  notifying  the  subject  physician  of  the 
fact  a request  has  been  received  and  providing  such 
detail  of  the  request  as  they  deem  appropriate.  They 
shall  also  provide  the  subject  physician  a copy  of  these 
protocols. 

C.  The  evaluators  shall  make  as  thorough  an  investiga- 
tion as  possible  of  the  matters  relating  to  the  request 
so  as  to  be  able  to  report  responsively  to  the  request- 
ing party. 

1.  The  investigation  may  include  meeting  with  the 
subject  physician  if  the  evaluators  deem  this  neces- 
sary or  advisable. 

2.  The  evaluators  shall  seek  to  obtain,  from  the  sub- 
ject physician  or  otherwise,  all  authorizations 
for  the  inspection,  copying  and  use  of  records 
necessary  for  them  to  investigate  the  matters 
thoroughly. 

3.  The  subject  physician  shall  be  asked  to  execute  a 
written  consent  to  review  acknowledging  that 
the  evaluators  are  acting  in  good  faith  to  help 
improve  the  quality  of  health  care  and  waiving 
any  right  of  action  existing  or  later  arising  against 
the  Society  or  anyone  acting  on  its  behalf  for  good 
faith  efforts  to  pursue  the  procedures  established 
under  these  protocols.  Refusal  to  execute  this  con- 
sent and  waiver  may  be  considered  cause  for  the 
imposition  of  disciplinary  action  against  the  subject 
physician. 

4.  In  conducting  their  review  the  evaluators  may  use 
or  cooperate  with  other  commissions  or  commit- 
tees of  the  Society,  county  medical  societies,  the 
American  Medical  Association  or  any  other  public 
or  private  organization  with  the  purpose  of  improv- 
ing the  quality  of  health  care. 

Report 

A.  Following  their  investigation  the  evaluators  shall  pre- 
pare a review  report  and  submit  this  to  the  Chairman 
or  his  designee. 

1.  The  review  report  shall  be  responsive  only  to  the 
specific  request  of  the  third  party  and  summarize 
the  findings  of  the  evaluators’  investigation. 

2.  In  addition,  the  evaluators  may  submit  a supple- 
mental report  to  the  Chairman  or  his  designee 
covering  matters  found  in  their  investigation  not 
bearing  on  a responsive  reply  to  the  request.  The 
Chairman  or  his  designee  may,  on  the  basis  of  the 
supplemental  report,  initiate  mediation  proce- 
dures or  recommend  that  the  Board  of  Directors 
refer  the  matter  to  an  appropriate  public  or  private 
organization. 

3.  Except  as  otherwise  provided  herein,  the  review 
report  and  any  supplemental  report  shall  be  main- 
tained on  a confidential  basis  in  the  records  of  the 
Commission. 
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B.  The  Chairman  or  his  designee  shall  read  the  review 
report  and  may,  upon  consultation  with  the  evaluators 
or  others,  make  modifications  in  it. 

C.  Once  the  review  report  is  in  final  form,  a copy  shall 
be  sent  on  a confidential  basis  to  the  third  party  who 
requested  the  peer  evaluation  and  a copy  shall  be  sent 
to  the  subject  physician  informing  him  that  he  may 
submit  a statement  objecting  to  or  clarifying  the 
review  report.  If  any  such  statement  is  received  a copy 
shall  be  promptly  sent  to  the  third  party. 

IV.  IMPAIRED  PHYSICIAN  PROCEDURES 

Requests 

A.  All  requests  for  assistance  to  an  impaired  physician 
or  notification  of  need  for  such  assistance  shall  be 
directed  to  the  Chairman  of  the  Commission  or  his 
designee  for  initial  screening  and  acknowledgement, 
if  appropriate. 

1.  The  term  “impaired  physician”  includes  physicians 
whose  professional  or  personal  well  being  or 
performance  is  adversely  affected  or  threatened 
by  abuse  of  alcohol  or  other  chemical  substances, 
or  by  reason  of  physical  or  mental  illness  or 
senility. 

2.  Initial  screening  involves  verification  of  the  facts 
underlying  the  request  for  assistance  or  notifica- 
tion. 

B.  After  screening,  if  the  situation  involves  an  impaired 
physician,  the  Chairman  shall  designate  a member 
of  the  Commission  (the  confronter)  to  “confront” 
the  impaired  physician  in  the  company  of  a consult- 
ant. The  consultant  should  be  chosen  on  the  basis 
of  experience  in  the  field  of  the  subject  physician’s 
impairment,  if  possible. 

Confrontation 

A.  The  impaired  physician  shall  be  confronted  compas- 
sionately by  the  confronter  and  the  consultant  with 


respect  to  the  impairment  and  advised  of  the  concerns 
of  colleagues,  family  and  others. 

B.  The  confronter  shall  discuss  the  impairment  with 
the  subject  physician  and  urge  acceptance  of  appro- 
priate recommendations  of  assistance.  The  con- 
fronted shall  not  provide  any  form  of  therapy,  but 
rather  recommend  available  types  of  therapy  and 
identify  and  suggest  rehabilitation  facilities  through 
which  therapy  is  available. 

C.  Confrontation  on  more  than  one  occasion  by  different 
teams  of  confronters  and  consultant  may  be  neces- 
sary. 

D.  Assuming  the  subject  physician  accepts  and  enters 
a course  of  rehabilitation  or  therapy,  liaison  shall 
be  maintained  with  the  impaired  physician  and  seek 
to  obtain  reports  concerning  his  progress  rather  than 
the  details  of  therapy. 

E.  All  records,  notes  and  reports  related  to  the  con- 
frontation of  impaired  physicians  shall  be  maintained 
on  a confidential  basis  in  the  records  of  the  Commis- 
sion. 

Referral 

A.  In  the  event  the  subject  physician  refuses  to  accept 
confrontation,  declines  to  enter  or  continue  a recom- 
mended course  of  treatment,  or  abandons  treatment 
prematurely,  the  Chairman  of  the  Commission  or  his 
designee  shall  on  consultation  with  the  chairman  of 
the  Board  of  Directors  refer  the  matter  to  the 
Medical  Examining  Board  or  other  appropriate  agen- 
cy if  the  subject  physician  poses  a potential  health 
hazard  to  the  public. 

B.  If  no  such  potential  health  hazard  exists,  the  Chair- 
man of  the  Commission  may  recommend  that  the 
Board  of  Directors  refer  the  matter.  The  Board  of 
Directors  shall  not  refer  the  subject  physician  to  the 
Medical  Examining  Board  until  it  has  advised  the 
subject  physician  in  writing  of  its  intent  to  refer,  the 
reason  for  referral,  and  has  allowed  15  days  for  an 
appeal  of  the  proposed  action.  ■ 


Join  the  “Beaumont  500  Club” 

The  Fort  Crawford  Medical  Museum  at  Prairie  du  Chien — a national  historic  landmark — is  in  need  of  special 
financial  support  to  assure  its  preservation  and  to  aid  its  restoration  and  expansion  as  a medical  and  public 
health  museum.  Originally  restored  with  WPA  funds  in  the  mid- 1930s,  the  museum  is  in  need  of  major  repairs 
and  renovation  as  well  as  completion  of  a Medical  Hall  of  Fame,  special  displays  featuring  medical  memorabilia 
from  Wisconsin  medical  families,  and  the  expansion  of  audio-visual  presentations  in  the  Dessloch  Theater  and 
Stovall  Hall  of  Health. 

Physician  and  other  support  is  solicited  to  establish  the  Medical  Museum  Endowment  Fund,  a permanent 
fund  of  at  least  $500,000,  the  income  from  which  is  earmarked  for  the  operation  and  maintenance  of  the 
museum.  Contributions  of  any  amount  are  encouraged. 

The  first  500  physicians  or  others  who  contribute  $1,000  or  more  to  the  Museum  Endowment  Fund  will  join  a 
select  group  known  as  “The  Beaumont  500.”  All  contributors  will  receive  a newsletter,  but  Beaumont  500  con- 
tributors will  receive  a specially  designed  Beaumont  Medallion  and  an  invitation  to  an  annual  medical  history 
dinner.  Those  who  contribute  $10,000  or  more  will  receive  a first  edition  copy  of  Dr  William  Beaumont’s 
famous  book:  Experiments  and  Observations  on  the  Gastric  Juice  and  the  Physiology  of  Digestion  published  in 
1833. 

All  gifts  are  tax-deductible.  For  further  information  contact  CES  Foundation,  PO  Box  1109,  Madison 
53701. ■ 
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Charter  Law  of  Medical  Societies 


Chapter  148 

148.01  (1)  State  society.  The  state  medical  society  of  Wis- 
consin is  continued  with  the  general  powers  of  a corpora- 
tion. It  may  from  time  to  time  adopt,  alter  and  enforce 
constitution,  bylaws  and  regulations  for  admission  and  ex- 
pulsion of  members,  election  of  officers,  and  management. 

(2)  A member  expelled  from  a county  medical  society 
may  appeal  to  the  state  society,  whose  decision  shall  be 
final. 

148.02  (1)  County  societies.  The  physicians  and  surgeons, 
not  less  than  five  in  number,  of  the  several  counties,  except 
those  wherein  a county  medical  society  exists  may  meet  at 
such  time  and  place  at  the  county  seat  as  a majority  agree 
upon  and  organize  a county  medical  society,  and  when  so 
organized  it  shall  be  a body  corporate  by  the  name  of  the 
medical  society  of  such  county,  shall  have  the  general 
powers  of  a corporation,  and  may  take  by  purchase  or  gift 
and  hold  real  and  personal  property.  County  medical 
societies  now  existing  are  continued  with  the  powers  and 
privileges  conferred  by  this  chapter. 

(2)  Physicians  and  surgeons  who,  before  April  20,  1897, 
received  a diploma  from  an  incorporated  medical  college  or 
society  of  any  of  the  United  States  or  territories  or  of  any 
foreign  country,  or  who  shall  have  received  a license  from 
the  state  board  of  medical  examiners,  shall  be  entitled  to 
meet  for  organization  or  become  members  of  the  county 
medical  society. 

(3)  If  there  be  not  a sufficient  number  of  physicians  and 
surgeons  in  any  county  to  form  a medical  society  they  may 
associate  with  those  of  adjoining  counties,  and  the  physi- 
cians and  surgeons  of  not  more  than  fifteen  adjoining 
counties  may  organize  a medical  society  under  this  chapter, 
meeting  at  such  time  and  place  as  a majority  agree  upon. 


(4)  A county  medical  society  may  from  time  to  time 
adopt,  alter  and  enforce  constitution,  bylaws  and  regula- 
tions for  the  admission  and  expulsion  of  members,  election 
of  officers,  and  management,  not  inconsistent  with  the 
constitution,  bylaws  and  regulations  of  the  state  society. 

148.03  Service  insurance  corporations  for  health  care. 

The  state  medical  society  or,  in  a manner  approved  by  the 
state  society,  a county  society,  may  establish  in  one  or  more 
counties  of  this  state  a service  insurance  corporation  for 
health  care  under  ch.  613. 

NOTE  ON  ss.  148.03,  447.13,  449.15  and  450.13;  Chapter  613 
provides  in  general  terms  for  the  creation,  governance  and 
regulation  of  service  insurance  corporations  for  any  kind  of 
health  care,  as  well  as  for  other  types  of  services.  All  that  is 
needed  in  each  authorizing  chapter  for  professional  societies  is  a 
brief  section  giving  the  appropriate  professional  society  the 
power  to  organize  a ch.  613  corporation.  Section  148.03  creates 
that  section  for  health  care. 

One  basic  restriction  results  from  the  repeal  of  the  old 
enabling  sections:  none  of  the  professional  societies  will  be 
able  to  organize  a service  insurance  plan  within  its  own  cor- 
porate structure.  It  is  a mistake  to  permit  such  a mixing  of 
professional  and  insurance  activities  within  the  same  cor- 
poration. The  society  can,  of  course,  control  the  service  in- 
surance corporation  it  creates  under  ch.  613,  but  the  service 
insurance  corporation  will  be  legally  separate.  This  will  lead 
to  more  effective  (and  appropriate)  control  by  the  insur- 
ance commissioner,  who  should  neither  be  empowered  nor 
compelled,  as  arguably  he  was  under  the  old  statutes,  to 
have  any  concern  about  the  purely  professional  activities  of 
the  societies,  because  of  the  impossibility  of  disentangling 
the  insurance  and  professional  activities  carried  on  by  a 
single  corporation.  ■ 


1841  —The  Society  created  by  territorial  legislation 

The  first  statutory  recognition  of  the  State  Medical  Society  was  by  act  of  the  Legislative  Assembly  of  the 
Territory  of  Wisconsin,  in  Act  53  of  the  Territorial  Legislature  of  1841.  The  organization  of  the  Society  was 
authorized,  with  the  declaration  that  “.  . .well  regulated  medical  societies  have  been  found  to  contribute  to 
the  advancement  and  diffusion  of  true  science,  and  particularly  of  the  healing  art.  . .” 

The  organization  meeting  was  set  for  the  second  Monday  in  January,  1842,  at  Madison,  for  the  purpose 
of  forming  “.  . a society  under  the  name  and  style  of  the  Medical  Society  of  the  Territory  of  Wisconsin  . ." 
Drs.  Bushnell  B.  Cary,  M.C.  Darling,  Lucius  L.  Barber,  Oliver  E.  Strong,  Edward  McSherry,  E.W.  Wolcott. 
J.C.  Mills.  David  Walker,  Horace  White,  Jonas  P.  Russell,  David  Ward.  Jesse  S.  Hewett,  B.O.  Miller,  and 
their  associates,  were  authorized  by  statute  to  conduct  the  initial  organization  of  the  Society. 
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CONSTITUTION  AND  BYLAWS 

of  the  State  Medical  Society  of  Wisconsin 


CONSTITUTION 

ARTICLE  I 

Name  of  the  Association 

The  name  and  title  of  this  organization  shall  be  the  State 
Medical  Society  of  Wisconsin. 

ARTICLE  II 
Purpose 

The  purpose  of  the  Society  is  to  bring  together  the  physi- 
cians of  the  state  of  Wisconsin  to  advance  the  science  and  art 
of  medicine  and  the  better  health  of  the  people  of  Wisconsin, 
and  to  secure  the  enactment  and  enforcement  of  just  medical 
laws.  As  used  in  the  Constitution  or  Bylaws,  “physician” 
means  a doctor  of  medicine  or  a doctor  of  osteopathy 
licensed  in  Wisconsin. 

ARTICLE  III 
Component  Societies 

Component  societies  shall  consist  of  those  county  medical 
societies  chartered  by  the  House  of  Delegates  of  this  Society. 

ARTICLE  IV 

Composition  of  the  Association 

This  Society  shall  consist  of  members  who  shall  be  the 
members  of  and  certified  by  the  component  county  medical 
societies;  and  whose  dues  and  assessments  for  the  current 
year  have  been  received  by  the  Society  secretary  in  accor- 
dance with  the  schedule  provided  in  the  Bylaws. 

ARTICLE  V 
House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  body  of  the 
Society,  and  shall  consist  of: 

(1)  delegates  elected  by  the  component  county  medical 
societies, 

(2)  one  delegate  representing  each  specialty  section  of 
the  Society  organized  under  the  Bylaws, 

(3)  a speaker, 

(4)  a vice  speaker. 

The  officers  of  the  Society  enumerated  in  Article  IX  of 
this  Constitution,  directors,  and  past  presidents  of  the 
Society  shall  be  ex  officio  members,  but  without  the  right  to 
vote,  except  that  if  they  have  been  duly  seated  as  delegates, 
they  shall  have  the  right  to  vote. 

The  speaker  and  vice  speaker  shall  be  elected  by  and  from 
the  House  of  Delegates  for  two-year  terms,  and  shall  be 
limited  to  three  consecutive  full  terms  in  their  respective 
offices.  While  holding  these  offices,  they  shall  be  members  of 
the  House  at  large  and  shall  not  represent  any  component 
county  society  or  specialty  section. 

ARTICLE  VI 
Board  of  Directors 

The  Board  of  Directors,  hereinafter  referred  to  as 
“Board,”  shall  have  full  authority  and  power  of  the  House 


Adopted  as  amended  by  the  House  of  Delegates  March  24-25, 
1983. 


of  Delegates  between  sessions  of  the  House.  It  shall  consist 
of  the  directors,  immediate  past  president,  president,  presi- 
dent-elect, speaker  and  vice  speaker  of  the  House  of 
Delegates.  The  secretary  and  the  treasurer  shall  be  ex  officio 
members  of  the  Board,  but  without  the  right  to  vote.  A 
majority  of  its  voting  members  shall  constitute  a quorum. 

Directors  shall  be  elected  from  eight  geographic  districts 
whose  boundaries  shall  be  determined  by  the  House  of 
Delegates.  There  shall  be  elected  one  director  from  each  dis- 
trict, except  that  in  any  district  with  200  or  more  regular  and 
special  members,  there  shall  be  elected  one  additional  direc- 
tor for  each  additional  200  members  or  majority  fraction 
thereof.  As  nearly  as  possible,  one-third  of  the  members  of 
the  Board  shall  be  elected  each  year. 

Each  director  shall  be  nominated  and  elected  only  by  the 
elected  delegates  of  the  county  medical  society  or  societies 
from  the  district  in  which  the  director’s  principal  place  of 
practice  is  located.  Such  election  shall  be  subject  to  the 
approval  and  confirmation  of  the  House  of  Delegates. 

The  terms  of  the  directors  shall  be  for  three  years.  No  in- 
dividual shall  be  permitted  to  serve  more  than  three  con- 
secutive three-year  terms  as  director,  and  no  more  than  a 
total  of  six  terms  of  service  as  director  shall  be  permitted. 

ARTICLE  VII 
Specialty  Sections 

The  House  of  Delegates  shall  provide  for  a division  of  the 
Society  into  specialty  sections. 

ARTICLE  VIII 
Meetings 

Section  1 . The  Society  shall  hold  an  Annual  Meeting,  at 
which  time  the  House  of  Delegates  shall  meet  to  conduct  its 
business.  The  Annual  Meeting  may  also  include  scientific 
sessions  as  determined  by  the  Board. 

Sec.  2.  The  place  for  holding  each  Annual  Meeting  shall 
be  fixed  by  the  House  of  Delegates,  or,  by  failure  to  act,  such 
authority  is  delegated  to  the  Board.  The  time  for  holding 
each  Annual  Meeting  shall  be  approved  by  the  Board. 

Sec.  3.  Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  speaker  on  written  request  of  twenty  delegates 
representing  at  least  10%  of  the  component  county  medical 
societies,  or  on  request  of  a majority  of  the  Board.  When  a 
special  meeting  is  called,  the  speaker  shall  set  the  time  and 
place.  The  secretary  shall  mail  a notice  to  the  last  known 
address  of  each  member  of  the  House  of  Delegates  at  least 
twenty  days  before  the  date  of  the  special  meeting.  The 
notice  shall  specify  the  time  and  place  of  the  meeting  and  the 
purpose  for  which  the  meeting  is  called.  The  meeting  shall 
consider  no  business  except  that  for  which  it  is  called. 

ARTICLE  IX 
Officers 

Officers  of  this  Society  shall  be  a president,  a president- 
elect, a secretary,  and  a treasurer.  The  president-elect  and 
treasurer  shall  be  elected  annually  by  the  House  of  Delegates. 
The  secretary  shall  be  elected  annually  by  the  Board.  The 
president-elect  shall  automatically  succeed  to  the  office  of 
president  at  the  conclusion  of  the  term  as  president-elect. 
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The  treasurer  shall  be  limited  to  nine  consecutive  terms. 

No  person  shall  hold  more  than  one  of  the  following 
offices  concurrently:  president,  president-elect,  secretary, 
treasurer,  speaker,  vice  speaker,  director.  Incumbents  shall 
serve  until  their  successors  are  elected  and  installed. 

ARTICLE  X 
Funds  and  Expenses 

Funds  may  be  raised  by  annual  dues  or  by  assessment  on 
the  members,  or  in  any  other  manner  approved  by  the 
House  of  Delegates.  The  House  may  establish  regular  and 
special  classifications  of  membership.  Dues,  if  any,  shall  be 
applied  equitably  to  all  members  in  each  class. 

All  resolutions  adopted  by  the  House  of  Delegates  provid- 
ing for  appropriations  shall  be  referred  to  the  Board  for  im- 
plementation. All  expenditures  approved  by  the  Board  shall 
be  included  in  the  annual  budget. 

ARTICLE  XI 

Referendum 

The  House  of  Delegates  may,  by  a two-thirds  vote  of 
those  registered  at  that  session,  submit  any  question  to  the 
membership  of  the  Society  for  its  vote,  except  amendments 
to  the  Constitution.  Such  amendments  are  governed  by 
Article  XIII.  The  House  shall  determine  prior  to  submission 
whether  a referendum  shall  be  advisory  or  binding,  and  so 
advise  the  membership  at  the  time  of  submission.  A majority 
vote  of  all  the  members  of  the  Society  shall  determine  the 
question  on  a binding  referendum. 

ARTICLE  XII 
Seal 

The  Society  shall  have  a common  seal.  The  power  to 
change  or  renew  the  seal  shall  rest  with  the  House  of 
Delegates. 

ARTICLE  XIII 

Amendments 

The  House  of  Delegates  may  amend  any  article  of  this 
Constitution  by  a two-thirds  vote  of  the  members  of  the 
House  present  at  any  Annual  Meeting,  provided  that  such 
amendment  shall  have  been  introduced  in  the  form  of  a con- 
stitutional amendment  in  open  session  at  the  previous 
Annual  Meeting,  and  that  it  shall  have  been  published  at 
least  once  during  the  year  in  the  Journal  of  this  Society,  or 
sent  to  each  member  of  the  Society  at  least  two  months 
before  the  meeting  at  which  final  action  is  to  be  taken. 


BYLAWS 

CHAPTER  1 
Membership 

Section  1 . The  name  of  a physician  on  the  official  roster  of 
this  Society,  after  it  has  been  properly  reported  by  the  secre- 
tary of  the  county  society,  shall  be  prima  facie  evidence  of 
membership  and  of  the  right  to  benefits. 

Sec.  2.  No  person  whose  name  has  been  dropped  from  the 
roll  of  members  of  a component  society  or  this  Society  shall 
be  entitled  to  any  of  the  rights  or  benefits  of  this  Society,  ex- 
cept that  such  rights  and  benefits  shall  continue  during  the 
period  of  an  appeal  by  such  person  to  the  Board  of  Direc- 
tors. 

Sec.  3.  Every  physician  who  holds  a license  to  practice 
medicine  and  surgery  in  Wisconsin  shall  be  eligible  to  apply 


for  membership.  Each  county  society  shall  be  the  judge  of 
the  initial  and  continuing  qualifications  of  its  members,  as 
well  as  the  appropriate  membership  classification,  subject  to 
review  and  final  decision  by  the  Board  of  this  Society. 
Members  will  conduct  themselves  in  a manner  which  is  not  in 
conflict  with  the  purposes  for  which  the  Society  is  organized 
and  is  operating. 

Sec.  4.  By  provision  of  its  constitution  or  bylaws,  a county 
society  may  require  that  an  applicant  shall  have  practiced 
within  its  jurisdiction  for  a period  of  one  year  as  a condition 
for  election  to  membership;  or  that  an  applicant  may  first  be 
elected  to  membership  for  a term  of  one  year  only,  then  re- 
submit to  election  by  vote  of  the  county  society  without 
limitations  as  to  term. 

Sec.  5.  A member  of  a component  society  whose  license 
has  been  revoked,  suspended,  nonrenewed,  or  voluntarily 
surrendered,  shall  be  immediately  and  automatically  sus- 
pended from  membership  as  of  the  date  of  revocation,  sus- 
pension, nonrenewal,  or  voluntary  surrender,  pending 
definitive  action  by  the  Board. 

Sec.  6.  A physician’s  county  society  membership  must  be 
held  in  that  county  in  which  the  physician’s  principal  practice 
is  located.  However,  a physician  living  near  a county  line 
may  hold  membership  in  that  county  most  convenient  for 
attending  meetings,  with  concurrence  of  the  component 
society  in  which  the  principal  place  of  practice  is  maintained. 

Sec.  7.  A member  whose  principal  practice  is  moved  from 
within  the  territorial  limits  of  a component  medical  society  to 
the  territory  of  another  component  of  the  State  Society  shall 
not  be  eligible  to  continue  membership  in  the  first  such 
society  after  the  expiration  of  the  calendar  year  in  which  such 
move  shall  have  occurred.  Such  member  shall,  however,  be 
eligible  to  apply  for  membership  anew,  or  by  transfer  to  the 
society  into  whose  jurisdiction  the  principal  practice  has  been 
moved.  The  member  shall  be  given  a written  certificate  of 
transfer  for  transmission  to  the  secretary  of  the  society  in  the 
county  to  which  he  has  moved.  Pending  acceptance  or  rejec- 
tion by  the  society  in  the  county  to  which  he  has  moved,  such 
member  shall  be  considered  to  be  in  good  standing  in  the 
first  society  and  in  the  State  Society  until  the  end  of  the 
period  for  which  dues  have  been  paid. 

Sec.  8.  When  the  principal  practice  of  a member  in  good 
standing  in  a component  society  is  moved  outside  the 
borders  of  this  state,  active  membership  in  such  component 
society  and  in  the  State  Society  may  be  continued  by  fulfill- 
ing all  requirements  of  membership  except  residence  pending 
acceptance  as  a new  or  transfer  member  by  the  society  of  the 
area  to  which  the  practice  has  been  transferred.  The  period 
of  such  continuing  membership  in  this  state  shall  cease  upon 
acceptance  by  a society  in  the  new  area  of  practice,  and  shall 
in  no  event  continue  beyond  two  full  calendar  years  after 
that  in  which  the  practice  location  has  been  transferred. 

Sec.  9.  Membership  Classifications.  Members  defined  in 
this  section,  except  Affiliates,  shall  have  all  the  rights  and 
privileges  of  the  Society  and  shall  pay  dues  and  assessments, 
as  indicated,  as  a requirement  of  continued  membership. 

A.  Regular.  Regular  members  of  this  Society  consist  of  all 
the  regular  members  in  good  standing  of  the  component 
county  societies. 

B.  Special.  Included  in  this  classification  are  the  following 
categories  of  members  who  by  virtue  of  their  special  circum- 
stances are  entitled  to  reduced  dues  or  waiver  thereof: 

(1)  Part-time  practice.  Any  physician,  regardless  of  age, 
who  practices  1 ,000  hours  or  less  during  a calendar 
year,  but  does  not  qualify  under  section  9.B.  (5), 
may  upon  application,  recommendation  by  the 
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county  medical  society,  and  approval  by  this 
Society,  be  placed  in  this  special  category. 

(2)  Resident.  Physicians  in  approved  training  programs 
as  hospital  residents  or  as  research  fellows  who  are 
licensed  to  practice  medicine  and  surgery  in  Wiscon- 
sin. Such  special  membership  category  can  be  main- 
tained for  a maximum  of  five  (5)  consecutive  years. 

(3)  Temporary  Military  Service.  Members  who  are  in- 
ducted into  the  United  States  Military  or  Public 
Health  Service  and  serve  in  such  capacity  for  not 
more  than  five  (5)  years. 

(4)  Associate.  Members  who  suffer  a disability  prevent- 
ing them  from  practicing  medicine  with  resulting 
serious  financial  reverses  which  would  make  the 
payment  of  dues  a matter  of  personal  hardship. 
Such  membership  shall  be  on  an  annual  basis,  upon 
recommendation  of  the  county  society  and  approval 
by  the  Board  of  this  Society. 

(5)  Retired.  Members  who  have  retired  completely  from 
the  practice  of  medicine,  or  who  practice  240  hours 
or  less  during  a calendar  year,  upon  recommenda- 
tion of  the  county  society  and  approval  by  this 
Society. 

(6)  Life.  Those  members  of  the  State  Medical  Society 
of  Wisconsin  who  have  been  members  of  this  or 
other  state  medical  societies  for  fifty  (50)  years,  or 
are  past  presidents  of  the  State  Medical  Society  of 
Wisconsin.  They  shall  receive  a certificate  of  Life 
Membership. 

(7)  Honorary.  Members  who  have  been  elected  to  a 
similar  classification  by  their  county  society  because 
of  outstanding  contributions  to  the  medical  profes- 
sion, upon  approval  by  the  Board  of  this  Society. 

(8)  Over  Age  70.  Members  who  are  age  70  effective 
January  1 of  the  following  year. 

C.  Affiliate.  Persons  who  are  not  otherwise  eligible  for 
membership  may  become  affiliated  with  this  Society  in  one 
of  the  following  categories.  Their  dues  or  assessments,  as 
well  as  rights  and  privileges  as  affiliate  members,  shall  be 
determined  by  the  Board. 

(1)  Candidate.  Upon  application,  a county  medical 
society  or  this  Society  may  confer  upon  any  person 
then  attending  a medical  school  in  Wisconsin  or  ful- 
filling a postgraduate  obligation  prior  to  eligibility 
for  licensure  the  status  of  Candidate  Member. 

(2)  Scientific  Fellow.  The  Board  may  by  invitation 
and  unanimous  consent  confer  upon  any  person 
engaged  in  teaching  of  or  research  in  one  or  more 
of  the  basic  sciences  at  an  accredited  college  or 
university,  and  not  holding  the  degree  of  Doctor 
of  Medicine  or  Osteopathy,  the  status  of  Scientific 
Fellow. 

(3)  Emeritus.  Retired  members  who  have  chosen  not  to 
renew  their  license,  at  the  discretion  of  the  Board. 

Sec.  10.  Dues  and  Assessments.  Members  shall  pay  dues 
and  assessments  as  follows: 

A.  Regular  members:  full  dues  and  assessments. 

B.  Physicians  in  part-time  practice  or  over  age  70:  one- 
half  of  regular  member  dues  and  assessments. 

C.  Physicians  in  residency  or  fellowship  training:  one- 
tenth  of  regular  member  dues  and  assessments. 

Dues  and  assessments  for  all  other  categories  shall  be 
waived,  except  as  may  be  determined  by  the  Board  for  affili- 
ate members. 


CHAPTER  II 
House  of  Delegates 

Section  1 . Each  component  county  society  shall  be  entitled 
to  send  one  delegate  and  one  alternate  to  the  House  of 
Delegates  for  each  forty  regular  and  special  members  or 
majority  fraction  thereof  in  this  Society,  provided,  however, 
that  each  county  society  shall  be  entitled  to  at  least  one 
delegate  and  one  alternate  from  that  county  society. 

For  purposes  of  this  section,  the  number  of  members  as  of 
the  close  of  the  calendar  year  preceding  the  first  session  of 
the  House  of  Delegates  at  the  Annual  Meeting  shall  deter- 
mine the  number  of  delegates  to  which  a county  society  shall 
be  entitled. 

The  secretary  of  each  county  society  will  send  a list  of  such 
delegates  and  alternates  to  the  secretary  of  this  Society  by  the 
end  of  each  calendar  year  preceding  the  year  in  which  such 
delegates  are  elected  to  serve. 

Sec.  2.  One-fourth  of  the  members  of  the  House  of 
Delegates  registered,  representing  one-fourth  of  the  county 
medical  societies  in  the  state,  shall  constitute  a quorum  of  the 
House  of  Delegates.  All  meetings  of  the  House  of  Delegates 
shall  be  open  to  members  of  the  Society. 

Sec.  3.  The  speaker  shall  preside  at  the  meetings  of  the 
House  of  Delegates. 

Sec.  4.  The  vice  speaker  shall  officiate  for  the  speaker  in 
the  latter’s  absence  or  at  his  request.  In  case  of  death, 
resignation,  or  removal  of  the  speaker,  the  vice  speaker  shall 
officiate  during  the  unexpired  term. 

Sec.  5.  The  speaker  shall  appoint  members  of  reference 
committees  from  among  the  members  of  the  House  of 
Delegates.  These  committees  shall  consider  and  make  recom- 
mendations to  the  House  relative  to  resolutions,  reports  of 
officers,  reports  of  commissions  and  committees,  financial 
and  other  matters  germane  to  the  business  of  the  House.  The 
speaker  shall  also  appoint  a credentials  committee  and  such 
other  committees  as  deemed  necessary. 

Sec.  6.  The  House  of  Delegates  shall  elect  delegates  to  the 
House  of  Delegates  of  the  American  Medical  Association  in 
accordance  with  the  Constitution  and  Bylaws  of  that  body. 

Sec.  7.  The  House  of  Delegates  shall  have  authority  to 
create  committees  for  special  purposes  and  to  appoint 
members  of  the  Society  who  need  not  be  members  of  the 
House  of  Delegates.  Such  committees  shall  report  to  the 
House  of  Delegates,  and  their  members  may  be  present  to 
participate  in  the  debate  on  their  reports. 

Sec.  8.  It  shall  receive  for  appropriate  action  the  annual 
reports  of  the  treasurer,  secretary,  and  chairman  of  the 
Board  of  Directors. 

Sec.  9.  Unanimous  consent  of  the  House  of  Delegates 
shall  be  required  for  the  introduction  of  any  new  resolution 
or  business  not  filed  in  proper  form  with  the  secretary’s 
office  of  the  Society  two  months  before  the  first  session  of 
the  House  of  Delegates.  This  section  shall  not  apply  to  new 
business  or  resolutions  presented  by  the  Board  of  Directors 
or  any  member  thereof,  the  constitutional  officers,  commit- 
tees of  the  Society  or  of  the  House  of  Delegates,  or  officers 
of  the  House  of  Delegates. 

Sec.  10.  All  questions  of  an  ethical  nature  brought  before 
the  House  of  Delegates  shall  be  referred  to  the  Board  of 
Directors  without  discussion. 


CHAPTER  III 
Annual  Election 

Section  1 . The  House  of  Delegates,  at  its  first  session  of 
the  Annual  Meeting,  shall  elect  a Committee  on  Nomina- 
tions consisting  of  one  (1)  delegate  for  each  district,  except 
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that  in  any  district  having  five  hundred  (500)  or  more  regular 
and  special  members,  there  shall  be  elected  one  (1)  additional 
delegate  for  each  additional  five  hundred  (500)  members  or 
majority  fraction  thereof.  One  (1)  delegate  representing  the 
specialty  sections  shall  also  be  appointed.  This  committee 
shall  become  operative  at  the  close  of  the  final  session  of  that 
Annual  Meeting  and  shall  function  until  the  close  of  the  final 
session  of  the  following  year’s  Annual  Meeting.  The  incom- 
ing committee  shall  meet  with  the  existent  committee  but 
without  vote  during  the  overlapping  days  of  the  Annual 
Meeting.  Any  vacancy  occurring  in  the  Committee  on  Nomi- 
nations between  the  date  of  its  formation  and  the  time  of  its 
reporting  shall  be  filled  by  appointment  by  the  director  or 
directors  of  the  district  in  which  the  vacancy  occurs,  pro- 
vided that  if  the  vacancy  occurs  in  the  representation  from 
the  specialty  sections,  such  vacancy  shall  be  filled  by  ballot 
from  among  the  section  delegates. 

The  Committee  on  Nominations  shall  convene  at  least  two 
(2)  months  prior  to  the  Annual  Meeting  of  the  House  of 
Delegates  to  prepare  a slate  of  candidates.  This  meeting,  to 
be  held  at  a time,  date  and  location  published  to  the  general 
membership  at  least  two  (2)  months  before  this  meeting, 
shall  include  an  open  session  of  not  less  than  one  (1)  hour  to 
allow  individual  nomination  of  candidates.  The  Committee 
shall  report  the  result  of  its  deliberations  to  the  House  of 
Delegates  in  the  form  of  a ticket  containing  the  names  of  one 
or  more  members  for  each  of  the  positions  to  be  filled. 

Sec.  2.  The  report  of  the  Committee  on  Nominations  and 
elections  shall  be  the  first  order  of  business  of  the  House  of 
Delegates  at  the  third  session  of  the  Annual  Meeting. 

Sec.  3.  The  House  of  Delegates  shall  elect  the  president- 
elect, the  treasurer,  the  speaker  and  vice  speaker  of  the 
House  of  Delegates,  and  the  delegates  and  alternates  to  the 
American  Medical  Association.  Where  there  is  no  contest,  a 
majority  vote  without  ballot  shall  elect.  All  other  elections 
shall  be  by  separate  ballot  for  each  individual  position,  and  a 
majority  of  the  votes  cast  shall  be  necessary  to  elect.  If  no 
nominee  receives  a majority  of  the  votes  on  the  first  ballot, 
the  nominee  receiving  the  lowest  number  of  votes  shall  be 
dropped,  except  where  there  is  a tie,  and  a new  ballot  taken. 
This  procedure  shall  be  continued  until  one  of  the  nominees 
receives  a majority  of  the  votes  cast. 

Sec.  4.  Nothing  in  this  chapter  shall  be  construed  to  pre- 
vent additional  nominations  being  made  from  the  floor  by 
members  of  the  House  of  Delegates. 


CHAPTER  IV 
Duties  of  Officers 

Section  1 . The  president  is  the  chief  constitutional  officer 
of  the  Society.  Within  the  limits  of  the  Constitution,  Bylaws, 
and  policies  of  the  House  of  Delegates  and  Board  of  Direc- 
tors, the  president  shall  have  the  following  responsibilities 
and  commensurate  authority: 

a.  Deliver  an  annual  address  to  the  House; 

b.  Serve  as  a member  with  right  to  vote  on  the  Board; 

c.  Preside  at  meetings  of  the  Executive  Committee  of 
the  Board; 

d.  Participate,  ex  officio  and  without  the  right  to  vote, 
in  sessions  of  the  House; 

e.  Initiate  and  propose  policies  and  programs  that  will 
further  the  goals  and  objectives  of  the  Society  for 
consideration  by  the  House,  Board,  commissions 
and  committees; 

f.  Support  and  articulate  policies  and  programs 
adopted  by  the  Board  and  the  House; 


g.  Promote  physician  interest  and  active  participation 
in  the  Society. 

Sec.  2.  The  president-elect  shall  act  for  the  president  in  his 
absence  or  disability.  If  the  office  of  president  should 
become  vacant,  the  president-elect  shall  succeed  to  the  presi- 
dency. In  case  of  vacancy  in  the  office  of  both  president  and 
president-elect,  the  Board  shall  appoint  one  of  its  members 
as  acting  president  until  the  next  meeting  of  the  House  of 
Delegates. 

Sec.  3.  The  treasurer  shall  be  responsible  to  the  Board  of 
Directors,  and  shall  advise  and  assist  it  in  making  decisions 
on  investment  policy  and  financial  matters.  The  duties  of  the 
treasurer  shall  include  the  following: 

a.  Be  responsible  for  all  funds  due  the  Society,  together 
with  bequests  and  donations; 

b.  Pay  money  out  of  the  treasury  only  on  written  order 
of  the  secretary; 

c.  Subject  the  treasurer’s  accounts  to  such  examination 
as  the  House  of  Delegates  may  order; 

d.  Annually  report  on  the  financial  standing  of  the 
Society,  including  a balance  sheet  and  income  and 
expense  report; 

e.  Give  bond  in  such  amount  as  the  Board  may  pro- 
vide. 

Sec.  4.  The  secretary  is  the  chief  executive  officer  of  the 
Society  charged  with  the  execution  of  policy  as  created  and 
defined  by  the  House  of  Delegates  and  the  Board  of  Direc- 
tors. Duties  of  the  secretary  shall  include  being  secretary  of 
and  responsible  to  the  Board;  assisting  the  officers  in  making 
decisions  and  implementing  actions;  sharing  convictions  and 
arguing  their  merits  as  requested.  Duties  as  chief  executive 
officer  shall  be: 

a.  Assume  the  general  managerial  duties  of  all  Society 
divisons,  activities,  and  personnel; 

b.  Be  custodian  of  all  records  and  papers  belonging  to 
the  Society,  except  such  as  properly  belong  to  the 
treasurer; 

c.  Keep  account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  Society  which  come  into  the 
secretary; 

d.  Maintain  current  copies  of  each  component  county 
society’s  constitution  and  bylaws; 

e.  Conduct  the  official  correspondence,  notifying 
members  of  meetings,  officers  of  their  election  and 
committees  of  their  appointments  and  duties; 

f.  With  the  approval  of  the  Board,  employ  such 
assistants  as  are  needed  to  effectively  execute  the 
policies  of  the  Society; 

g.  Make  an  annual  report  to  the  House  of  Delegates. 


CHAPTER  V 
Board  of  Directors 

Section  1 . The  Board  of  Directors  shall  be  the  executive 
body  of  the  Society.  Between  meetings  of  the  House  of 
Delegates  it  shall  exercise  the  power  conferred  on  the  House 
of  Delegates  by  the  Constitution  and  Bylaws. 

Sec.  2.  The  Board  shall  meet  during  the  Annual  Meeting 
and  at  such  other  times  as  necessity  may  require,  subject  to 
the  call  of  the  chairman  or  on  petition  of  three  directors.  It 
shall  hold  an  annual  meeting  for  purposes  of  organization 
and  other  business. 

Sec.  3.  The  Board  shall  elect  a chairman  and  a vice  chair- 
man from  among  its  voting  members.  It  may  create  such  fur- 
ther offices  or  combine  or  abolish  them  as  it  sees  fit  in  the 
management  of  its  affairs  and  in  the  discharge  of  its  respon- 
sibilities. Its  chairman  shall  submit  an  annual  report  to  the 
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House  of  Delegates  including  all  major  actions  and  policy 
decisions  of  the  preceding  year. 

Sec.  4.  Each  director  shall  be  the  organizer  and  mediator 
for  the  district.  Directors  shall  visit  each  county  in  their  dis- 
trict as  needed  for  the  purpose  of  organizing  component 
societies  where  none  exist,  for  inquiring  into  the  condition  of 
the  profession,  and  to  keep  informed  of  the  activities  of  the 
component  societies  in  the  district.  Each  director  shall 
arrange  for  an  annual  conference  or  caucus  with  the  societies 
or  their  delegates  within  the  district,  at  which  time  informa- 
tion shall  be  disseminated  concerning  the  activities  of  the 
State  Medical  Society  and  component  societies  within  the 
district.  Each  director  shall  report  as  necessary  to  the  Board. 
The  necessary  traveling  expenses  incurred  by  each  director  in 
the  line  of  duties  herein  imposed  may  be  allowed  on  a proper 
itemized  statement,  but  this  shall  not  be  construed  to  include 
the  expense  of  attending  the  Annual  Meeting  of  the  Society. 

Sec.  5.  The  Board  of  Directors  shall  be  the  judicial  body 
of  the  Society.  It  may  decide  any  questions  of  conduct  or 
discipline  of  members,  or  any  questions  involving  the  rights 
and  standing  of  members,  whether  in  relation  to  other 
members,  to  the  component  societies,  or  to  this  Society.  It 
shall  develop  and  publish  procedures  for  discipline,  including 
denial  of  initial  or  continuing  membership,  for  those  physi- 
cians who  fail  to  provide  quality  health  care,  failure  to  pay 
dues,  loss  of  license  to  practice,  or  other  cause.  Its  decisions 
in  all  cases  shall  be  final,  including  the  right  to  expel  a 
member  should  a component  society  fail  to  do  so  after  being 
so  requested  by  the  Board. 

The  Board’s  right  to  original  jurisdiction  includes  but  is 
not  limited  to  the  right  to  decide  cases  when: 

a.  the  affected  parties  reside  within  the  boundaries  of  a 
single  county  medical  society  and  that  society  does 
not  wish  to  assume  jurisdiction; 

b.  the  affected  parties  reside  in  two  or  more  component 
medical  society  jurisdictions. 

The  Board  also  has  within  its  authority  the  right  to 
appoint  a commission  or  commissions  to  which  any  or  all 
such  matters  may  be  referred  for  investigation,  evaluation 
and  decision  to  acquit,  admonish,  or  otherwise  discipline  as 
appropriate.  A member  may  appeal  to  the  Board  the  deci- 
sion of  such  commission  or  the  action  of  a county  society  as 
provided  in  Chapter  X,  Section  3.  If  the  recommendation  is 
for  suspension  or  expulsion  of  a physician  from  Society 
membership,  final  action  must  be  taken  by  the  Board. 

Sec.  6.  Charters  shall  be  issued  to  county  societies  only  on 
approval  of  the  Board,  with  ratification  by  the  House  of 
Delegates,  and  shall  be  signed  by  the  president  and  secretary 
of  this  Society.  Upon  the  recommendation  of  the  Board,  the 
House  of  Delegates  may  revoke  the  charter  of  any  compo- 
nent society  whose  actions  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  Bylaws. 

Sec.  7.  In  sparsely  settled  sections,  the  Board  shall  have 
authority  to  organize  the  physicians  of  two  or  more  counties 
into  societies.  These  societies,  when  organized  and  chartered, 
shall  be  entitled  to  all  rights  and  privileges  provided  for  com- 
ponent societies  until  such  counties  shall  be  organized 
separately. 

Sec.  8.  The  Board  shall  provide  for  and  superintend  the 
issuance  of  all  publications  of  the  Society  including  proceed- 
ings, transactions  and  memoirs,  and  shall  have  the  authority 
to  appoint  an  editor  of  the  Journal  and  such  assistants  as  it 
deems  necessary. 

Sec.  9.  The  Board  shall  select  a qualified  independent 
accounting  firm  and  receive  an  annual  audit  of  all  accounts 
of  this  Society.  With  the  treasurer,  it  shall  supervise  the  in- 
vestment of  funds.  The  Board  shall  adopt  an  annual  budget 


providing  for  the  necessary  expenses  of  the  Society. 

Sec.  10.  The  Board  may,  by  interim  appointment,  fill  any 
vacancy  in  office  not  otherwise  provided  for  which  may 
occur  during  the  interval  between  Annual  Meetings  of  the 
House  of  Delegates.  The  appointee  shall  serve  until  a suc- 
cessor has  been  elected  and  has  qualified. 

When  a district  initially  qualifies  for  an  additional  direc- 
tor, such  position  shall  be  considered  new  and  not  a vacancy 
to  which  the  Board  is  authorized  to  make  an  interim 
appointment.  Such  new  position  shall  be  filled  by  election  at 
the  next  meeting  of  the  House  of  Delegates  in  the  manner 
provided  by  Article  VI  of  the  Constitution.  The  initial  term 
shall  be  so  established  as  to  maintain  the  election  of  sub- 
stantially one-third  of  the  directors  each  year. 

Sec.  1 1 . The  Board  may  elect  as  secretary  one  who  need 
not  be  a physician  or  a member  of  the  Society. 

Sec.  12.  The  formation  of  salary  schedules  of  all  em- 
ployees of  the  Society  shall  be  the  responsibility  of  the 
Board. 

Sec.  13.  The  Board  shall  provide  such  facilities  for  the 
Society  as  may  be  required  to  properly  conduct  its  business. 

CHAPTER  VI 

Commissions  and  Committees 

Section  1 . The  Board  shall  appoint  such  commissions  and 
committees,  either  permanent  or  ad  hoc,  as  it  deems  neces- 
sary to  properly  conduct  the  affairs  of  the  Society.  Member- 
ship on  such  committees  and  commissions  shall  be  limited  to 
members  of  the  Society  and  its  Auxiliary.  Nonmembers  of 
the  Society  or  its  Auxiliary  may  be  appointed  as  special  rep- 
resentatives should  their  expertise  and  knowledge  be  of 
benefit  to  the  goals  of  such  commissions  or  committees. 
Such  individuals  shall  not  have  the  right  to  vote  or  hold 
office. 

Each  commission  and  committee  shall  have  the  duty  of 
being  informed  on  matters  within  the  area  of  its  special  in- 
terest. They  shall  represent  the  Society’s  interests  by  con- 
tinual contacts  with  voluntary  and  governmental  agencies 
having  related  concerns  with  the  intention  of  coordinating 
efforts  to  serve  the  health  interests  of  the  people  of  Wiscon- 
sin. They  shall  develop  recommendations  from  their  studies 
and  activities  for  action  by  the  Board  or  House  of  Delegates. 

Sec.  2.  Specialty  sections  shall  be  regarded  as  special  com- 
mittees of  the  Society  from  which  the  Board  or  any  commis- 
sion or  committee  may  seek  advice  and  assistance  on  matters 
of  special  or  general  concern  to  the  profession  and  the  health 
of  the  people  of  Wisconsin.  The  specialty  sections  will  be  ex- 
pected to  give  special  requests  prompt  consideration  and 
response  so  as  to  enable  the  Society  to  make  maximum  use 
of  their  resources. 

CHAPTER  VII 
Dues  and  Assessments 

Section  1 . The  annual  dues  and  assessments  of  this  Society 
shall  be  determined  by  the  House  of  Delegates  and  shall  be 
levied  per  capita  on  the  members.  Dues  and  assessments  shall 
be  payable  as  determined  by  the  Board  of  Directors.  Any 
member  whose  current  year’s  dues  have  not  been  received  by 
the  secretary  of  this  Society  by  May  15  shall  be  deemed  in 
arrears  and  his  name  shall  be  removed  from  the  membership 
rolls  of  his  county  society  and  this  Society  until  such  time  as 
full  dues  for  the  current  year  have  been  received. 

Sec.  2.  The  record  of  payment  of  dues  and  assessments  on 
file  in  the  offices  of  this  Society  shall  be  final  as  to  the  fact  of 
payment  by  a member  and  to  the  right  to  participate  in  the 
business  and  proceedings  of  the  Society  or  the  House  of 
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Delegates  and  to  any  other  benefits  and  privileges  of 
membership. 

CHAPTER  VIII 

The  Board  of  Directors  shall  adopt  ethical  guidelines  for 
the  members  of  this  Society. 

COMMENT:  On  July  18,  1981  (he  Board  of  Directors  adopted  the 
Principles  of  Medical  Ethics  of  the  AMA  as  the  ethical  guidelines  of  the 
Society. 

CHAPTER  IX 

The  current  edition  of  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  governs  this  organization  in  all  parlia- 
mentary situations  that  are  not  provided  for  in  the  law  or  in 
its  charter,  constitution,  bylaws,  or  adopted  rules. 

CHAPTER  X 
County  Societies 

Section  1 . All  present  county  societies  or  those  that  may 
hereafter  be  organized  in  this  state  shall,  upon  application  to 
the  Board  of  Directors,  receive  charters  from  this  Society, 
provided  that  their  constitutions  and  bylaws  have  been  sub- 
mitted to  the  Board  and  found  in  conformity  with  the  Con- 
stitution and  Bylaws  of  the  State  Medical  Society.  All  re- 
visions shall  be  submitted  to  the  Society,  approved  by  the 
Board,  and  filed  with  the  secretary.  Where  a county  society 
has  lost  or  misplaced  its  constitution  and  bylaws,  the  model 
constitution  and  bylaws  for  county  medical  societies,  as  last 
approved  by  the  Board,  shall  be  deemed  to  apply. 

Sec.  2.  Only  one  component  medical  society  shall  be 
chartered  in  each  county. 

Sec.  3.  Any  physician  who  may  feel  aggrieved  by  the 
action  of  the  society  of  his  county  in  suspending  or  expelling 
him  shall  have  the  right  to  appeal  to  the  Board  of  Directors 
of  the  State  Society.  Its  decision  shall  be  final.  A county 
society  shall  at  all  times  be  permitted  to  appeal  or  refer  ques- 
tions involving  membership  to  the  Board  of  the  State  Society 
for  final  determination.  The  mechanisms  and  procedures 
which  apply  to  the  appeal  process  shall  be  those  adopted  by 
the  Board. 

Sec.  4.  Each  component  county  society  shall  elect  one  or 
more  delegates  and  may  elect  an  equal  number  of  alternates 
to  substitute  for  any  absent  delegates  from  that  component 


society,  for  a term  of  two  calendar  years,  to  represent  it  in 
the  House  of  Delegates  of  this  Society,  in  accordance  with 
Chapter  II,  Section  1,  of  these  Bylaws.  The  term  of  office 
shall  begin  on  January  1 of  the  year  succeeding  the  election 
of  such  delegates  and  alternates. 

Sec.  5.  The  secretary  of  each  county  society  shall  keep  a 
roster  of  its  members. 

CHAPTER  XI 
Specialty  Sections 

Section  1 . The  House  of  Delegates  shall  establish  specialty 
sections  within  the  Society.  It  shall  have  the  power  to  com- 
bine, enlarge,  or  discontinue  any  or  all  of  such  sections  so 
established. 

Sec.  2.  Such  sections  so  established  shall  be  based  upon 
those  divisions  of  medicine  in  which  the  various  members 
possess  a special  interest.  Qualifications  for  membership  in 
any  section  shall  be  established  by  the  members  of  such  sec- 
tion, subject  to  approval  of  the  Board  of  Directors.  Scientific 
meetings  of  a section  shall  be  open  to  all  members  in  good 
standing  of  the  State  Medical  Society. 

Sec.  3.  The  officers  of  each  section  shall  be  elected  by  and 
from  its  membership.  The  terms  of  such  officers  shall  be  for 
one  year,  but  any  officer  may  be  reelected. 

Sec.  4.  No  section  shall  have  the  power  to  bind  the  State 
Medical  Society  by  any  resolution  or  other  action.  No  such 
resolution  or  action  shall  be  publicized  unless  it  shall  first 
have  been  approved  by  the  House  of  Delegates,  or  by  a 
majority  of  the  Board  when  the  House  is  not  in  session.  No 
resolution  adopted  by  any  section  shall  be  effective  until  like- 
wise so  approved. 

Sec.  5.  Each  section  shall  elect  a delegate  and  an  alternate 
to  the  House  of  Delegates.  The  term  shall  be  for  two  calen- 
dar years  without  limitation  on  number  of  terms. 

Sec.  6.  The  specialty  sections  of  the  Society  shall  be  con- 
sidered an  integral  part  of  the  working  committee  structure 
of  the  Society  as  outlined  in  Chapter  VI  of  these  Bylaws. 

CHAPTER  XII 
Amendments 

These  Bylaws  may  be  amended  at  any  Annual  Meeting  by 
a majority  vote  of  the  delegates  present  at  that  session,  if  the 
proposed  amendment  has  been  properly  submitted  to  the 
House  of  Delegates  and  has  laid  over  for  one  day.  ■ 


AMERICAN  MEDICAL  ASSOCIATION-PRINCIPLES  OF  MEDICAL  ETHICS 


PREAMBLE:  The  Medical  profession  has  long  subscribed  to 
a body  of  ethical  statements  developed  primarily  for  the 
benefit  of  the  patient.  As  a member  of  this  profession,  a 
physician  must  recognize  responsibility  not  only  to  patients, 
but  also  to  society,  to  other  health  professionals,  and  to  self. 
The  following  Principles  adopted  by  the  American  Medical 
Association  are  not  laws,  but  standards  of  conduct  which 
define  the  essentials  of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing  competent 
medical  service  with  compassion  and  respect  for  human 
dignity. 

II.  A physician  shall  deal  honestly  with  patients  and  col- 
leagues, and  strive  to  expose  those  physicians  deficient  in 
character  or  competence,  or  who  engage  in  fraud  or  decep- 
tion. 


III.  A physician  shall  respect  the  law  and  also  recognize  a 
responsibility  to  seek  changes  in  those  requirements  which 
are  contrary  to  the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  col- 
leagues and  of  other  health  professionals,  and  shall  safeguard 
patient  confidences,  within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and  advance 
scientific  knowledge,  make  relevant  information  available  to 
patients,  colleagues  and  the  public,  obtain  consultation,  and 
use  the  talents  of  other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate 
patient  care,  except  in  emergencies,  be  free  to  choose  whom 
to  serve,  with  whom  to  associate,  and  the  environment  in 
which  to  provide  medical  services. 

VII.  A physician  shall  recognize  a responsibility  to  partici- 
pate in  activities  contributing  to  an  improved  community. 
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MEDICAL  ETHICS 

CURRENT  OPINIONS  OF  THE  JUDICIAL  COUNCIL  of  the  American  Medical  Association,  1982.  This  new 
edition,  originally  compiled  in  1958  and  last  revised  in  1979,  is  intended  as  an  adjunct  to  the  revised  Principles 
of  Medical  Ethics  that  were  adopted  at  the  AMA  Annual  Convention  in  1980.  The  opinions  are  intended  as 
guides  to  responsible  professional  behavior,  but  they  are  not  presented  as  the  sole  or  only  route  to  medical 
morality.  Behavior  relating  to  medical  etiquette,  custom  or  usage  is  not  included. 

The  following  topics  are  included  in  the  booklet: 


• Opinions  on  social  policy  issues 
Abortion 

Allocation  of  Health 
Resources 

Artificial  Insemination 
Artificial  Insemination: 

In  Vitro  Fertilization  and 
Embryo  Transplantation 
Clinical  Investigation 
Costs 

Fetal  Research  Guidelines 
Genetic  Engineering 
Organ  Transplantation 
Guidelines 
Quality  of  Life 
Terminal  Illness 
Unnecessary  Services 
Worthless  Services 


• Opinions  on  Confidentiality, 
Advertising  and  Communications 
Media  Relations 

Advertising  and  Publicity 
Advertising  and  HMOs 
Communications  Media: 

Press  Relations 
Communications  Media: 
Standards  of  Profes- 
sional Responsibility 
Confidentiality:  Attorney- 
Physician  Relation 
Confidentiality: 

Computers 

Confidentiality:  Insurance 
Company  Representative 
Confidentiality: 

Physicians  in  Industry 


• Opinions  on  Practice  Matters 

Appointment  Charges 

Clinics 

Consultation 

Contingent  Physician  Fees 
Contractual  Relationship 
Drugs  and  Devices: 

Prescribing 
Informed  Consent 
Laboratory  Services 
Lien  Laws 
Neglect  of  Patient 
Patient  Information 
Substitution  of  Surgeon 
Without  Patient’s 
Knowledge  or  Consent 

• Opinions  on  Hospital  Relations 

Admission  Fee 
Assessments,  Compulsory 
Billing  for  Housestaff 
Services 

Health  Facility  Ownership 
by  Physician 
Organized  Medical  Staff 
Physician-Hospital 
Contractual  Relations 
Staff  Privileges 

• Opinions  on  Physician  Records 

Records  of  Physicians: 
Availability  of  Informa- 
tion to  Other  Physicians 
Records  of  Physicians: 
Information  and  Patients 
Records  of  Physicians 
on  Retirement 
Sale  of  a Medical  Practice 


• Opinions  on  Professional  Rights 
and  Responsibilities 

Agreements  Restricting 
the  Practice  of  Medicine 
Civil  Rights  and  Profes- 
sional Responsibility 
Discipline  and  Medicine 
Due  Process 
Free  Choice 
Patent  for  Surgical  or 
Diagnostic  Instrument 
Peer  Review 


• Opinions  on  Interprofessional 
Relations 

Nonscientific  Practitioners 

Optometry 

Referral  of  Patients 

Specialists 

Teaching 


• Opinions  on  Fees  and  Charges 

Fees  for  Medical  Services 
Fees:  Group  Practice 
Fee  Splitting 
Fee  Splitting:  Clinic  or 
Laboratory  Referrals 
Fee  Splitting:  Drug  Pre- 
scription Rebates 
Insurance  Form  Comple- 
tion Charge 
Interest  Charges  and 
Finance  Charges 
Laboratory  Bill 
Surgical  Assistant’s  Fee 
Competition 


The  State  Medical  Society  of  Wisconsin  Board  of  Directors  has  adopted  the  AMA  Principles  of  Medical 
Ethics  as  the  ethical  guidelines  of  the  Society.  The  Society  may  refer  to  the  Judicial  Council  Opinions  for 
further  guidance. 

Copies  of  the  Opinions  are  available  by  direct  order  to:  Current  Opinions  (OP- 122),  American  Medical 
Association,  PO  Box  821,  Monroe,  Wis  53566  (the  distribution  location  of  AMA  publications). 

The  price  is  $5.00  each  for  1-10  copies;  $4.50  each  for  11-49  copies;  $4.00  each  for  50  or  more  copies;  $6.00 
each  outside  the  US.  On  orders  of  $10.99  or  less,  add  $1.50;  $11.00  or  more,  add  $2.50.  For  special  handling 
(UPS),  add  $3.00.  Residents  of  Illinois,  Wisconsin,  and  New  York,  please  add  appropriate  state  sales  tax  to 
total.  ■ 
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Expense  reimbursement  policy  and  procedure 
for  physicians  on  State  Medical  Society  business 

Approved  by  Board  of  Directors,  July  18, 1981 


It  is  the  policy  of  the  State  Medical  Society  of  Wis- 
consin to  offer  reimbursement  of  out-of-pocket  ex- 
pense incurred  by  its  officers,  directors,  committee 
chairmen  and  members,  AMA  delegates  and  alter- 
nates and  other  designated  physicians  when  such  ex- 
pense is  incurred  in  the  course  of  the  conduct  of 
business  on  behalf  of  the  Society.  The  Society  recog- 
nizes that  any  such  leadership  role  requires  a substan- 
tial contribution  in  personal  time  on  the  part  of  the 
physician.  It  is  traditional  that  this  be  accepted  as  a 
contribution  to  the  profession  and  the  health  of  the 
public.  However,  out-of-pocket  expenses  in  the  dis- 
charge of  official  functions  of  the  Society  are  reim- 
bursable as  set  forth  below: 

Officers,  Directors,  Committee  Chairmen  and 
Members,  and  Other  Designated  Persons 

Reimbursable  expenses  include  the  cost  of: 

1.  All  meals,  including  normal  tips,  incurred  while 
away  from  the  physician’s  home  city  on  SMS 
business. 

2.  All  meals  in  the  home  city  of  the  physician  when 
these  are  in  relation  to  an  SMS  business  meeting. 

3.  Entertainment  expenses  where  such  expense  is 
clearly  a proper  and  necessary  adjunct  to  the  con- 
duct of  the  physician’s  business  function  for  the 
Society. 

4.  Valet  and  laundry  services  when  the  physician  is 
away  from  the  home  city  on  SMS  business  con- 
tinuously for  four  (4)  days  or  more. 

5.  Lodging  for  those  days  (nights)  reasonably  associ- 
ated with  the  dates  of  a meeting  for  which  expenses 
are  claimed. 

6.  Transportation  from  home  city  to  meeting  site  and 
return  as  follows: 

Air — Cost  of  round  trip  coach  airfare,  plus  neces- 
sary ground  transportation. 

Bus/Train — Cost  of  round  trip  fare,  plus  necessary 
ground  transportation. 

Auto — Mileage  at  the  current  Society  rate  (now 
20C)  to  and  from  the  meeting  site,  plus  necessary 
parking  fees  and  highway  tolls. 

Miscellaneous  Ground  Transportation — Local  bus 
and  cab  fares  as  necessary. 

Auto  Rental — All  or  some  portion  of  such  cost 
may  be  reimbursed  as  a substitute  for  other 
ground  transport  when  this  is  the  most  feasible 
alternative  following  initial  air,  bus  or  train 
travel.  Example,  remote  resort  meeting  site. 

7.  Telephone  and  telegraph  communications  relative 
to  SMS  business. 

Note:  Use  of  least  costly  means  of  telephone 
communication  is  encouraged.  Examples:  In 


calling  SMS  Headquarters  use  toll-free  number 
1-800-362-9080  whenever  possible.  Similarly,  use 
direct  dial  rather  than  credit  card,  whenever 
feasible. 

8.  Secretarial  and  copying  services,  postage  and  sta- 
tionery used  for  SMS  business. 

Note:  SMS  Headquarters  is  prepared  to 
handle  most  official  correspondence  and  repro- 
duction work  for  officers  and  committee  mem- 
bers. However,  physicians  may  be  reimbursed 
for  personal  or  office  costs  relating  to  secre- 
tarial, copying,  postage  and  stationery  utilized 
in  conducting  SMS  business. 

Note:  Copies  of  all  official  correspondence 
should  be  sent  to  the  appropriate  committee 
staff  person  at  SMS  so  as  to  assure  proper  coor- 
dination and  recordkeeping. 

9.  Expenses,  as  described  in  1-8  above,  incurred  by 
the  physician’s  spouse  when  accompanying  him/ 
her  in  an  official  capacity  or  when  the  spouse  is 
“expected”  to  be  in  attendance  are  reimbursable. 

Procedure  for  Claiming  Expenses 

1.  To  obtain  reimbursement  the  physician  must 
submit  a statement  of  expenses  incurred. 

2.  Attach  copies  of  bills  or  receipts  for  all  lodging, 
travel,  and  meals  over  $25. 

3.  Itemize  separately  costs  for  Item  8 above. 

4.  Mail  to  SMS,  Attn:  Accounting  Department, 
PO  Box  1109,  Madison,  Wis  53701. 

Reimbursement  will  be  made  within  two  weeks 
following  receipt  and  approval  of  the  expense  report. 

AMA  Delegates  and  Alternates 

AMA  Delegates  and  Alternates  from  Wisconsin 
receive  reimbursement  as  follows  for  each  meeting  of 
the  AMA  House  of  Delegates  they  attend: 

Round  Trip  Coach  Airfare,  or  up  to  equivalent  in 
auto  mileage  at  the  current  SMS  mileage  rate  (now 
20C). 

$600  cash  to  cover  out-of-pocket  expense. 

When  such  delegates  and  alternates  are  conducting 
SMS  business  not  in  conjunction  with  meetings  of  the 
AMA  House  of  Delegates,  their  expenses  may  be 
reimbursed  in  the  same  manner  as  outlined  for  Of- 
ficers, Directors,  etc. 

Out-of-State  Trips 

With  the  exception  of  AMA  House  of  Delegates 
meetings  and  travel  by  the  President/President-Elect, 
all  out-of-state  trips  must  have  prior  approval  by  the 
Executive  Committee  to  be  reimbursable.  Contact  the 
Secretary  and  General  Manager.  ■ 


FACTS  . . . 

about  the  CES  Foundation  Student  Loan  Program 


The  Charitable,  Educational  and  Scientific  Foundation 
of  the  State  Medical  Society  of  Wisconsin  is  a nonprofit, 
nonstock  Wisconsin  corporation,  which  was  chartered  in 
June  1955.  Its  purpose  is  to  “engage  in,  assist,  and  con- 
tribute to  the  support  of  charitable,  educational,  and  scien- 
tific activities  and  projects  and  to  contribute  to  the  support 
of,  and  to  create  and  maintain,  charitable,  educational, 
and  scientific  institutions,  organizations,  and  funds  of  any 
and  every  kind. 

Management:  The  Foundation’s  governing  power  is  vested 
in  a Board  of  Trustees  composed  of  the  Directors  and  Of- 
ficers of  the  State  Medical  Society  of  Wisconsin  and  up  to 
ten  elected  nonmedical  persons.  In  addition,  each  of  the  54 
component  county  medical  societies  may  elect  a representa- 
tive who  is  considered  a corporate  member  of  the  Board. 
The  Board  meets  at  least  annually.  Routine  affairs  of  the 
Foundation  are  directed  by  an  Executive  Committee  con- 
sisting of  the  Officers  of  the  State  Medical  Society,  the  Of- 
ficers of  the  Foundation  and  certain  elected  Trustees. 

Registration:  The  Foundation  is  registered  with  the 
Secretary  of  State  as  a charitable  organization  for  purposes 
of  contributions  and  fund-raising  under  Sec.  440.41  (2) 
Wis.  Stats. 

Legal:  The  Foundation  retains  Robert  B L Murphy  and 
W Pharis  Horton  of  the  firm  of  Murphy,  Stolper,  Brewster 
and  Desmond,  150  East  Gilman  Street,  Madison,  Wiscon- 
sin 53703,  telephone  608/257-7181,  for  advice  on  legal  and 
tax  matters. 

Tax  Information:  Contributions  to  the  CES  Foundation  are 
deductible  under  both  state  and  federal  tax  laws.  The 
Foundation  is  a 501  (c)  (3)  corporation. 

THE  GENERAL  STUDENT  LOAN  FUND 

One  of  the  most  important  activities  of  the  CES  Founda- 
tion is  the  Student  Loan  Program.  Established  in  1955,  the 
Foundation’s  General  Student  Loan  Fund  is  designed  to 
assist  needy,  deserving  students  preparing  for  careers  in 
medicine,  dentistry,  pharmacy,  nursing,  and  other  allied 
health  fields.  These  long-term  loans  are  interest  free  until 
after  the  student’s  graduation.  Personnel  in  the  financial 
aids  departments  of  Wisconsin’s  schools  cooperate  with  the 
Foundation  in  identifying  needy  and  deserving  students. 
Only  students  enrolled  in  Wisconsin  schools  are  eligible  for 
Foundation  loans.  The  General  Student  Loan  Fund  is  sup- 
ported by  general  contributions  earmarked  for  student 
loans. 

SPECIAL  STUDENT  LOAN  AND  SCHOLARSHIP  FUNDS 

Although  the  Foundation’s  primary  emphasis  is  on 
loans,  some  outright  scholarships  (grants)  are  made  to  ful- 
fill the  wishes  of  some  donors.  These  special  health  career 
student  loan  and  scholarship  funds  are  administered  by  the 
Foundation  according  to  the  wishes  of  the  individual  or 
organization  establishing  and  supporting  the  fund. 

For  example,  a county  medical  society  auxiliary  may 
make  an  original  endowment  to  the  CES  Foundation  to 
establish  a student  loan  or  scholarship  fund  in  the  county 


auxiliary’s  name.  The  county  auxiliary,  as  the  benefactor, 
may  decide  what  restrictions,  if  any,  it  wishes  to  place  on 
the  loans.  Such  restrictions  may  include: 

• County  residency  requirements. 

• Career  specifications— medicine  only  or  what  other 
health  careers  to  be  included. 

• Schools  to  which  loans  will  be  granted — you  may  wish  to 
limit  the  fund  to  local  university. 

• Any  limit  or  year  of  study — freshman  only,  upperclass 
only. 

• Restrictions  on  amount  of  each  loan. 

• Amount  of  original  endowment  for  the  Fund. 

• Additional  requirements. 

In  establishing  a special  student  loan  or  scholarship  fund 
with  the  Charitable,  Educational  and  Scientific  Founda- 
tion, the  following  points  should  be  considered: 

• The  CES  Foundation  will  furnish  an  accounting  annually 
to  the  benefactor  or  sponsoring  organization. 

• Brochures,  folders,  or  other  literature  concerning  the 
Fund  may  be  distributed  by  any  interested  organization 
or  person. 

• Application  blanks  may  be  procured  from  the  CES 
Foundation,  330  East  Lakeside  Street,  PO  Box  1109, 
Madison,  Wis  53701,  the  benefactor,  or  college  financial 
aids  office. 

• Applications  will  be  accepted  and  considered  without 
regard  to  race,  color,  creed,  or  national  origin. 

• The  decision  to  approve  individual  loan  applications, 
amount  of  the  loan,  and  terms  of  repayment  will  be 
made  only  by  the  CES  Foundation  and  will  be  based  on 
the  need  demonstrated  and  availability  of  funds. 

• The  Foundation  may,  at  its  discretion  (a)  accept  addi- 
tional contributions  to  the  Fund,  (b)  accept  accelerated 
payments  of  obligations  to  the  Fund,  (c)  waive  repay- 
ment in  hardship  cases,  and  (d)  increase  or  decrease  rates 
of  interest  as  the  demands  for  loans  may  dictate. 

• The  Foundation  may  invest  and  reinvest  assets  of  the 
Fund  in  accordance  with  prudent  investment  policies, 
and  any  interest  or  appreciation  earned  by  such  invest- 
ments will  accrue  to  the  Fund. 

• Direct  expenses  incurred  by  the  Foundation  in  adminis- 
tering the  Fund  will  be  charged  to  the  Fund.  (At  the  pres- 
ent time,  by  action  of  the  Board  of  Directors  of  the  State 
Medical  Society  of  Wisconsin,  all  expenses  incurred  by 
the  student  loan  funds  administered  by  the  CES  Founda- 
tion are  paid  by  the  Society.) 

• In  the  event  it  is  mutually  determined  that  the  purpose 
for  which  the  Special  Loan  or  Scholarship  Fund  was 
established  no  longer  exists,  the  remainder  of  the  Fund 
will  be  turned  over  to  the  Board  of  Trustees  of  the  CES 
Foundation  to  use  for  other  charitable,  educational,  and 
scientific  purposes. 

To  inquire  how  you  or  your  organization  can  establish 
a Special  Student  Loan  or  Scholarship  Fund,  contact 
LaVerne  Bartel,  Administrative  Director,  CES  Founda- 
tion, 330  East  Lakeside  Street,  PO  Box  1109,  Madison, 
Wisconsin  53701;  or  phone  608/257-6781;  toll-free  in 
Wisconsin  1-800-362-9080.  ■ 
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The  Charitable,  Educational  and  Scientific  Foundation  was  established  by  the  State 
Medical  Society  in  1955  to  enable  physicians  and  other  friends  of  the  profession  to  support, 
through  gifts  and  grants,  projects  vitally  affecting  scientific  medicine  and  public  health.  The 
Foundation’s  scope  of  interest  has  grown  with  increased  volume  of  financial  contributions  to 
support  a broad  spectrum  of  programs  affecting  medical  and  health  care  needs  in  the  State  of 
Wisconsin. 

Student  Loans.  The  student  loan  program  helps  students  finance  their  preparation  for  careers 
in  medicine,  nursing,  dentistry,  pharmacy,  and  allied  health  fields.  Needy  and  deserving 
students  may  apply  for  and  obtain  loans  carrying  no  interest  until  graduation.  Since  the  pro- 
gram began  nearly  750  students  have  received  nearly  $876,000  in  long-term,  low-interest  loans. 
Of  these,  498  students  have  completed  their  repayments. 

Continuing  Medical  Education.  Postgraduate  teaching  programs  are  a major  thrust  of  the 
Foundation.  Among  these  are  a Speakers  Service  to  county  medical  societies,  the  Wilson 
Cunningham,  MD  Memorial  Lecture  for  public  health,  the  Elvehjem  Memorial  Lecture  for 
scientific  speakers  at  the  Annual  Meeting,  the  Barbara  Scott  Maroney  Memorial  Fund  for 
papers  and  lectures  on  diabetes,  and  the  William  D Stovall  MD  Memorial  Fund  and  the  Beau- 
mont Memorial  Lecture  for  general  education  and  scientific  medicine.  Since  1975  the  Founda- 
tion has  been  the  vehicle  for  implementation  of  the  accreditation  of  CME  programming  of 
Wisconsin  hospitals  and  specialty  groups.  To  date,  55  hospitals,  25  specialty  groups,  and  one 
county  society  have  been  accredited  for  Category  I CME.. 

Medical  Student  Externship  Program.  Fellowship  grants  from  the  Foundation  make  possi- 
ble an  eight-week  externship  with  a family  physician  for  students  who  have  completed  their 
freshman  year  of  medical  school.  About  50  students,  about  one-half  from  each  Wisconsin 
medical  school,  participate  in  this  program  each  summer.  The  program  is  made  possible  through 
the  cosponsorship  of  the  Wisconsin  Academy  of  Family  Physicians  plus  grants  from  supporting 
physicians  and  hospitals,  and  interested  private  organizations  including  the  Wisconsin  Rural 
Rehabilitation  Corporation,  Wausau  Insurance  Companies,  American  Family  Insurance 
Company,  and  Blue  Cross-Blue  Shield  United  of  Wisconsin. 

Research  and  Education.  The  Foundation  plans,  administers,  and  funds  educational  and 
research  efforts  of  a scientific  or  medical-socioeconomic  nature.  One  of  these  is  the  annual 
Wisconsin  Workshop  on  Health  aimed  at  health  education  of  high  school  students  and  teachers, 
now  in  its  21st  year.  The  Foundation  also  supports  the  Wisconsin  Science  Congress,  the  Wisconsin  Children’s  Museum 
travelling  exhibit,  and  promotion  of  infant  car  seats.  In  addition,  its  E E Bryant,  Jr  Memorial  Fund  promotes  educational 
activity  involving  law,  engineering  and  medicine,  and  the  C H and  J G Crownhart  Memorial  Fund  supports  activities 
involving  medical-legal  issues. 

Charitable  Assistance.  Through  the  Foundation  there  is  an  opportunity  for  professional  persons  to  assist  their  col- 
leagues in  need.  Personal  hardship  strikes  at  physicians  and  their  families  as  well  as  others. 

Medical  History.  The  Foundation,  through  a subsidiary  group  known  as  the  Aesculapian  Society,  owns  and  operates  the 
restored  Fort  Crawford  Military  Hospital  and  Medical  Museum  at  Prairie  du  Chien.  It  is  one  of  the  unique  educational 
and  cultural  institutions  in  the  midwest — a tribute  to  all  Wisconsin  physicians  and  their  role  in  securing  good  health  for  the 
people  of  the  state.  This  three-building  medical  museum  complex  pays  special  tribute  to  William  Beaumont,  MD,  who 
during  the  1830s  conducted  experiments  on  the  digestive  process.  More  than  200,000  persons  have  visited  the  museum, 
which  is  a national  historic  landmark.  Open  from  May  through  October,  the  museum  depicts  military  and  Indian 
medicine,  important  events  in  the  history  of  medicine,  replicas  of  physician  and  dental  offices  and  pharmacies,  and  pro- 
vides an  array  of  health  education  exhibits  including  the  transparent  twins,  health  fads  and  fallacies,  drug  abuse,  immuniza- 
tion, nutrition,  emergency  medicine,  poisons  in  the  home,  safe  driving,  and  the  birth  of  a baby. 

Opportunities  for  Giving.  Gifts  to  the  Foundation  may  take  a number  of  forms:  cash,  life  insurance,  securities,  land, 
books,  instruments,  stamp  and  coin  collections,  works  of  art,  and  other  artifacts.  Gifts  may  be  unrestricted,  restricted,  or 
earmarked  for  specific  purposes  of  interest  to  the  donor.  In  addition,  service  can  be  provided  to  those  who  wish  to  estab- 
lish a Living  Trust  by  naming  the  Foundation  as  trustee.  Use  of  this  mechanism  can  result  in  an  immediate  tax  advantage 
for  the  donor  while  providing  a guaranteed  income  for  life.  The  principal  would  revert  to  the  Foundation  upon  death  of 
the  donor. 

All  types  of  contributions  to  this  Foundation  are  tax-deductible. 


Join  the  “Beaumont  500  Club”  —See  details  on  page  77 
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CHARITABLE,  EDUCATIONAL  AND  SCIENTIFIC  FOUNDATION 

OF  THE  STATE  MEDICAL  SOCIETY  OF  WISCONSIN 


THE  FOUNDATION  is  a non-profit,  non-stock  corporation  under  Wisconsin  statutes.  Governing  power  is  vested  in  a Board  of 
Trustees  composed  of  the  Board  of  Directors  and  Officers  of  the  State  Medical  Society  of  Wisconsin  and  up  to  10  elected  nonmedical 
persons.  In  addition  each  of  the  55  component  county  societies  may  elect  a representative  who  is  considered  a corporate  member  of 
the  Board  of  Trustees.  Although  the  membership  of  the  Board  of  Trustees  numbers  over  90,  the  Officers  and  Executive  Committee 
constitute  an  efficient  working  body  in  governing  the  routine  affairs  of  the  Foundation.  The  Officers  of  the  State  Medical  Society,  the 
Officers  of  the  Foundation,  and  certain  elected  trustees  constitute  the  Executive  Committee  of  the  Board  of  Trustees.  A meeting  of 
the  entire  Board  is  held  at  least  annually.  Officers  are  elected  at  that  time.  The  Executive  and  other  committees  meet  periodically  throughout  the 
year.  The  Foundation’s  organization  insures  continuing  liaison  at  the  county  medical  society  level  throughout  Wisconsin  and  an  integration  with  the 
governing  body  of  the  State  Medical  Society  itself.  Such  an  arrangement  assures  a personal  and  realistic  approach  to  Foundation  activities. 


OFFICERS 


PRESIDENT:  R T Cooney  MD,  Portage— 1983  TREASURER:  L C Pomainville  MD,  Wisconsin  Rapids — 1983 

VICE-PRESIDENT:  S B Webster  MD,  La  Crosse— 1983  SECRETARY:  Mr  E R Thayer,  Madison— 1983 


BOARD  OF  TRUSTEES 

OFFICERS  AND  DIRECTORS  OF  THE  STATE  MEDICAL  SOCIETY  OF  WISCONSIN 


C P Erwin  MD,  Milwaukee — 1985 
T T Flaherty  MD,  Neenah — 1986 
Mr  E R Thayer,  Madison — 1984 
J J Foley  MD,  Menomonee  Falls — 1984 
D A Treffert  MD,  Fond  du  Lac — 1985 
D W Taebel  MD,  La  Crosse— 1985 
V M Griffin  MD,  Mauston — 1984 
G C Kempthorne  MD,  Spring  Green — 1984 
J P Mullooly  MD,  Milwaukee — 1985 
J W Fons  Jr  MD,  Cudahy— 1985 
C S Eisenberg  MD,  Milwaukee — 1986 


Mrs  Audrey  Baird,  Wauwatosa — 1984 
Mrs  Nancy  McDowell,  Milwaukee — 1985 
Mrs  Catherine  McCormick,  Shawano — 1985 
Mrs  Janet  Hartzell,  Grantsburg — 1983 


W J Boulanger  MD,  Milwaukee — 1984 
T A Hofbauer  MD,  Menomonee  Falls— 1984 
W H Konetzki  MD,  Waukesha — 1984 
I J Bruhn  MD,  Walworth — 1984 
Fredrick  Wood  Jr  MD,  Kenosha — 1984 
W L Treacy  MD,  Milwaukee — 1984 
J D Kabler  MD,  Madison — 1985 
C M Hetsko  MD,  Madison — 1985 
J J Tydrich  MD,  Richland  Center— 1985 
A O Tuftee  MD,  Beloit — 1985 
W P Crowley  Jr  MD,  Madison — 1984 

NONMEDICAL  TRUSTEES 

Mr  George  Kress,  Green  Bay — 1983 
Mr  Robert  B Murphy,  Madison — 1983 
Mr  George  Becker,  Fond  du  Lac— 1984 


P M Jackson  MD,  La  Crosse — 1986 
J J Kief  MD,  Rhinelander — 1986 
J K Park  MD,  Wisconsin  Rapids — 1985 
R L von  Heimburg  MD,  Green  Bay — 1986 
1 L Schroeder  MD,  Plymouth — 1985 
J M Jauquet  MD,  Ashland — 1984 
W G Locher  MD,  Wausau-^1986 
M E Wegner  MD,  St  Croix  Falls — 1986 
K M Viste  Jr  MD,  Oshkosh — 1986 


The  Honorable  Kent  C Houck, 
Richland  Center — 1984 
Mrs  Mary  Hoard,  Fort  Atkinson — 1983 


CORPORATE  MEMBERS  REPRESENTING  COMPONENT  COUNTY  MEDICAL  SOCIETIES 


Ashland-Bayfield-Iron: 

A A Koeller  MD — 1986 
Barron-Washburn-Burnett: 

D E Riemer  MD — 1985 
Brown:  Robert  Schmidt  Sr  MD — 1986 
Calumet:  J L Jaeck  MD— 1985 
Chippewa:  J J Sazama  MD — 1985 
Clark:  K F Manz  MD— 1984 
Columbia-Marquette-Adams: 

R T Cooney  MD— 1986 
Crawford:  E M Dessloch  MD— 1986 
Dane:  R A Graf  MD— 1986 
Dodge:  W E Funcke  MD — 1984 
Door-Kewaunee:  R G Evenson  MD — 1986 
Douglas:  C J Picard  MD — 1986 
Eau  Claire-Dunn-Pepin:  G E Wahl  MD— 1985 
Fond  du  Lac:  Elizabeth  Sanfelippo  MD — 1983 
Forest:  B S Rathert  MD— 1984 
Grant:  C L Steidinger  MD — 1986 
Green:  Vacancy— 1986 


Green  Lake-Waushara:  D J Sievers  MD — 1984 
Iowa:  H P Breier  MD — 1986 
Jefferson:  J S Garman  MD — 1984 
Juneau:  R F Fame  MD — 1984 
Kenosha:  H P Rafferty  MD— 1985 
LaCrosse:  L J Logan  MD — 1984 
Lafayette:  L L Olson  MD — 1986 
Langlade:  E J Roth  MD— 1985 
Lincoln:  J F Bigalow  MD — 1984 
Manitowoc:  J R Larsen  MD — 1985 
Marathon:  J G Sack  MD— 1984 
Marinette-Florence:  C E Koepp  MD — 1986 
Milwaukee:  J D Levin  MD — 1986 
Monroe:  G A Landmann  MD — 1984 
Oconto:  J S Honish  MD — 1986 
Oneida-Vilas:  J J Kief  MD— 1985 
Outagamie:  Vacancy — 1986 
Ozaukee:  R F Henkle  MD — 1985 
Pierce-St  Croix:  D M Woeste  MD — 1985 
Polk:  J O Simenstad  MD — 1985 


Portage:  W C Sheehan  MD — 1984 
Price-Taylor:  J R Keuer  MD — 1985 
Racine:  F J Scheible  MD — 1985 
Richland:  R W Edwards  MD — 1986 
Rock:  Vacancy — 1986 
Rusk:  William  Bauer  MD — 1985 
Sauk:  H P Baker  MD — 1986 
Sawyer:  Vacancy — 1985 
Shawano:  J J Albright  MD— 1986 
Sheboygan:  J R Pawlak  MD— 1985 
Trempealeau- Jackson-Buffalo: 

O M Schneider  MD — 1984 
Vernon:  R A Starr  MD — 1984 
Walworth:  Vacancy — 1985 
Washington:  J E Albrecht  MD — 1985 
Waukesha:  Vacancy— 1984 
Waupaca:  J H Steiner  MD— 1984 
Winnebago:  G W Arndt  MD — 1986 
Wood:  L C Pomainville  MD — 1984 
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STATE  MEDICAL  SOCIETY  OF  WISCONSIN 

Accreditation  Program 

for  Continuing  Medical  Education 


Information  is  available  in  printed  form  from  either  Bill  Wendle,  Scientific  Affairs  Coordinator,  or  Arlene  Meyer, 
Administrative  Assistant,  Continuing  Medical  Education,  State  Medical  Society  of  Wisconsin,  PO  Box  1109,  Madison, 
Wis  53701;  or  telephone  toll-free  in  Wisconsin  1-800-362-9080  (Madison  area:  257-6781). 

Representatives  of  the  American  Medical  Association  took  the  initiative  to  bring  about  the  unification  of  a body  responsi- 
ble for  accreditation  of  continuing  medical  education.  This  effort  resulted  in  the  adoption  by  the  AMA  House  of  Dele- 
gates at  its  Interim  Meeting  in  December  1980  of  the  report  of  the  Board  of  Trustees  recommending  the  creation  of  the 
Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  and  the  bylaws  for  this  new  organization  (which 
became  operational  January  1,  1981)  and  assumed  the  responsibility  for  national  accreditation  of  organizations,  institu- 
tions, and  agencies  offering  continuing  medical  education.  The  state  medical  associations  will  retain  the  responsibility  for 
accreditation  of  intrastate  continuing  medical  education  in  accordance  with  the  agreements  reached  in  the  creation  of 
ACCME  as  stated  in  its  bylaws. 

The  State  Medical  Society  of  Wisconsin’s  accreditation  program  functions  under  the  authority  of  the  AMA’s  newly 
created  Accreditation  Council  for  Continuing  Medical  Education  (ACCME).  Representatives  from  state  medical  societies, 
national  medical  specialty  societies,  AMA  Section  on  Medical  Schools  and  Resident  Physician’s  Section,  National 
Medical  Association,  American  Hospital  Association,  Association  for  Hospital  Medical  Education,  Federation  of 
State  Medical  Boards,  and  medical  specialty  boards  comprise  the  ACCME. 


CATEGORY  1 — CME  activities  with  accredited  sponsor- 
ship . . . Education  activities  that  are  a part  of  a planned 
program  of  continuing  medical  education  and  sponsored 
by  an  accredited  organization  . . . (including) 


• Grand  rounds 

• Teaching  rounds 

• Departmental 
scientific  meetings 

• Seminars  and 
Workshops 

• Clinical 
Traineeships 

• Mini-residencies 


• Scientific  sessions  of 
medical  specialty  societies 

• Visiting  lecture  programs 

• Continuing  medical 
education  courses 

• Audiovisual  materials 
(under  specified 
conditions). 


CATEGORY  2 — CME  activities  with  non-accredited 
sponsorship  (same  activities  as  in  Category  1,  offered  by  a 
non-accredited  medical  organization.  No  formal  approval 
is  necessary  for  an  organization  to  offer  Category  2 
credit). 

CATEGORY  3 — Medical  teaching. 

CATEGORY  4 — Papers,  publications,  books,  presenta- 
tions, and  exhibits. 

CATEGORY  5 — Non-supervised  individual  . . . activi- 
ties (includes)  self-learning,  consultations,  patient  care 
review,  self-assessment,  specialty  board  preparation. 

CATEGORY  6 — Other  meritorious  learning  experiences. 


continued  on  opposite  page 


house  of  BIDWELL  inc. 


535  N.  27th  Street 
Milwaukee,  Wis.  53208 


ORTHOTIC  & PROSTHETIC 
SERVICES 
1-414-344-1950 


“WATS”  LINE  FOR  MEMBERS 

As  a service  for  its  members,  the  State 
Medical  Society  of  Wisconsin  has  a 
toll-free  WATS  line  (Wide  Area  Telecom- 
munications Service)  to  provide  member 
physicians  with  quick  and  easy  access  to 
SMS  staff.  The  in-WATS  line  can  be  used 
to  contact  anyone  at  SMS  headquarters 
(330  East  Lakeside  Street,  Madison)  from 
anywhere  within  the  State  of  Wisconsin 
between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 
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CME  Accreditation  Program/ continued 

WISCONSIN  INSTITUTIONS  AND  ORGANIZATIONS  ACCREDITED  by  SMSW 
and  ACCME  for  continuing  medical  education  programming  at  January  1,  1983 


Appleton  Memorial  & St  Elizabeth  Hospitals, 
Appleton 

Beilin  Memorial  Hospital,  Green  Bay 
Beloit  Memorial  Hospital,  Beloit 
Berlin  Memorial  Hospital,  Berlin 
Columbia  Hospital,  Milwaukee 
Community  Memorial  Hospital,  Menomonee 
Falls 

Eagle  River  Memorial  Hospital,  Eagle  River 
Family  Hospital,  Milwaukee 
Ft  Atkinson  Memorial  Hospital,  Ft  Atkinson 
Good  Samaritan  (Lutheran)  Medical  Center, 
Milwaukee 

Gundersen  Medical  Foundation  Ltd  & La 
Crosse  Lutheran  Hospital,  La  Crosse 
Hartford  Memorial  Hospital,  Hartford 
Howard  Young  Medical  Center,  Woodruff 
Kenosha  Memorial  Hospital,  Kenosha 
Lakeland  Hospital,  Elkhom 
Langlade  County  Memorial  Hospital,  Antigo 
Luther  Hospital,  Eau  Claire 
Madison  General  Hospital,  Madison 
Memorial  Hospital  of  Iowa  County,  Dodge- 
ville 

Memorial  Hospital  of  Oconomowoc, 
Oconomowoc 

Methodist  Hospital,  Madison 
Mount  Sinai  Medical  Center,  Milwaukee 
Osseo  Area  Municipal  Hospital,  Osseo 
Reedsburg  Memorial  Hospital,  Reedsburg 
Riverside  Community  Hospital,  Waupaca 
Sacred  Heart  Hospital,  Eau  Claire 
Sacred  Heart/St  Mary’s  Hospitals,  Inc, 
Rhinelander 


Sauk  Prairie  Memorial  Hospital,  Prairie  du 
Sac 

Shawano  Community  Hospital,  Shawano 
Sheboygan  Memorial  & St  Nicholas  Hospitals, 
Sheboygan 

St  Agnes  Hospital,  Fond  du  Lac 
St  Alphonsus  Hospital,  Port  Washington 
St  Catherine’s  Hospital,  Kenosha 
St  Clare  Hospital,  Baraboo 
St  Clare  Hospital,  Monroe 
St  Francis  Hospital,  Milwaukee 
St  Francis  Hospital,  La  Crosse 
St  Joseph’s  Hospital,  Chippewa  Falls 
St  Joseph’s  Hospital  & Marshfield  Clinic, 
Marshfield 

St  Joseph’s  Hospital,  Milwaukee 
St  Joseph’s  Community  Hospital,  West  Bend 
St  Luke’s  Hospital,  Milwaukee 
St  Marys  Hospital  Medical  Center,  Madison 
St  Mary’s  Hospital,  Milwaukee 
St  Mary’s  Hospital,  Rhinelander 
St  Michael  Hospital,  Milwaukee 
St  Michael’s  Hospital,  Stevens  Point 
St  Vincent  Hospital,  Green  Bay 
Stoughton  Hospital  Association,  Stoughton 
Theda  Clark  Memorial  Hospital,  Neenah 
Trinity  Memorial  Hospital,  Cudahy 
Veterans  Administration  Medical  Center, 
Tomah 

Watertown  Memorial  Hospital,  Watertown 
Waukesha  Memorial  Hospital,  Waukesha 
Wausau  Medical  Center,  Wausau 
West  Allis  Memorial  Hospital,  West  Allis 
Winnebago  Mental  Health  Institute,  Winne- 
bago 


American  Cancer  Society,  Wisconsin  Affiliate 
American  Heart  Association,  Wisconsin 
Affiliate 

Fox  Valley  Academy  of  Medicine 
Madison  Academy  of  Internal  Medicine 
Milwaukee  Academy  of  Medicine 
The  Milwaukee  Academy  of  Surgery 
The  Milwaukee  Gynecological  Society 
Milwaukee  Ophthalmological  Society 
Milwaukee  Orthopaedic  Society 
The  Racine  Academy  of  Medicine 
State  Medical  Society’s  Section  on  Ophthal- 
mology 

Wisconsin  Academy  of  Family  Physicians 
Wisconsin  Allergy  Society 
Wisconsin  Association  for  Perinatal  Care 
Wisconsin  Dermatological  Society 
Wisconsin  Neurological  Society 
Wisconsin  Orthopaedic  Society 
Wisconsin  Otolaryngological  Society 
Wisconsin  Psychiatric  Association 
Wisconsin  Surgical  Society 
Wisconsin  Urological  Society 
Wisconsin  Society  of  Obstetrics  & Gynecology 
Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Plastic  Surgeons 
The  Wisconsin  Society  of  Radiation  Oncolo- 
gists 

Marinette-Florence  County  Medical  Society 
AM  A Accredited 

Dept  CME,  Medical  College  of  Wisconsin 
Dept  CME,  UW  Center  for  Health  Sciences 
Interstate  Postgraduate  Medical  Association 
The  State  Medical  Society  of  Wisconsin 
Wisconsin  Society  of  Anesthesiologists 


HELPING  THE  RETARDED, 
DEVELOPMENTALLY  DISABLED  PERSON 

The  family  physician  is  very  often  the  first  person  a 
family  turns  to  when  they  suspect  their  child  may  be  men- 
tally retarded. 

A resource  the  physician  may  wish  to  use  in  counseling 
the  family  is  the  local  Association  for  Retarded  Citizens. 
And  a call  to  the  local  Unified  Board  or  Developmental 
Disabilities  Board  will  identify  the  resources  that  are  avail- 
able to  a family  in  their  county. 

There  should  be  local  resources,  psychological  services, 
OT,  etc  available  to  complement  the  physician’s  examina- 
tion. Also  there  are  several  clinics  within  the  state  that  pro- 
vide specialized  evaluations  for  the  persons  who  are  men- 
tally retarded  and  for  persons  with  other  developmental 
disabilities. 

• Child  Development  Center 

Dr  June  Dobbs,  Director,  Child  Development  Center, 


Milwaukee  Children’s  Hospital,  1700  West  Wisconsin 
Ave,  Milwaukee,  Wisconsin  53201;  (414)  931-4069 

• University  Hospitals 

Dr  Charles  Schoenwetter,  H6  4th  Floor,  600  Highland 
Ave,  Madison,  Wisconsin  53792;  (608)  263-6421 

• Waisman  Center  on  Mental  Retardation 

Linne  Cain,  Intake  Coordinator,  1500  Highland  Ave, 
Madison,  Wisconsin  53706;  (608)  263-5777 

• Comprehensive  Evaluation  Clinic  for  Multiple- 
Handicapped  Children 

Ms  Marilyn  Gratto,  Miller-Dwan  Hospital,  502  East  2nd 
Street,  Duluth,  Minnesota  55805;  (218)  727-8762 

Further  information  may  be  obtained  from  Merlen 
Kurth,  Executive  Director,  Wisconsin  Association  for 
Retarded  Citizens,  Inc,  5522  University  Ave,  Madison,  Wis 
53705;  (608)  231-3335. 
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MEMBERSHIP  FACTS 

Are  you  a member  of  the  State  Medical  Society  of 
Wisconsin,  or  do  you  know  someone  who  isn’t? 
Whether  you’re  just  starting  medical  school,  main- 
tain a full-time  practice,  or  are  retired,  SMS  has  a 
membership  classification  to  fit  your  individual 
needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of 
practice  is  located  carries  with  it  membership  in  the 
State  Medical  Society  of  Wisconsin  and,  if  you  wish, 
the  American  Medical  Association.  If  you  qualify 
for  resident  membership  at  the  time  of  your  election, 
your  membership  dues  are  greatly  reduced.  This  may 
also  qualify  you  for  reduced  dues  the  first  two  years 
of  your  practice.  Dues  for  regular  membership  in 
1983  are  $430  for  SMS,  $315  for  AM  A,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS 
membership  classifications  and  their  corresponding 
dues  follows: 

State  Medical  Society  of  Wisconsin 

DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 

Regular:  Member  in  active  practice.  Some  are  regu- 
lar members  that  have  reduced  SMS  and/or  AMA 
dues  because  they  are  new  practitioners  (first  year 
or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year 
is  in  an  approved  training  program  as  a hospital  resi- 
dent or  research  fellow  who  is  licensed  to  practice 
medicine  and  surgery  in  Wisconsin. 

Military  Service:  Members  who  are  serving  in  the 
U.S.  armed  forces  (generally  not  to  exceed  five 
years). 

Associate:  Member  whose  dues  are  waived  because 
of  illness  or  financial  hardship.  This  classification  is 
temporary  and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years  or  is  a Past  President  of 
the  State  Medical  Society  of  Wisconsin. 


TO:  State  Medical  Society  of  Wisconsin,  Membership 
Dept,  PO  Box  1109,  Madison,  Wisconsin  53701 

YES,  I am  interested  in  organized  medicine.  Please  send 
me  more  information  about  the  benefits  of  membership. 

NAME 

MAILING  ADDRESS 


COUNTY  (principal  practice  located) 


Honorary:  Member  who  was  named  by  the  Board  of 
Directors  in  recognition  of  long  and  distinguished 
service  to  the  cause  of  medicine. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  per  year).  All 
dues  are  waived  unless  county  society  indicates  they 
wish  to  charge  county  dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who 
practices  1 ,000  hours  or  less  during  the  calendar  year 
but  does  not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over 
70  years  of  age  as  of  January  1 . 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 

Scientific  Fellow:  The  Board  of  Directors  may  by 
invitation  and  unanimous  consent  confer  upon  any 
person  engaged  in  teaching  of  or  research  in  one  or 
more  of  the  basic  sciences  at  an  accredited  college  or 
university,  and  not  holding  the  degree  of  Doctor  of 
Medicine  or  Osteopathy,  the  status  of  Scientific 
Fellow. 

Emeritus:  Retired  members  who  have  chosen  not  to 
renew  their  license. 


1983  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

AMA 

COUNTY 

Regular 

$430 

$315 

Normal  County  Dues 

Resident 

43 

45 

Varies 

Military  Service 

-0- 

315  or  45 

-0- 

Associate 

-0- 

-0- 

-0- 

Life 

-0- 

-0-* 

-O- 

Honorary 

-0- 

-0-* 

-0- 

Retired 

-0- 

-0-* 

-0- 

Part-time  Practice 

215 

315* 

Normal  County  Dues 

Over  Age  70 

215 

-0-* 

Normal  County  Dues 

Scientific  Fellow 

-O- 

-0- 

tmeritus 
Candidate — 

-0- 

-0-* 

Freshman  Year 
Medical  Student 

-0- 

15 

Varies 

Sophomore  and 
Succeeding  Medical 
Student  Years 

10 

15 

Varies 

Postgraduate — One 

10 

45 

Varies 

‘Effective  Jan  1,  1983  physicians  in  the  following  categories  will  be  exempt 
from  paying  AMA  dues:  (1)  Financial  hardship  and  for  disability.  (2)  Age 
65-69  and  retired  from  the  practice  of  medicine.  (3)  Over  age  70  regardless 

of  retirement  status. 

State  Society  dues  are  prorated  on  a monthly  basis  for  those 

elected  to  membership  July  1 

through  September  30.  Those 

elected  after  September  30  have  no  dues  payable  for  the  balance 
of  the  year  in  which  they  are  elected.  AMA  dues  follow  the  same 

pattern  except  prorating  is  on 

a semiannual  basis  rather  than 

monthly  basis. 

To  begin  the  membership  process,  if  your  practice  is  or  will 

be  located  in  Wisconsin,  complete  the  form  at  left.  If  you  have 
any  questions,  you  may  contact  your  local  county  society  or  call 
the  toll-free  number  of  the  State  Medical  Society,  if  in  Wisconsin: 
1-800-362-9080  (Madison  area  number:  257-678 !).■ 
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THE  FOLLOWING  constitutes  a summary  report  of  actions  taken  at  the  Annual  Meeting  of  the  House  of  Delegates,  March 
24-25, 1983,  in  Milwaukee.  Resolutions  and  reports  were  widely  distributed  to  delegates,  alternates,  county  society  officers, 
and  others.  Members  of  the  Society  may,  upon  request,  study  the  official  transcript  of  the  meeting  at  the  State  Medical 
Society  headquarters  in  Madison,  or  inquire  as  to  the  full  content  of  a particular  report  or  resolution. 

—Earl  R Thayer,  Secretary 

SUMMARY  REPORT,  HOUSE  OF  DELEGATES 

State  Medical  Society  of  Wisconsin,  March  24-25, 1983 


The  House  deliberated  29  resolutions  as  well  as 
reports  of  officers,  the  Board  of  Directors,  commis- 
sions and  committees.  Refer  to  the  February  1983 
Wisconsin  Medical  Journal  for  abstracts  of  resolu- 
tions 1 through  23  and  their  sources.  Following  is  the 
text  of  the  House  of  Delegates  reference  committee 
reports  (with  additional  commentary  inserted  where 
needed  for  meaning)  and  indication  of  House  action 
upon  committee  recommendations. 

REFERENCE  COMMITTEE  ON  NATIONAL  ISSUES 

• Resolution  8 concerns  the  AMA  Health  Policy 
Agenda  for  the  American  People,  the  important 
three-year  project  which  has  been  initiated  by  the 
American  Medical  Association  for  development  in 
stages  and  through  several  levels  of  committees  and 
study  groups  at  the  national  level,  with  review  and  in- 
put requested  of  state  medical  societies  and  others. 
Your  committee  recommends  adoption  of  the  “re- 
solve” in  the  following  amended  form: 

Resolved,  That  the  House  of  Delegates  encourage 
the  Board  of  Directors  of  the  State  Medical  Society  of 
Wisconsin  to  receive  and  review  the  material  sub- 
mitted by  the  AMA,  refer  it  to  the  appropriate  exist- 
ing committees  for  study  and  recommendation,  or,  if 
necessary,  to  an  ad  hoc  committee  or  committees. 

Action:  Adopted 

• Resolution  15  proposes  the  fingerprinting  of  chil- 
dren as  a means  of  identifying  missing  children.  Your 
committee  believes  this  is  a social  issue  with  more 
legal  than  medical  ramifications,  and  while  it  does 
not  wish  to  belittle  the  importance  of  the  problem, 
recommends  that  the  resolution  not  be  adopted. 

Action:  Concurrence 

• Resolution  21  proposes  that  the  Society  seek  intro- 
duction by  the  AMA  of  federal  legislation  calling  for 
judicial  review  of  Part  B Medicare  disputes.  The  com- 
mittee was  advised  that  the  AMA  is  proceeding  with 
the  introduction  of  such  legislation,  and  therefore 
recommends  adoption  of  the  resolution  in  the  follow- 
ing amended  form: 

Resolved,  That  the  State  Medical  Society  of  Wis- 
consin support  legislation  calling  for  judicial  review 
of  Part  B Medicare  disputes. 

Action:  Adopted 


• Resolution  22  proposes  that  federal  legislation  be 
sought  to  set  a minimum  nationwide  drinking  age  of 
21  years.  Your  committee  believes  that  this  is  possibly 
the  greatest  social  and  medical  problem  that  society  is 
facing  at  the  present  time,  and  notes  that  both  the 
State  Society  and  American  Medical  Association  are 
on  record  in  favor  of  a minimum  drinking  age  of  21 
years.  It  recommends  amendment  and  addition  so 
that  the  resolution  would  read: 

Resolved,  That  the  SMS  House  of  Delegates  seek 
AMA  endorsement  of  federal  efforts  that  would 
establish  a nationwide  minimum  drinking  age  of  21 
years;  and  be  it  further 

Resolved,  That  Wisconsin  physicians  recognize 
the  social  engineering  inherent  in  this  resolution  and 
commit  themselves  to  taking  every  available  oppor- 
tunity to  educate  all  of  their  patients,  young  and  old, 
about  the  dangers  of  alcohol  abuse  in  general  and 
operating  a motor  vehicle  while  under  this  influence 
of  alcohol  in  particular;  and  be  it  further 

Resolved,  That  the  State  Medical  Society  of  Wis- 
consin House  of  Delegates  compliment  the  Legisla- 


Attendance:  1362 

Total  attendance  of  the  two-day  scientific  program 
March  25-26,  1983  at  MECCA  in  Milwaukee  was 
1362. 

Registration  of  physician  members  was  854,  28 
nonmember  physician  registrants,  and  28  guest 
physicians,  while  the  balance  consisted  of  200  tech- 
nical exhibitors;  82  scientific  exhibitors;  105  interns, 
residents,  and  medical  students;  and  65  guests  (certi- 
fied nurses,  physician  spouses,  and  others). 

The  three  sessions  of  the  House  of  Delegates  had 
the  following  registrations:  133  first  session;  128 
second  session;  and  127  third  session.  There  are  167 
voting  members  of  the  House.  House  sessions  were 
held  March  24-25. 

Credentials  Committee 

John  E Thompson,  MD,  Nekoosa,  Chairman 
Edward  A Burg  Jr,  MD,  Milwaukee 
Glenn  M Seager,  MD,  La  Crosse 


WISCONSIN  MEDICAL  JOURNAL,  MAY  1983:VOL.82 


93 


ture  and  law  enforcement  agencies  on  implementa- 
tion and  enforcement  of  the  Wisconsin  law  on  driv- 
ing while  intoxicated. 

Action:  Adopted 

• Resolution  25  (Board  of  Directors)  concerns  pro- 
posed revisions  of  the  JCAH  Accreditation  Manual 
for  Hospitals.  The  committee  and  others  present 
heard  detailed  testimony  from  Dr  Robert  Kelly, 
AMA  Trustee  and  one  of  the  AMA’s  representatives 
on  the  JCAH  Board  of  Commissioners,  indicating 
that  actions  are  under  way  which  hopefully  will 
resolve  the  issue  on  which  much  reaction  has  been 
received  from  the  grass  roots  relative  to  medical  staff 
rules  and  definitions.  Nevertheless,  your  committee 
recommends  adoption  of  the  “resolve”  in  the  follow- 
ing amended  form: 

Resolved,  That  the  AMA  commissioners  con- 
sider the  following  alternatives  at  the  next  meeting  of 
the  JCAH: 

1)  Retain  the  current  standard  that  defines  the 
“medical  staff.” 


2)  Define  the  “organized  staff”  more  precisely  so 
that  the  quality  of  health  care  can  be  maintained.  One 
such  definition  could  be  “the  organized  staff  should 
consist  of  those  individuals  qualified  to  provide 
diagnosis  and  treatment  consistent  with  acceptable 
scientific  standards  and  also  be  licensed  to  prescribe 
medication  or  perform  surgery  within  the  limits 
defined  by  their  respective  state  licenses  and  the  by- 
laws of  their  respective  hospital.” 

• Resolution  26  (First  District  Director  Wood  for 
Racine  County  Medical  Society)  relates  to  the  supply 
of  physicians.  Your  committee  believes  that  the 
Society  and  its  Board  should  continually  scrutinize 
and  reassess  the  matter  and  recommends  adoption  of 
the  resolution  in  the  following  amended  form: 

Resolved,  That  steps  be  taken  at  the  local,  state 
and  federal  levels  to  refine  and  develop  accurate  facts 
and  information  on  this  most  important  issue;  and  be 
it  further 

Resolved,  That  reasonable  and  timely  steps  be 
taken  to  avoid  a surplus  of  physicians,  if  found,  in  a 


Robert  T Cooney,  MD  (left),  president  of  the  CES 
Foundation,  presenting  the  Houghton  Award  to  M Pat- 
rice Eiff  and  Joseph  Kreuz 


Outstanding  medical  students 
receive  Houghton  Award 

The  Houghton  Award  of  the  State  Medical 
Society’s  Charitable  Educational  and  Scientific 
Foundation  is  given  yearly  to  two  senior  medical 
school  students  who  “through  scholastic  excel- 
lence, extracurricular  achievement,  and  interest  in 
medical  organization  show  high  promise  of  be- 
coming a complete  physician.” 

This  year’s  recipients  are  M Patrice  Eiff  of  the 
Medical  College  of  Wisconsin  and  Joseph  Kreutz 
of  the  University  of  Wisconsin  Medical  School. 

The  award,  consisting  of  a check  for  $250  and  a 
plaque,  was  presented  to  Ms  Eiff  and  Mr  Kreutz 
March  24  during  the  Annual  Meeting. 


Ms  Eiff  is  from  Menomonee  Falls  and  completed 
her  undergraduate  work  at  St  Cloud  University  in 
Minnesota.  An  active  student  throughout  her  years 
at  the  medical  college,  Eiff  has  served  as  her  class 
representative  to  the  MCW  Student  Affairs  Com- 
mittee for  three  years  and  as  that  committee’s 
chairperson  last  year.  She  is  the  only  student  rep- 
resentative on  the  Executive  Committee  of  the 
Faculty  which  primarily  includes  department  chair- 
men. In  addition,  Eiff  is  a counselor  in  the  college’s 
Peer  Counselor  Program  in  which  medical  students 
are  trained  to  counsel  other  students.  She  is  cur- 
rently planning  a career  in  family  practice. 

A native  of  Milwaukee,  Mr  Kreutz  received  his 
Bachelor  of  Science  degree  in  biology  in  1978  from 
Mankato  State  in  Minnesota.  He  entered  the  Uni- 
versity of  Wisconsin  Medical  School  in  1978  and 
will  receive  his  MD  degree  this  May.  After  his 
freshman  year,  Kreutz  took  a leave  of  absence  to 
train  for  the  Olympic  Trials  marathon.  Although 
he  qualified  for  the  Olympics,  that  year  the  United 
States  boycotted  the  Olympics  and  he  could  not 
participate.  While  he  was  on  leave  of  absence,  he 
also  worked  as  a volunteer  in  the  emergency  room 
of  a local  hospital.  He  also  has  been  involved  in 
Madison’s  “Blue  Bus”  Clinic.  A member  of  Alpha 
Omega  Alpha,  the  national  medical  honor  society, 
Kreutz  has  applied  for  resident  training  in  pedi- 
atrics. 

The  Houghton  Award  was  established  in  1968  by 
the  late  John  H Houghton,  a Wisconsin  Dells 
general  practitioner,  to  emphasize  high  ideals  for 
future  physicians.  Later,  his  brother,  William  J 
Houghton,  a Milwaukee  surgeon,  added  to  the 
fund. 
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manner  and  within  a framework  designed  to  provide 
continued  high  quality  and  optimal  medical  care  and 
treatment  for  all  citizens. 

Action:  Adopted 

• The  reference  committee  recommends  adoption  of 
the  report  of  the  Committee  on  Federal  Legislation 
which  was  contained  in  Report  B of  the  Govern- 
mental Affairs  Commission,  with  thanks  to  the  com- 
mittee for  its  work  with  our  representatives  in  Wash- 
ington. 

Action:  Adopted 

REFERENCE  COMMITTEE 
ON  SOCIOECONOMIC  ACTIVITIES 

• Report  B of  the  Commission  on  Governmental 
Affairs  outlines  the  composition  of  the  Legislature 
and  some  issues  which  will  be  introduced  during  the 
1983-84  legislative  session.  A 1983  Special  Annual 
Meeting  Edition  of  Capitol  Week  supplements  this 
report.  We  recommend  adoption  of  the  portion  of 
Report  B specific  to  the  Commission  on  Govern- 
mental Affairs  and  the  CAPITOL  WEEK  supplement 
and  wish  to  call  special  attention  to  that  portion  of 
the  report  which  speaks  to  physician-legislator  con- 
tacts. All  members  of  the  Society  are  urged  to  sup- 
port its  positions  through  written  communication  or 
by  attending  Physicians  Alliance  organized  local 
meetings  with  legislators. 

Action:  Adopted 

• Report  C of  the  Commission  on  Health  Planning 

describes  its  continuing  emphasis  on  the  constantly 
changing  state  and  federal  policies  with  respect  to 
both  planning  and  regulation.  A Supplementary 
Report  to  the  Board  and  House  of  Delegates  from 
this  commission  updates  the  status  of  state  level 
activities  on  the  post-moratorium  plan.  The  reference 
committee  gives  special  commendation  to  the  com- 
mission for  its  activities  in  tracking  and  analyzing  the 
post-moratorium  planning  system. 

The  Supplementary  Report  of  the  Board  of  Direc- 
tors presented  at  the  first  session  recommended 
specific  actions  by  the  House  on  the  several  impor- 
tant matters  discussed  in  the  HPC  reports.  The  refer- 
ence committee  wishes  to  call  special  attention  to  its 
opposition  to  two  specific  items,  namely  the  pro- 
posed ceilings  on  hospital  revenues  and  the  capital 
construction  budget  proposal,  and  recommends 
adoption  of  Report  C,  the  Supplementary  HPC 
Report,  and  the  Supplementary  Report  of  the  Board 
of  Directors  relating  thereto. 

Action:  Adopted 

[Note:  These  reports  also  enumerate  other  proposals  by 
Senator  Paul  Offner  of  La  Crosse  and  Governor  Anthony  Earl 
dealing  with  certificate-of-need  and  the  hospital  rate  review 
program  on  which  positions  of  support  or  opposition  were 
recommended  and  adopted  by  House  action  in  addition  to  the 
two  items  specified  above.] 


• Report  E of  the  Physicians  Alliance  Commission 

outlines  the  major  policy  initiatives  considered  by  the 
commission  [including  reimbursement  under  the 
Wisconsin  Medical  Assistance  Program,  the  WMAP 
gatekeeper  system,  a request  for  investigation  by  the 
Wisconsin  Commissioner  of  Insurance  into  methods 
used  by  third-party  payors  to  determine  UCR  fees, 
and  legislative  issues  anticipated  in  the  1983-85  ses- 
sion. Also  included  was  a special  report  on  WHCLIP 
from  the  Medical  Liability  Committee.]  The  refer- 
ence committee  commends  the  commission  for  its 
activities  and  recommends  adoption  of  Report  E. 

Action:  Adopted 

• Report  K of  the  Liaison  Committee  on  Health  Care 
Costs  describes  its  efforts  in  formulating  and  com- 
municating a policy  on  the  cost-effective  delivery  of 
medical  care  services.  The  reference  committee  com- 
mends it  for  its  cost-containment  efforts  and  recom- 
mends adoption  of  Report  K. 

Action:  Adopted 


Borden  delivers  Elvehjem  Lecture 

Ernest  C Borden,  MD,  Madison,  Wisconsin  pre- 
sented the  1983  Elvehjem  Memorial  Lecture  March 
25  during  the  Internal  Medicine  program  at  the 
SMS  Annual  Meeting  in  Milwaukee.  Doctor 
Borden  spoke  on  “Update  in  Immunology.” 

The  Elvehjem  Memorial  Lecture  was  established 
in  1962  to  honor  the  memory  of  Dr  Conrad  A 
Elvehjem,  the  13th  president  of  the  University  of 
Wisconsin  and  an  international  authority  in  bio- 
chemistry. A project  of  the  State  Medical  Society’s 
Charitable,  Educational  and  Scientific  Foundation, 
the  lecture  is  designed  to  perpetuate  Doctor  Elveh- 
jem’s  contributions  to  the  betterment  of  the  health 
of  the  people  of  Wisconsin  and  the  continuing 
medical  education  of  physicians. 


New  York  surgeon  recipient 
of  Beaumont  Award 

“The  Roots  of  Modern  Hand  Surgery”  was  the 
title  of  the  presentation  made  by  Robert  McCor- 
mack, MD  March  26  at  the  1983  William  Beau- 
mont Memorial  Lecture.  Doctor  McCormack  is 
professor  and  chairman  of  the  Department  of 
Plastic  and  Reconstructive  Surgery  at  the  Univer- 
sity of  Rochester  Medical  Center,  Rochester,  New 
York. 

Established  by  the  State  Medical  Society  of 
Wisconsin  in  1957,  the  William  Beaumont  Memo- 
rial Lecture  is  designed  to  present  to  members  of 
the  Society,  distinguished  medical  scientists  whose 
research  and  clinical  experience  may  enrich  the 
knowledge  and  skills  of  Wisconsin  practitioners. 

The  lecture  is  given  each  year  during  the  surgery 
meeting  of  the  State  Medical  Society’s  Annual 
Meeting  in  Milwaukee. 
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• Report  N of  the  Mental  Health  Committee  outlines 
its  activities  on  mental  health  topics  in  the  legislative 
and  regulatory  arena.  The  reference  committee  com- 
mends it  for  its  activities  and  recommends  adoption 
of  Report  N. 

Action:  Adopted 

• Resolution  7 recommends  that  SMS  make  a public 
statement  repudiating  all  usual,  customary  and  rea- 
sonable charges  as  defined  by  insurance  companies 

and  that  advertisements  be  placed  in  the  state’s  news- 
papers indicating  SMS  repudiation  of  all  contracts 


Presidential  Citation  awarded 
to  L Wayne  Brown,  PhD 
and  Marion  Brown,  PhD 

L Wayne  Brown  and  his  wife,  Marion,  of  Madison 
received  the  Presidential  Citation  at  the  Annual  Meeting 
of  the  Society.  In  presenting  the  award.  President  Gerald 
C Kempthorne.  MD,  said,  “Throughout  this  great  state 
there  are  hundreds  of  thousands  of  men  and  women  who 
give  to  their  communities,  to  their  friends,  and  to  many 
whom  they  do  not  even  know,  a great  measure  of  care 
and  compassion  and  service  beyond  the  call  of  their 
occupation.  We  know  them  as  'volunteers.'  Wayne  and 
Marion  live  what  some  would  call  the  simple  life— a 
close  knit  family,  highly  intelligent,  well  read,  widely 
interested  hut  extremely  modest  and  unassuming. 
Friends  and  neighbors  speak  of  their  devotion  to  their 
church,  to  their  enjoyment  of  activities  in  the  Audubon 
Society,  to  their  skill  as  bridge  players,  but  most  import- 
antly, everyone  who  knows  them  seems  to  conclude  that 
they  are  'just  darned  good  citizens.' 

Wayne,  a research  bacteriologist,  was  employed  for 
12  years  by  the  Wisconsin  Department  of  Agriculture 
as  a supervisor  of  the  dairy  and  food  laboratory.  Author 
of  several  publications,  he  held  various  offices  in  the 
Wisconsin  Association  of  Milk  and  Food  Sanitarians, 
and  membership  in  the  American  Society  for  Micro- 
biology, American  Dairy  Science  Association,  and  the 
International  Association  of  Milk,  Food,  and  Environ- 
mental Sanitarians.  Since  his  retirement  in  1972,  his  near 
full-time  occupation  has  been  as  a volunteer  for  the  Dane 
County  Chapter  of  the  American  Red  Cross.  He  has 
been  the  principal  organizer  and  keeper  of  donor  records 
for  that  chapter  for  the  past  10  years. 

Marion,  upon  achieving  her  doctorate  in  bacteriology, 
taught  at  the  University  of  Wisconsin.  Following  her 
marriage  to  Wayne,  her  life  was  dedicated  to  homemak- 
ing and  the  rearing  of  two  children.  As  time  went  on  she 
devoted  increasing  amounts  of  time  and  energy  to  vol- 
unteer youth  and  adult  teaching  in  Madison  and  later 
took  on  the  role  as  a volunteer  with  the  Auxiliary  of  St 
Mary's  Hospital.  Some  years  ago  Marion,  following  an 
illness,  became  intensely  interested  in  the  problems  and 
opportunities  associated  with  family  medical  practice 
in  Wisconsin.  She  and  Wayne  devoted  a good  deal  of 
time  to  become  familiar  with  the  teaching  programs  in 
family  medicine  at  the  University  of  Wisconsin  and  they 
involved  themselves  in  the  promotion  and  support  of  the 
family  practice  residency  programs  throughout  the  state. 


sold  by  insurance  companies  to  subscribers  with  a 
usual,  customary  and  reasonable  clause  as  being 
deceptive.  The  reference  committee  opposes  this 
resolution  on  the  basis  that  the  SMS  has  already 
made  its  position  clear  to  the  Insurance  Commis- 
sioner regarding  UCR;  it  is  concerned  about  the 
antagonistic  effect  this  would  have  on  the  public  and 
the  fiscal  note  does  not  seem  to  be  justified.  The  com- 
mittee recommends  nonadoption  of  Resolution  7. 

Action:  Concurrence 

• Resolution  10  recommends  that  the  House  of  Dele- 
gates encourage  the  Board  of  Directors  of  SMS  to 
study  the  need  for  hospital  medical  staff  education  in 
the  nature  of  prospective  reimbursement  and  new 
physician  responsibility;  and  that  a program  of  com- 
munication and  education  be  initiated  to  meet  any 
perceived  need.  The  reference  committee  recom- 
mends adoption  of  the  resolution  in  the  following 
amended  and  abbreviated  form: 

Resolved,  That  the  House  of  Delegates  request 
the  Board  of  Directors  of  the  State  Medical  Society  to 
immediately  implement  a hospital  medical  staff 
education  program  on  the  nature  of  prospective 
reimbursement  and  new  physician  responsibilities. 

Action:  Adopted 

• Resolution  11  requests  that  the  House  of  Delegates 
reaffirm  the  desire  and  willingness  of  physicians  to 
work  with  industry,  government  agencies  and  other 
concerned  parties  toward  healthcare  cost  contain- 
ment; adoption  recommended. 

Action:  Adopted 

• Resolution  12  speaks  to  county  medical  societies 
holding  seminars  with  representatives  of  business 
and  industry  to  consider  methods  of  delivering  cost- 
effective  care.  The  committee  recommends  adoption 
in  the  following  amended  form: 

Resolved,  That  county  medical  societies  through- 
out the  state  be  encouraged  to  hold  seminars  with 
business  and  industry  leaders  and  union  and  labor  of- 
ficials to  consider  methods  of  delivering  cost  effective 
health  care;  and  be  it  further 

Resolved,  That  all  such  suggestions  and  ideas  be 
disseminated  statewide  by  the  State  Medical  Society 
cost  containment  committee. 

Action:  Adopted 

• Resolution  13  encourages  physicians  to  join  their 
local  Chamber  of  Commerce  in  an  effort  to 
strengthen  communication  with  business  and  in- 
dustry leaders  in  considering  the  problem  of  health 
care  costs;  adoption  recommended. 

Action:  Adopted 

• Resolution  14  clarifies  the  responsibilities  of  physi- 
cians, lawyers,  and  insurance  companies  involved  in 
malpractice  cases  to  ensure  that  physicians  receive  a 
full  and  comprehensive  defense.  The  reference  com- 
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mittee  recommends  referral  of  this  resolution  to  the 
Medical  Liability  Committee  of  the  Physicians  Alli- 
ance Commission  and  further  that  a physicians’  bill 
of  rights  be  developed  and  a report  made  to  the 
Board  of  Directors  on  the  specific  points  stated 
within  the  resolution. 

Action:  Referred 

• Resolution  16  requests  that  the  SMS  sponsor  legis- 
lation that  would  exempt  physicians  for  the  rest  of 
that  year  from  the  jury  system  if  they  had  been  on  a 
malpractice  panel  in  the  past  year,  or  from  the  mal- 
practice panel  if  they  had  been  on  a jury  in  the  past 
year.  The  reference  committee  recommends  opposi- 
tion on  the  basis  that  it  appears  to  be  applicable  to  a 
small  number  of  physicians,  does  not  constitute  un- 
due hardship,  and  does  not  warrant  the  effort  to 
sponsor  legislation  in  this  area;  it  recommends  rejec- 
tion of  Resolution  16. 

Action:  Concurrence 

• Resolution  17  requests  that  the  SMS  adopt  a policy 
and  support  legislation  making  it  illegal  for  Wiscon- 
sin drivers  to  have  a blood  alcohol  concentration  of 
more  than  .05%;  adoption  recommended. 

Action:  Adopted 

• Resolution  18  recommends  that  the  SMS  propose  a 
mandated  primary  provider  program  for  all  medical 
assistance  recipients  in  Wisconsin.  The  reference 
committee  recommends  adoption,  amended  as  fol- 
lows: Resolved,  That  the  State  Medical  Society  of 
Wisconsin  propose  a mandated  primary  provider 
program  for  all  medical  assistance  recipients  in  the 
State  of  Wisconsin,  with  the  requirement  that  recip- 
ients will  retain  a free  choice  in  the  selection  of  his/ 
her  primary  provider. 

Action:  Adopted 

• Resolution  19  recommends  that  legislation  be 
enacted  to  allow  the  public  patient  to  maintain  local 
care  with  similar  50/50  cost-sharing  between  the  state 
and  local  county.  The  reference  committee  recom- 
mends nonadoption. 

Action:  Concurrence 

• Resolution  20  recommends  that  the  physicians  of 
the  State  Medical  Society  reaffirm  their  commitment 
to  S.  146.301(2)  Wis.  Stats,  which  states  that  “No 
hospital  providing  emergency  services  may  refuse 
emergency  treatment  to  any  sick  or  injured  person.” 
The  reference  committee  recommends  adoption, 
with  deletion  of  parts  2 and  3 of  the  resolve  [that  “no 
patient  will  be  arbitrarily  transferred  from  hospital  to 
hospital,”  and  “when  such  transfers  do  occur,  they 
be  made  in  the  best  interest  of  the  patient  with  the 
mutual  consent  of  the  physician  involved.”] 

Action:  Concurrence 

• Resolution  23  requests  that  the  SMS  help  small 
hospitals,  located  in  areas  where  they  are  the  only 


health  providers,  to  preserve  essential  health  serv- 
ices even  though  those  services  may  not  be  com- 
pletely cost-efficient.  The  reference  committee 
recommends  adoption  of  the  following  substitute 
resolution:  “Resolved,  That  the  State  Medical 
Society  assist,  by  whatever  means  are  feasible,  physi- 
cians who  are  confronted  with  efforts  to  reduce  the 
delivery  of  services  based  upon  rate  review  standards 
or  geographic  location.” 

Action:  Adopted 


REFERENCE  COMMITTEE 
ON  SCIENTIFIC  ACTIVITIES 

• Report  A of  the  Commission  on  Continuing 
Medical  Education  discusses  efforts  to  improve  the 
quality  of  the  Annual  Meeting  and  documentation  of 
that  effort  for  survey  by  the  Accreditation  Council 
for  Continuing  Medical  Education.  The  commission 


THANK  YOU 

The  reference  committees  of  the  House  of  Dele- 
gates are  to  be  commended  for  their  thoughtful 
deliberations  and  thanked  for  a job  “well  done.” 

Organization  and  Finances 

John  J Beck  MD,  Sturgeon  Bay,  Chairman 
Raymond  E Skupniewicz  MD,  Racine 
William  E Raduege  MD,  Woodruff 
Michael  P Mehr  MD,  Marshfield 
Leon  J Radant  MD,  Mauston 

Socio-Economic  Activities 

Lucille  B Glicklich  MD,  Milwaukee,  Chairman 
Charles  E Holmburg  MD,  Hubertus 
Marshall  F Purdy  MD,  Janesville 
David  M Woeste  MD,  River  Falls 
Stephen  D Hathway  MD,  Green  Bay 

Scientific  Activities 

Richard  W Biek  MD,  Milwaukee,  Chairman 

Anthony  P Ziebart  MD,  West  Allis 

Ted  D Elbe  MD,  Thiensville 

Sandra  L Osborn  MD,  Madison 

Dean  D Miller  MD,  Milwaukee 

National  Issues 

Kermit  L Newcomer  MD,  La  Crosse,  Chairman 
John  D Riesch  MD,  Menomonee  Falls 
Robert  F Purtell  MD,  Milwaukee 
Thomas  G Dehn  MD,  Milwaukee 
Norman  J Schroeder  MD,  Beaver  Dam 

Credentials 

John  E Thompson  MD,  Nekoosa,  Chairman 
Edward  A Burg  Jr  MD,  Milwaukee 
Glenn  M Seager  MD,  La  Crosse 

Duane  W Taebel,  MD 

Speaker 
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also  reports  accreditation  of  other  CME  providers 
and  nomination  of  John  S Hirschboeck,  MD,  as  reci- 
pient of  the  1983  Distinguished  Service  Award;  adop- 
tion recommended. 

Action:  Adopted 

• Report  D of  the  Commission  on  Mediation  and  Peer 
Review  outlines  disposition  of  patient  complaints  and 
evaluation  of  physician  practice  patterns  and  patient 
care  data.  The  report  reviews  activity  of  the  Medicaid 
Medical  Audit  Committee  which  is  advisory  to  the 
Department  of  Health  and  Social  Services,  comment- 
ing on  a study  of  acceptability  of  three  controversial 
experimental  procedures  [heart  and  pancreatic  trans- 
plantation and  plasmapheresis  in  the  treatment  of 
MS];  also  discusses  expansion  of  the  Statewide  Im- 
paired Physicians  Program  and  outlines  objectives 
for  1983-84;  adoption  recommended. 

Action:  Adopted 


ship  by  means  of  ongoing  publications  and  brochures 
in  progress  or  available,  including  the  newly  pub- 
lished “Putting  the  UCR  Fee  Puzzle  Together.”  The 
commission  commended  President  Kempthorne  for 
his  statewide  appearances,  and  Doctors  Warren  H 
Williamson,  John  Richards,  and  Gordon  Becker, 
recipients  of  1982  “Physician-Citizen  of  the  Year 
Awards.”  The  report  also  covers  negotiations  re- 
garding revision  of  the  “Communications  Guide  for 
Wisconsin  Hospitals  and  Physicians”;  adoption 
recommended. 

Action:  Adopted 

• Report  H of  the  Committee  on  Aging  and  Extended 
Care  Facilities  outlines  efforts  directed  toward  assur- 
ing quality  care  for  nursing  home  patients  and  activi- 
ties in  several  areas  of  long-term  planning;  adoption 
recommended. 

Action:  Adopted 


• Report  F of  the  Commission  on  Public  Information 

discusses  communication  to  the  public  and  member- 


House  of  Delegates 
Nominating  Committee 

State  Medical  Society  of  Wisconsin 

1983-1984 

District  i 

Clifton  E Peterson  MD,  1400-75th  St,  Kenosha  53140 

John  D Riesch  MD,  N85  W 17679  Ann  Ave, 

Menomonee  Falls  53051 

Kenneth  M Smigielski  MD,  3615  W Oklahoma  Ave, 
Milwaukee  53215 

Jerome  J Veranth  MD,  5605  Washington  Ave, 

Racine  53406 

District  2 

Sandra  L Osborn  MD,  1912  Atwood  Ave, 

Madison  53704 

James  J Tydrich  MD,  1 3 1 3 W Seminary  St, 

Richland  Center  53581 , Secretary 

District  3 

Jack  M Lockhart  MD,  1836  South  Ave,  La  Crosse  54601 

District  4 

John  E Thompson  MD,  315  First  St,  Nekoosa  54457 

District  5 

Kenneth  M Piste  Jr  MD,  100  Stoney  Beach  Rd, 
Oshkosh  54901,  Chairman 

District  6 

Robert  T Schmidt  Jr  MD,  923  Eliza  St,  Green  Bay 
54301 

District  7 

Merne  W Asplund  MD,  1518  Main  St,  Bloomer  54724 

District8 

Clarence  M Scott  MD,  3 18-2 1st  Ave  E,  Superior  54880 

Specialty  Sections 

Joel  E Taxman  MD,  1622  W Wisconsin  Ave, 

Milwaukee  53233 


• Report  I of  the  Committee  on  Alcoholism  and  Other 
Drug  Abuse  describes  interactions  with  the  Office  of 
Alcohol  and  Other  Drug  Abuse  of  DHSS  and  in- 
cludes definitions  of  medical  screening  and  “alco- 
holic,” and  Admission  Criteria  for  Non-Hospital 
Medical  Residential  Rehabilitation.  The  committee 
reports  on  educational  activities  and  asks  approval 
and  forwarding  to  the  AMA  of  a policy  statement  re- 
questing prohibition  of  radio  and  television  advertis- 
ing of  alcoholic  beverages;  adoption  recommended. 

Action:  Adopted 


Recipients  of  awards 

presented  by  the 

State  Medical  Society  of  Wisconsin 
1983 

PRESIDENTIAL  CITATION 

L Wayne  Brown,  PhD;  Marion  Brown,  PhD,  Madison 

DISTINGUISHED  SERVICE  AWARD 
John  S Hirschboeck,  MD,  Milwaukee 

BEAUMONT  MEMORIAL  LECTURE  AWARD 
Robert  McCormack,  MD,  Rochester,  New  York 

ELVEHJEM  MEMORIAL  LECTURE  AWARD 
Ernest  C Borden,  MD,  Madison 

HOUGHTON  MEDICAL  STUDENT  AWARD 
M Patrice  Eiff  (Medical  College  of  Wisconsin) 

Joseph  Kreutz  (University  of  Wisconsin  Medical  School) 

FIFTY  YEAR  CLUB  AWARDS 

See  special  feature  elsewhere  in  this  issue 

A complete  listing  of  recipients  of  awards  for  the  previous 
years  can  be  found  in  the  June  1979,  and  subsequent  list- 
ings appeared  in  June  1980,  June  1981  and  July  1982 
BLUE  BOOK  issues  of  WMJ.  Further  details  of  the  1983 
awards  appear  in  this  issue. 
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President-elect  Flaherty 


President  Erwin  (left)  and  Past  President  Kempthorne  as  he  receives  the  Pres- 
idential Plaque  as  outgoing  president 


• Report  J of  the  Committee  on  Environmental  and 
Occupational  Health  reviews  work  in  progress  on 
revision  of  the  Society’s  Occupational  Health  Guide 
and  support  for  reduced  formaldehyde  levels  for 
mobile  homes,  clean  indoor  air  legislation,  and 
rubella  immunity  for  medical  personnel  likely  to  be  in 
contact  with  pregnant  patients;  also  describes  liaison 
with  the  Worker’s  Compensation  Division;  adoption 
recommended. 

Action:  Adopted 

• Report  L of  the  Committee  on  Maternal  and  Child 
Health  expresses  concern  for  and  disappointment 
with  efforts  of  the  Division  of  Health  in  maternal  and 
child  health  issues;  also  reports  revision  of  the  Fetal 
Alcohol  Syndrome  brochure,  concern  for  DHSS 
rules  regarding  administration  of  oxytocics,  and 
work  on  a position  statement  on  artificial  insemina- 
tion. The  Reference  Committee  asks  the  House  to 
note  that  according  to  the  current  issue  of  U.S.  News 
and  World  Report,  the  infant  mortality  rate  in  Wis- 
consin in  1982  was  second  lowest  among  the  50 
states,  at  7.3  deaths  per  1000  live  births  contrasted 
with  a rate  of  14.1  in  1972.  The  range  was  6.3  in 
Wyoming  to  15.4  in  South  Carolina.  The  reference 
committee  recommends  retention  of  the  original 
wording  of  the  FAS  brochure;  also  wishes  to  clarify 
that  portion  of  the  report  dealing  with  administration 
of  oxytocics  to  specify  that  only  intravenous  oxy- 
tocics should  be  used  during  intrapartum  administra- 
tion; adoption  recommended  with  these  changes. 

Action:  Adopted 

• Report  M of  the  Committee  on  Medicine  and 
Religion  discusses  the  program  on  medical  missions 
planned  for  the  Medicine  and  Religion  Breakfast  and 
issues  to  be  considered  in  a proposed  series  of  meet- 


ings with  representatives  of  major  religious  bodies; 
adoption  recommended. 

Action:  Adopted 

• Report  O of  the  Committee  on  Safe  Transportation 

reviews  successful  support  for  legislation  mandating 
the  use  of  child  passenger  restraints,  activities  in  its 
role  as  Medical  Advisory  Board  to  the  Department  of 
Transportation,  interest  in  an  AMA  Report  on  Auto- 
mobile-Related Injuries,  and  continued  surveillance 
of  drinking-driving  issues;  adoption  recommended. 
Action:  Adopted 

• Report  P of  the  Committee  on  School  Health  out- 
lines development  of  policy  relating  to  administration 
of  medication  in  schools,  participation  in  a coalition 
supporting  comprehensive  health  instruction  pro- 
grams K-12  in  all  Wisconsin  schools,  and  work  in  a 
revision  of  the  school  health  examinations  guide; 
adoption  recommended. 

Action:  Adopted 

• Report  Q of  the  Committee  on  Women  Physicians 

discusses  study  of  Premenstrual  Syndrome  (PMS)  in- 
cluding cooperation  in  development  of  a continuing 
medical  education  program  on  the  subject  for  the 
Annual  Meeting;  also  reported  were  continuation  of 
regional  meetings  for  women  physicians  and  follow- 
up on  a study  of  sexual  harassment;  adoption  recom- 
mended. 

Action:  Adopted 

• Resolution  5 requests  that  the  Secretary  of  DHSS 
restore  adequate  physician  consultation  within  the 
Department.  The  reference  committee  recommends 
adoption  in  the  following  amended  form:  “Re- 
solved, That  the  State  Medical  Society  request  the 
Secretary  of  DHSS  to  broaden  physician  input  and 
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restore  adequate  department  response  to  physician 
consultation.” 

Action:  Adopted 

• Resolution  6 proposes  to  list  in  the  Wisconsin 
Medical  Journal  those  publications  which  do  not  in- 
clude a significant  amount  of  anti-smoking  linage. 
The  reference  committee  considers  the  resolution  am- 
biguous and  costly  and  does  not  recommend  adop- 
tion, but  wishes  to  urge  the  SMS  to  continue  to  search 
for  practical  steps  that  would  result  in  reduction  of 
cigarette  consumption. 

Action:  Concurrence 

• Resolution  24  (Committee  on  Environmental  and 
Occupational  Health)  advocates  legislation  to  protect 
Wisconsin  groundwater  from  contamination  and  to 
provide  restitution  for  those  whose  groundwater  has 
been  polluted;  adoption  recommended. 

Action:  Adopted 


Commission  and  committee 
appointments 

The  State  Medical  Society’s  Board  of  Directors 
March  26  appointed  the  following  physicians  to 
Society  commissions  and  committees: 

Commission  on  Continuing  Medical  Education 

J David  Lewis,  MD,  West  Bend 

Health  Planning  Commission 

Thomas  F Garland,  MD,  Milwaukee 

Public  Information  Commission 

Alan  H Cherkasky,  MD,  Kaukauna 
Irwin  J Bruhn,  MD,  Walworth 

Committee  on  Aging  and  Extended  Care  Facilities 

William  T Russell,  MD,  Sun  Prairie 

Committee  on  Alcoholism  and  Other  Drug  Abuse 

Stephen  D Hathway,  MD,  Green  Bay 
Pauline  M Jackson,  MD,  La  Crosse 
Charles  W Landis,  MD,  Milwaukee 
Glenn  H Franke,  MD,  Milwaukee 

Committee  on  Environmental  and  Occupational 
Health 

Elizabeth  Evans-Gresch,  MD,  West  Allis 

Committee  on  Medicine  and  Religion 

Carl  R Poley,  MD,  Green  Bay 

Committee  on  Mental  Health 

Barry  Blackwell,  MD,  Milwaukee 

Committee  on  Safe  Transportation 

John  C Heffelfinger,  MD,  Watertown 

Committee  on  School  Health 

Roy  E Buck,  MD,  Oshkosh  ■ 


• Resolution  27  (First  District  Director  Nielsen  for 
Washington  County  Medical  Society)  requests  the 
State  Medical  Society  to  inform  legislators  and 
governmental  agencies  of  the  problems  caused  by 
current  laws  which  prevent  the  effective  sharing  of 
information  concerning  individuals  with  alcoholism. 
The  reference  committee  recommends  adoption  of 
the  following  substitute  resolution: 

Resolved,  That  the  House  of  Delegates  request 
that  the  Committee  on  Alcoholism  and  Other  Drug 
Abuse  and  the  Committee  on  Mental  Health  of  the 
State  Medical  Society  address  these  problems;  and  be 
it  further 

Resolved,  That  the  Board  of  Directors,  after 
receiving  reports  from  these  committees,  make  a 
recommendation  to  state  and  federal  legislators  for 
corrective  action. 

Action:  Adopted 

• Resolution  29  (Sixth  District  Director  von  Heim- 
burg  for  Brown  County  Medical  Society)  on  the  sub- 
ject of  jogging  on  public  thoroughfares  under  condi- 
tions of  poor  visibility  states: 

Whereas,  Jogging  is  a healthful  activity;  and 

Whereas,  Joggers  very  frequently  run  on  public 
thoroughfares  at  night  under  conditions  of  low 
visibility  where  they  could  be  struck  by  motor  vehi- 
cles; and 

Whereas,  A motorist  who  suddenly  encounters  a 
jogger  under  those  conditions  may  swerve  abruptly  to 
avoid  striking  the  jogger,  and  in  so  doing  cross  the 
center  line  into  the  path  of  oncoming  traffic;  there- 
fore be  it 

Resolved,  That  the  State  Medical  Society  of 
Wisconsin  [endorse  legislation  requiring]  strongly 
recommends  that  those  who  jog  on  public  thorough- 
fares under  such  conditions  of  low  visibility  wear 
bright,  reflective  or  luminescent  garments  such  that 
they  will  not  endanger  their  own  lives  and  the  lives  of 
motorists  who  are  required  to  avoid  striking  them. 
The  reference  committee  recommends  adoption  with 
substitution  of  the  words  “strongly  recommends 
that”  for  the  three  words  in  brackets. 

Action:  Adopted 


REFERENCE  COMMITTEE 
ON  ORGANIZATION  AND  FINANCES 

• Resolution  1 recommends  limitation  on  the  number 
of  terms  of  office  for  directors,  AMA  delegates  and 
alternate  delegates.  There  was  considerable  testi- 
mony, most  of  which  was  in  opposition  to  the  resolu- 
tion. Recognizing  there  are  several  avenues  of  in- 
volvement for  members  on  the  county,  state  and 
national  levels,  and  further  recognizing  the  value  of 
longevity  in  leadership  positions,  particularly  on  the 
national  and  state  levels,  the  committee  recommends 
rejection  of  the  resolution. 

Action:  Concurrence 
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• Resolution  2 recommends  the  membership  be 
assessed  $25  beginning  in  1984  and  beyond  with 
funds  being  used  for  the  Impaired  Physician  Pro- 
gram. Testimony  was  unanimous  in  continuing  sup- 
port of  the  program  and  sources  of  revenue  were  dis- 
cussed; however,  while  the  committee  concurred  with 
the  intent  of  the  resolution,  it  was  felt  that  any  further 
consideration  of  funding  this  program  by  the  Society 
should  be  a part  of  the  SMS  budget  process  rather 
than  by  an  assessment  at  this  time,  and  rejection  was 
therefore  recommended. 

Action:  Concurrence 

• Resolution  3 speaks  to  program  content  of  county 
medical  society  meetings.  The  reference  committee 
recommended  adoption  of  the  following  substitute: 
“Resolved,  That  county  medical  societies  be 
strongly  encouraged  to  include  within  their  meetings 
information  and  discussion  on  the  serious  problems 
which  face  and  will  face  physicians  in  preserving  the 
quality  of  healthcare  within  the  state  of  Wisconsin, 
pending  or  proposed  legislation  in  connection  with 
these  matters,  and  recommendations  for  effective, 
unified  action.” 

Action:  Adopted 

• Resolution  4 recommends  a closer  working  rela- 
tionship with  the  Auxiliary.  A point  was  made  during 
testimony  that  the  Auxiliary  is  prohibited  from  en- 
gaging in  direct  political  activity,  but  can  engage  in 
political  education.  Because  of  this,  the  reference 
committee  recommended  adoption  of  an  amended 
resolve,  “That  county  medical  societies  be  encour- 
aged to  develop  a closer  working  relationship  with  the 
Auxiliary  to  strengthen  their  political  educational 
efforts.” 

Action:  Adopted 

• Resolution  9 recommends  creation  of  a new  Sec- 
tion for  Hospital  Medical  Staffs.  Your  committee  is  in 
agreement  with  such  a section,  but  offers  the  follow- 
ing single-resolve  substitute  for  the  resolution  as  in- 
troduced: “Resolved,  That  the  House  of  Delegates 
of  the  State  Medical  Society  of  Wisconsin  approve 
the  establishment  of  a Hospital  Medical  Staffs  Sec- 


Treasurer  Foley 


tion  in  accordance  with  Chapter  XI  of  the  SMS  By- 
laws.” 

Action:  Adopted 

• Resolution  28  (Board  of  Directors)  and  the  refer- 
ence committee  recommend  amendment  of  Chapter 
1 , Sec.  9,  C.  (2)  of  the  SMS  Bylaws  concerning  Scien- 
tific Fellows,  to  read:  “The  Board  may  by  invitation 
and  unanimous  consent  confer  upon  any  person  en- 
gaged in  teaching  of  or  research  in  one  or  more  of  the 
basic  sciences  at  an  accredited  college  or  university, 
and  not  holding  the  degree  of  Doctor  of  Medicine  or 
Osteopathy,  the  status  of  Scientific  Fellow.” 

Action:  Adopted 

• Report  R of  the  Board  of  Directors  was  considered 
in  three  segments: 

1 . 1984  Dues:  we  concur  with  the  recommendation 
of  the  Society’s  Treasurer  and  Board  and  recommend 
1984  dues  for  regular  members  be  increased  by  $15  to 
$445  with  $5  of  this  being  placed  in  a Special  Con- 
tingency Reserve  Fund  to  be  used  for  extraordinary 
legal  costs. 

Action:  Adopted 

2.  1983  Budget:  we  commend  the  Board  and  its 
Finance  Committee  as  well  as  staff  for  holding  costs 
to  a minimum  in  1982,  and  recommend  approval  of 
the  1983  Budget  as  presented. 

Action:  Approved 

3.  The  balance  of  the  report  (informational)  was  re- 
viewed. The  committee  commends  the  Board  for  its 
diligence  and  recommends  adoption  of  the  report. 

Action:  Adopted 

• President’s  Report.  We  praise  Doctor  Kempthorne 
for  a job  well  done.  Because  his  report  to  the  House 
yesterday  was  so  stimulating,  we  recommend  it  be 
printed  in  its  entirety  in  the  Wisconsin  Medical  Jour- 
nal as  soon  as  practical.  [It  appears  elsewhere  in  this 
issue.] 

Action:  Adopted 

• Report  of  President-Elect.  We  thank  Doctor  Erwin 
for  his  report  and  wish  him  well  in  the  coming  year. 
[This  report  also  appears  elsewhere  in  this  issue.] 

Action:  Adopted 

• Secretary’s  Report.  From  the  excellent  stage  that 
was  set  by  the  reports  of  the  President  and  President- 
Elect,  the  Secretary’s  report  became  even  more  com- 
mendable. Because  there  are  a number  of  outstand- 
ing specific  recommendations,  each  one  being  very 
important  to  the  profession,  we  recommend  this 
report  be  referred  to  the  Board  for  review  and  imple- 
mentation where  appropriate.  [This  report  also  ap- 
pears elsewhere  in  this  issue.] 

Action:  Referred 

•Treasurer’s  Report.  [The  December  31,  1982, 
Balance  Sheet  and  Statement  of  Income  and  Expense 
are  appended  to  this  summary  report.]* 
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THE  FOLLOWING  FINANCIAL  STATEMENTS  of  the  State  Medical  Society  of  Wisconsin  are  part  of  the  Treasurer’s  Report 
to  the  House  of  Delegates.  The  Annual  Certified  Audit,  prepared  by  Bailey,  Calmes  & Co,  certified  public  accountants,  is 
on  file  at  Society  headquarters.  Members  wishing  to  review  the  Audit  may  do  so  upon  inquiry  to  the  Secretary. 

STATE  MEDICAL  SOCIETY  OF  WISCONSIN  STATE  MEDICAL  SOCIETY  OF  WISCONSIN 

Madison,  Wisconsin  Madison,  Wisconsin 

General  Fund  General  Fund 

STATEMENT  OF  INCOME  AND  EXPENSE  BALANCE  SHEET 

Year  Ended  December  31,  1982  December  31,  1982 


INCOME 


ASSETS 


Membership  Dues  $1,728,836.37 

Income  From  Invested  Funds  177,006.57 

Annual  Meeting  Income  41,849.00 

AMA  Collection  Fees 15,601.22 

Wisconsin  Medical  Journal  Advertising, 

Subscriptions,  and  Reprint  Income 70,194.50 

Mailing  Labels  15,796.40 

Equipment  Rental  8,227.44 

Contract  Services  Furnished  to  Other  Organizations 17,819.91 

Other  Income  12,679.23 

TOTAL  INCOME  S2.088.010.64 


EXPENSES 

Payroll $797,954.68 

Payroll  Related  Costs  202,625.31 

Travel  Expense  143,405.83 

Telephone  Expense 57,237.42 

Conference  Expense 71,892.85 

Postage  57,468.61 

Outside  Services  17,256.36 

Printing  and  Supplies  169,914.63 

General  Insurance 7,401.21 

Association  Dues  4,652.80 

Resource  Materials 6,141.88 

Cafeteria  Expense 11,770.93 

Grants  and  Appropriations  36,485.00 

Rent 91,833.54 

Property  Taxes  1,816.64 

Repairs  and  Maintenance 3,590.48 

Mail  Service 27,677.52 

Computer  Rent  31,000.00 

Depreciation  17,234.78 

Speakers  Expense  13,455.78 

Legal  Counsel  46,068.69 

Certified  Public  Accountant  Services  17,081.25 

WHCLIP  Actuarial  Expense 13,682.00 

Miscellaneous  Expense 5,960.51 

Provision  for  Bad  Debts  385.00 

1980  and  1981  Income  Tax  on  WMJ 

Advertising  Income  4,539.00 

1982  Income  Tax  on  WMJ  Advertising 
Income  1,975.00 


TOTAL  OPERATING  EXPENSE 


$1,860,507.70 


Excess  Income  Over  Expense  Before  Extraordinary  Item $ 227,502.94 

Extraordinary  Item:  Settlement  of  Litigation  (Note  3) 17,250.00 

EXCESS  INCOME  OVER  EXPENSE  $ 210,252.94 


NOTES: 

(1)  This  statement  presents  only  the  income  and  expense  of  the  State 
Medical  Society  of  Wisconsin  (SMS)  and  is  not  prepared  on  a con- 
solidated basis  with  SMS  Realty  Corporation  or  SMS  Services,  Inc  both 
totally  controlled  subsidiaries  of  the  State  Medical  Society  of  Wisconsin. 


Current  Assets 

Cash $ 90,742.91 

Accounts  Receivable — General 

(Net  of  Doubtful  Accounts) 40,544.58 

Due  from  Affiliated  Organizations 57,634.63 

Due  from  Other  Organizations  for 

Accrued  Payroll  and  Vacation  Pay 21,213.64 

Commercial  Paper  1,119,506.60 

U.S.  Government  and  Other  Securities 682,174.80 

Certificates  of  Deposit  360,000.00 

Repurchase  Agreement  200,000.00 

Common  Stock — At  Cost  (Market  Value  $7,441 .50)  8,361.52 

Accrued  Investment  Income  Receivable 23,279.14 

Employee  Travel  Advances  1,649.82 

Prepaid  Expenses  24,05 1 .7 1 

Supplies  Inventory  7,838.54 

Deposits  425.00 


Total  Current  Assets  $2,637,422.89 

Fixed  Assets 

Furniture  and  Equipment $141,305.52 

Data  Processing  Software  25,821 .50 

Subtotal $167,127.02 

Less:  Accumulated  Depreciation . 120,992.46 


Net  Fixed  Assets 46,134.56 

Other  Assets 

Investment  in  SMS  Services,  Inc  $22,495.89 

LongTerm  Loan  to  SMS  Realty  Corporation  . .72,000.00 


Total  Other  Assets  .94,495.89 


TOTAL  ASSETS 


$2,778,053.34 


LIABILITIES 


Current  Liabilities 

Accounts  Payable  $ 38,224.05 

Dues  Held  for  the  Section  on  Ophthalmology  21,561.95 

Dues  Payable  to  American  Medical  Association, 

County  Medical  Societies  and  Other  Organizations  776.17 

Accrued  Payroll  Taxes  and  Other  Payroll 

Deductions  3,190.97 

Accrued  PropertyTaxes  Payable  1,816.64 

Accrued  Sales  Tax  Payable 227.34 

Accrued  Income  Tax  Payable  6,514.00 

Accrued  Payroll  and  Vacation  Pay 74,038.5 1 

Retirement  Plan  Contribution  Payable 20,257.39 

Other  Current  Liabilities  45,224.52 

Deferred  Income: 

Prepaid  1983  Annual  Meeting  Income  ....  $ 14,400.00 

Prepaid  1983  Membership  Dues . 1,731,092.30  1,745,492.30 


Total  Current  Liabilities 


$1,957,323.84 


(2)  Intercompany  transactions  between  SMS,  SMS  Realty  Corporation, 
and  SMS  Services,  Inc  have  not  been  eliminated  for  the  preparation  of 
this  statement. 

(3)  During  1980  a former  employee  of  the  State  Medical  Society  of  Wiscon- 
sin filed  a sex  and  age  discrimination  claim  against  the  State  Medical 
Society.  The  sex  discrimination  claim  was  defeated  and  a judicial  deci- 
sion was  reached  on  March  2,  1983  regarding  the  age  discrimination 
claim.  Based  upon  correspondence  with  legal  counsel  an  estimated 
amount  of  $17,250.00  has  been  recorded  as  a liability  and  expense  as  of 
December  31,  1982.  Management  anticipates  that  the  final  settlement 
will  be  determined  in  1983  and  that  it  will  be  approximately  the  amount 
included  above. 


SURPLUS 

Balance,  January  1,  1982  $632,896.06 

Excess  Income  Over  Expense  for  the 

Year  Ended  December  31,  1982  .210,252.94 

Subtotal 843,149.00 

Less:  Decrease  in  Value  of  Investment 
in  SMS  Services,  Inc .22,419.50 

Balance  December  31 , 1982  .820,729.50 

TOTAL  LIABILITIES  AND  SURPLUS .$2,778,053.34 
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Mrs  Stormo  to  lead 
Auxiliary  in  1983-1984 

“Plant  today  for  tomorrow”  challenged  Presi- 
dent Sherry  Stormo,  as  she  assumed  leadership  of 
the  State  Medical  Society  of  Wisconsin  Auxiliary 
at  the  March  annual  convention.  An  elected  school 
board  member  and  mother  of  eight.  Sherry  long- 
since  has  mastered  the  art  of  organization  and  time 
management  in  order  to  tackle  the  statewide  post. 

Sherry  began  working  in  auxiliary  when  she  be- 
came a member  of  the  Fond  du  Lac  Auxiliary  in 
1970.  She  served  on  many  committees  and  as  treas- 
urer and  president.  Moving  on  into  state  activities, 
she  was  state  CHSF  chairman  for  two  years,  then 
secretary  of  the  state  Board  of  Directors.  Her  final 
post  before  gaining  the  office  of  president-elect 
was  the  Director  of  the  East-Central  Region.  As 
president-elect,  Sherry  enjoyed  the  limited  travel 
she  made  to  county  auxiliaries.  “Visiting  our 
members  in  their  own  counties,”  she  claims,  “is  the 
thing  I enjoy  the  most  . . . seeing  what  makes  aux- 
iliary tick.” 

At  home,  her  days  are  full  of  life’s  treasures, 
namely  her  supportive  husband,  Alan,  a pathol- 
ogist, and  their  eight  children:  Kristin,  15;  Tanya, 
14;  Jeffrey,  12;  B J 11;  Paige,  10;  Elissa,  8;  Gab- 
rielle,  6;  and  Lesley-Anne,  5.  She  claims  that  with- 
out the  help  of  the  children  she  would  be  unable  to 
carry  on  with  her  commitments. 


The  largest  commitment  she  has  made  to  the 
Fond  du  Lac  community  is  filling  the  post  of  sec- 
retary-clerk on  the  school  board.  She  was  elected 
in  1981  and  serves  for  a three-year  term.  Her  de- 
cision to  run  came  from  an  interest  in  the  children’s 
schooling,  and  participation  as  a classroom  volun- 
teer at  her  children’s  school. 

Sherry  believes  she  brings  a citizen’s  interest  to 
the  school  board.  Not  a teacher  herself,  she  was 
trained  as  a medical  technologist.  She  graduated 
from  Calvin  College  in  her  home  town  of  Grand 
Rapids,  Michigan.  As  an  intern  at  Denver  General 
Hospital  in  Colorado,  she  met  A1  who  was  also 
interning  after  finishing  medical  school  at  Univer- 
sity of  Nebraska.  He  is  a native  of  Lead,  South 
Dakota.  They  married  during  his  residency  in 
Denver,  and  then  they  spent  two  years  at  Brooke 
Army  Medical  Center  in  San  Antonio,  Texas. 

In  the  treasured  moments  for  family  recreation, 
Sherry  and  family  escape  to  their  farm  not  far  from 
Fond  du  Lac.  There  she  enjoys  the  recreation 
afforded  by  the  open  land  and  woods,  and  does 
vegetable  gardening  . . . “with  a lot  of  help,”  she 
claims.  For  several  years  she  enjoyed  singing  with 
the  Fond  du  Lac  Oratio  Chorus  . . . she’s  an  alto. 

She  is  a firm  believer  in  the  Auxiliary’s  role  as  a 
public  relations  arm  for  the  medical  profession,  in 
the  Auxiliary’s  capability  to  contribute  to  the  gen- 
eral good  of  the  community,  to  community  health 
and  welfare. 


r jtWk 

1 

ST* 

As  a special  project  to  raise  funds  for  the  Harrington-Wright 
Scholarship  Fund,  administered  by  CESF,  the  dolls,  pictured 
above,  are  just  some  of  those  which  were  dressed  by  24  coun- 
ty auxiliary  groups  and  silently  auctioned  at  the  Auxiliary's  an- 
nual convention  in  Milwaukee,  held  simultaneously  with  the 
SMS  Annual  Meeting. 


Mrs.  Kenneth  A (Sherry)  Stormo 
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President  Erwin  . . . 


Report  to  the  House 
of  Delegates 
as  President-elect 


4 4 This  is  a time  for  taking  stock  of  what  I 
have  experienced  and  learned , of  endings  that 
are  beginnings  in  another  sense,  of  reflection 
and  of  planning  for  what  promises  to  be  a 
crowded,  eventful  year.  ’ ’ 


A universal  membership  to  address  the  issues 


The  speech  of  a president-elect  has  a certain  Janus- 
like  quality,  looking  both  backward  to  the  experi- 
ence he  has  had  as  president-elect,  while  preparing  to 
assume  the  responsibilities  and  duties  of  president, 
and  forward  to  his  time  as  president,  when  he  will 
speak  for  the  Society  in  his  various  contacts  with 
medical  and  other  groups,  with  patients  and  their 
friends  and  relatives,  with  governmental  units  at 
several  different  levels,  and  with  many  others.  I 
come  to  this  time  with  thanks  to  all  of  you  for  the 
honor  and  responsibility  you  have  afforded  me  in 
making  me  your  president-elect,  with  anticipation  of 
opportunities  for  leadership  and  counsel  over  the 
coming  year,  and  with  a certain  wariness  born  of 
considerable  personal  experience  in  medical  politics 
and  related  affairs.  This  is  a time  for  taking  stock  of 
what  I have  experienced  and  learned,  of  endings  that 
are  beginnings  in  another  sense,  of  reflection  and  of 
planning  for  what  promises  to  be  a crowded,  event- 
ful year. 

As  president-elect  this  past  year,  I have  devoted 
most  of  my  time  to  learning  the  current  problems 
that  affect  the  physicians  in  this  state  (and  those 
projected  for  the  near  future),  to  reading  the  im- 
mense amount  of  mail  that  one  in  this  position  must 
have  knowledge  of,  to  attending  scores  of  meetings, 
to  some  writing  for  medical  journals  as  president- 
elect (more  of  that  next  year,  as  president),  and  to 
giving  a few  talks  for  groups  in  the  state  (more  of 
that,  too,  as  president  next  year).  As  Jerry  Kemp- 
thorne,  my  immediate  predecessor,  concludes  his 


Presented  before  the  House  of  Delegates  of  the  State  Medical  Society  of 
Wisconsin  at  its  Annual  Meeting,  March  24-26.  1983  in  Milwaukee.  Copy- 
right 1983  by  the  State  Medical  Society  of  Wisconsin. 


distinguished  circuits  throughout  the  state,  I will 
pick  up  contact  with  county  societies  and  other 
groups  in  the  state,  striving  to  maintain  open  chan- 
nels of  communication,  to  help  physicians  under- 
stand the  problems  we  face,  to  help  to  bridge  the 
organization-people  gap  in  the  medical  practice 
system  in  our  state. 

This  is  an  appropriate  time,  in  reporting  to  you  as 
president-elect,  to  give  my  impressions  of  some  of 
the  problems  we  have  had  (most  of  which  we  still 
have,  and  will  have).  Others  will  talk  to  you  of  some 
of  these,  of  course.  My  function,  as  I see  it,  is  to  in- 
form you  of  my  view  of  where  we  are  and  where  we 
may  be  going. 

One  issue  is  well  in  hand  (though  it  demands  con- 
tinuing effort  and  thoughtful,  concerned  attention): 
that  of  the  impaired  physician.  My  predecessor, 
Jerry  Kempthorne,  has  done  exemplary,  long-time 
work  in  this  area.  We  do  him  honor  and  wish  him 
and  all  those  working  in  this  project  good  luck  and 
continuing  thanks  for  their  necessary  and  judicious 
work — so  important  to  our  fellow  physicians  and  to 
the  patients  we  serve. 

Another  topic  we  need  to  remember  but  not  dwell 
on  now  in  this  state  is  that  of  professional  liability 
insurance  and  related  points.  Other  states  show  the 
beginnings  of  a new  crisis  on  professional  liability, 
but  Wisconsin  does  not  now,  for  a number  of 
reasons,  including,  in  part,  the  efforts  of  State  Med- 
ical Society  physicians  and  staff.  However,  liability 
insurance  costs  rise  here,  with  indications  that  they 
will  continue  to  rise.  And  there  are  suggestions  for 
legislative/administrative  changes  concerning  pro- 
fessional liability  insurance  that  need  to  be  watched. 
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We  remain  committed  to  a reasonable  system,  af- 
fordable to  physicians  and  fair  to  all. 

Medical  and  related  costs  remain  an  ongoing 
problem,  too  complex  for  easy  definition  or  solu- 
tion. It  appears,  as  one  might  expect,  that  costs  will 
be  a major  concern  during  my  term  as  president.  I 
will  not  bore  you  with  any  significant  detail  on  the 
many  permutations  of  such  costs — simply  indicating 
that  costs  are  a problem  for  all  of  us,  that  physicians 
and  staff  in  the  State  Medical  Society  are  working  on 
costs  in  several  ways,  and  that  all  possible  under- 
standing, goodwill,  and  knowledge  are  needed  to 
keep  costs  to  the  point  that  one  “can  live  with 
them.”  Various  groups  say  that  physicians  control 
costs  beyond  their  own  charges — that  they  control 
expenditures  and  admissions  to  hospitals  and  nurs- 
ing homes.  Yet  physicians  know  that  this  “control” 
is  far  from  simple,  complete,  or  dependable.  Given 
the  multiform  nature  of  modern  medicine,  how  does 
one  deal  with  simplistic  medical  economics,  with  so- 
lutions that  make  assumptions  that  are  not  valid,  or 
only  partly  valid?  This  is  an  ongoing  struggle. 


4 i We  need  to  remember  but  not  dwell  on  now 
in  this  state  . . . professional  liability  and 
related  points.  Other  states  show  the 
beginnings  of  a new  crisis  . . . but  Wisconsin 
does  not  now  . . . (due  to)  the  efforts  of  State 
Medical  Society  physicians  and  staff . . . 
changes  concerning  professional  liability 
insurance  that  need  to  be  watched.  We 
remain  committed  to  a reasonable  system, 
affordable  to  physicians  and  fair  to  all.  ’ ’ 


Another  topic  that  has  occupied  considerable  at- 
tention during  the  past  year  is  the  suit  filed  against 
the  Wisconsin  Department  of  Health  and  Social 
Services  et  al  by  the  State  Medical  Society  in  connec- 
tion with  the  Title  19  “gatekeeper”  system  for  some 
psychiatric  services  (apparently,  the  state  intends  to 
enlarge  this  system  to  cover  other  medical  services,  in 
addition  to  some  psychiatric  services).  A preliminary 
accomplishment  of  major  worth  resulting  from  this 
suit  (though  the  suit  has  not  been  finally  resolved)  is 
the  recorded  judgment  of  the  trial  judge  in  the  first 
phase  of  the  suit  that  “ ...  all  of  the  regular  and 
customary  services  provided  by  psychiatrists  ...  are 
physician’s  services . . . and,  as  such,  are  mandatory 
services  . . .”  Whatever  the  results  of  this  suit  may 
be,  this  judgment,  with  its  ramifications,  seems  to 
represent  a substantial  contribution  to  psychiatry 
as  a medical  discipline  in  the  state  (and  to  other  dis- 
ciplines, by  extension). 

The  Federal  Trade  Commission  situation  still 
“hangs  fire.”  It  seems  an  anomaly  that  business, 
government,  and  consumer  groups  put  pressure  on 
physician  organizations  to  restrain  costs;  yet,  if  phy- 
sicians meet  and  attempt  to  act  as  a group  on  such 


cost-restraining  systems,  they  risk  FTC  action 
against  them  as  being  in  “restraint  of  trade.”  Since 
the  Supreme  Court  split  on  control  of  the  FTC,  and 
Congress  has  not  dealt  with  it  (I  would  not  predict 
that  it  will),  we  still  have  strong  threats  from  the 
FTC  (or  the  potential  for  them),  in  spite  of  efforts 
by  the  American  Medical  Association,  most  state 
medical  associations,  and  many  physicians,  during 
the  past  year.  I suspect  that  this  issue  will  be  around 
for  a while. 

A new  issue  that  is  still  evolving  is  prospective 
hospital  reimbursement  (prospective  reimbursement 
of  physicians  has  also  been  predicted)  with  the  use 
of  the  DRGs  (Diagnosis-Related  Groups).  This 
system  would  pay  not  according  to  costs  previously 
incurred,  but  prospectively,  according  to  diagnosis 
(with  a somewhat  Procustean  system  of  fitting  all  re- 
imbursement categories  into  four  hundred  and  some 
groups,  arranged  according  to  the  diagnosis  listed). 
Apparently,  some  modifiers  are  to  be  applied  in  use 
(differing  in  different  proposals),  probably  derived 
from  analysis  of  local,  regional,  etc  cost  variations 
for  certain  diagnosed  conditions.  It  would  not  re- 
quire unusual  perspicacity  to  foresee  major  dif- 
ficulties in  such  a system.  A current  editorial  in  the 
Wisconsin  Medical  Journal  for  February  1983  treats 
briefly  and  humorously  of  this  topic.  1 recommend 
reading  the  editorial  (both  for  content  and  mood)  to 
get  a brief,  preliminary  glance  at  the  topic,  and  at 
some  aspects  of  TEFRA  (the  Tax  Equity  and  Fiscal 
Responsibility  Act  of  1982).  Regulations  to  imple- 
ment TEFRA  are  still  evolving.  In  addition  to  other 
things,  hospital-based  physicians  will  be  strongly 
affected.  For  physicians  as  a group,  I believe  that 
one  of  the  most  important  components  of  this  and 
similar  laws  or  regulations  is  the  principle  that 
“ ...  as  one  group  goes,  so  (probably)  goes  the 
next,  and  the  next,  and  . . .” 

An  issue  very  much  for  the  future  is  the  intended 
rewriting  by  the  JCAH  (Joint  Commission  for  the 
Accreditation  of  Hospitals)  of  regulations  for  the  or- 
ganization of  hospital  staffs.  The  AMA  House  of 
Delegates  in  the  Interim  Meeting  in  Miami  Beach  in 
December  1982  was  restive  and  far  from  content 
with  the  proposed  rewriting  of  hospital  staff  regula- 
tions and  their  categories.  Now  the  AMA  is  asking 
delay  of  the  JCAH  in  any  substantial  change.  I can 
easily  see  the  problems  that  the  JCAH  commis- 
sioners are  striving  to  avoid  with  the  intended  re- 


iiThe  Federal  Trade  Commission  situation 
...  It  seems  an  anomaly  that  business, 
government,  and  consumer  groups  put 
pressure  on  physician  organizations  to 
restrain  costs;  yet,  if  physicians  meet  and 
attempt  to  act  as  a group  on  such  cost- 
restraining systems,  they  risk  FTC  action 
against  them  as  being  in  ‘ restraint  of  trade.’” 
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writing  (in  view  of  four  suits  against  the  JCAH,  with 
any  possible  judgment  potentially  to  be  divided 
among  its  sponsors:  the  AMA,  the  College  of  Phy- 
sicians, the  College  of  Surgeons,  the  AHA,  et  at); 
but,  like  many  physicians,  I am  troubled  that  we 
must  apparently  redefine  hospital  staff  categories 
deemed  vital  to  patient  care  and  good  medical  prac- 


tice because  of  litigation  and  the  threat  of  litigation 
on  this  topic  (about  which  many  of  us  have  learned 
more  the  past  few  months  than  we  really  wished  to 
know).  After  all,  while  I do  not  advocate  ignoring 
suits  and  the  threat  of  more,  we  must  maintain  per- 
spective: how,  in  this  society,  can  we  or  anyone 
avoid  all  possible  legal  confrontation? 


President  Erwin’s  inaugural  address 


1 assume  THE  office  of  President  of  the  State 
Medical  Society  of  Wisconsin  with  anticipation  of 
much  work,  some  frustration,  some  satisfaction, 
some  harried  times,  and  with  the  clear  realization 
that  neither  I nor  my  predecessors  or  successors 
have  been  or  will  be  the  arbiters  of  medical  prac- 
tice in  this  state.  Instead,  as  leaders  we  are  pri- 
marily spokespersons  for  organized  medicine  in 
Wisconsin,  speaking  to  all  and  sundry.  Our  prob- 
lems proliferate:  our  opportunities  increase  with 
these  problems.  May  we  be  equal  to  your  trust,  to 
the  times,  to  the  avenues  for  good  in  and  through 
medicine  that  are  afforded  us! 

A prophet  has  said:  “My  people  perish  because 
they  have  no  vision!”  A major  function,  an  in- 
separable part  of  the  function  of  a president  of 
the  State  Medical  Society  is  that  of  attempting 
to  supply  some  of  this  vision,  of  trying  to  use  all 
of  his  training,  experience,  acumen,  insight,  and 
analytic  thought  to  help  physicians  move  through 
the  ever-pressing  problems  of  the  present  into  a 
future  that  will,  we  hope,  be  more  stable,  more  in 
line  with  our  best  aspirations  and  desires. 

I do  not  consider  myself  prophetic,  but  1 be- 
lieve and  hope  that  my  background  will  help  me 
to  supply  some  of  the  vision,  the  foresight,  that 
this  or  any  similar  organization  needs.  I have  been 
familiar  with  some  aspects  of  medical  practice 
since  boyhood.  My  father  was  a country  general 
practitioner,  as  was  my  uncle;  my  cousin  was  a 
general  surgeon.  I remember  some  of  the  dis- 
tressed economic  aspects  of  medical  practice  in 
the  1930s,  and  hope  and  trust  that  we  are  not 
coming  full  circle  to  that]  I do  not  think  so,  but 
there  are  dimensions  to  some  current  problems  in 
medical  practice  that  are  disturbing  (more  in 
possibilities  than  in  current  realities).  I have  a def- 
inite vision  of  the  future  of  medical  practice  in 
this  state  and  region.  For  the  next  few  years,  I am 
troubled  by  what  I think  1 foresee  and  what  I 
imagine  many  of  us  foresee.  Call  it  a “dark 
vision”  if  you  like:  I have  another  term  for  this, 
which  I will  mention  near  the  end  of  these  re- 
marks. I do  not  wish  to  attempt  to  impose  my 
projection  for  the  future  upon  any  of  you,  but  I 
think  1 have  a duty,  paraphrasing  the  late  Adlai 
Stevenson,  to  “talk  sense  to  the  physicians  of 


Wisconsin.”  I am  convinced  that  the  next  few 
years  (here  and  elsewhere)  will  be  difficult  for 
many  physicians  in  many  dimensions:  in  profes- 
sional relations  at  several  different  levels,  in  fis- 
cal affairs,  with  a legion  of  fiscal  restraints  and 
constraints  (some  of  which  we  already  see,  but 
others  of  which  are  evolving,  or  may  be  merely 
foreshadowed  now).  And,  as  we  have  had  abun- 
dant opportunity  to  see,  I am  afraid  that  our  pro- 
fessional lives  will  be  marked  by  much  regulation 
(a  good  deal  of  it  noncontributory  so  far  as  the 
welfare  of  patients  or  of  medicine  is  concerned). 


6 iA  prophet  has  said:  'My  people  perish 
because  they  have  no  vision! ' A major  function, 
an  inseparable  part  of  the  function  of  a 
president  of  the  State  Medical  Society  is  that  of 
attempting  to  supply  some  of  this  vision,  of 
trying  to  use  all  of  his  training,  experience, 
acumen,  insight,  and  analytic  thought  to  help 
physicians  move  through  the  ever-pressing 
problems  of  the  present  into  a future  that  will, 
we  hope,  be  more  stable,  more  in  line  with  our 
best  aspirations  and  desires ...  In  that 
‘ disciplined  optimism  ’ I dedicate  myself  to 
work,  to  try  to  understand,  to  help  to  lead 
members  of  the  Society. 9 9 


However,  with  Thomas  Jefferson,  I believe 
that  the  good  sense  of  the  people  (not  in  the  short 
run,  but  in  the  long  run — possibly  not  till  the 
1990s)  will  ultimately  bring  society  and  medicine 
with  society  to  a better,  more  stable  situation — 
not  like  the  “galloping  60s,”  but  one  that  will 
prove  productive,  fair,  and  livable. 

In  that  “disciplined  optimism,”  I dedicate  my- 
self to  work,  to  try  to  understand,  to  help  to  lead 
members  of  the  Society.  A president  is  “first 
among  equals,”  and  should  have  the  function  of 
understanding,  foreseeing,  planning,  and  helping 
physicians  to  find  the  best  way  among  our  various 
troubles  and  opportunities.  ■ 
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‘ 4 Membership — an  area  of  critical  importance  to  all  of  us.  For,  upon  the  recruiting  and  retention 
of  members  hangs  the  future  of  our  organization  and  all  like  it . . .Iam  especially  interested  in 
membership  recruitment  among  physicians  in  academic  and  various  institutional  types  of  practice 
. . . My  reasons  for  concern  with  membership  are  simple ...  all  physicians  should  belong  to  some 
of  the  ‘ mainstream ' units  of  organized  medicine,  since  only  by  almost  universal  membership 
can  our  medical  groups  have  the  high  degree  of  participation  and  the  practical  strength  that  they 
need  for  the  work  of  medicine  for  our  patients  and  ourselves * 


As  a last  major  area,  I come  to  memberhsip — an 
area  of  critical  importance  to  all  of  us.  For,  upon  the 
recruiting  and  retention  of  members  hangs  the  future 
of  our  organization  and  all  like  it.  From  some  ma- 
terial I wrote  for  one  of  the  committees  of  the  State 
Medical  Society  of  Wisconsin,  I quote  the  following 
two  points  concerning  membership.  I think  they  sum 
up  dimensions  of  which  we  must  be  aware: 

“(1)  Unless  the  State  Medical  Society  of  Wiscon- 
sin includes  a large  number  of  practicing  physicians 
in  the  state,  it  may  not  truly  represent  them  in  its 
work  on  their  behalf.” 

“(2)  Unless  membership  costs  of  the  Society  can 
be  spread  over  an  ever-larger  group,  the  fiscal 
burden  on  the  members  still  paying  dues  will  grow 
increasingly  onerous  and  difficult  to  sustain.” 

Membership  recruitment  is,  and  must  be,  a con- 
tinuing effort.  Recruitment  results  in  the  past  year  or 
two  look  fairly  good.  These  results  come  from  the 
efforts  of  physician  members  in  the  Society,  from 
those  of  staff  personnel  from  the  State  Medical  So- 
ciety, and,  most  importantly,  from  the  individual 
efforts  of  practitioners  to  recruit  members  from 
among  their  colleagues  in  their  own  communities.  I 
am  especially  interested  in  membership  recruitment 
among  physicians  in  academic  and  various  institu- 
tional types  of  practice  (groups  in  which  member- 
ship needs  improvement  now).  This  is  a difficult 
area.  I judge  it  an  important  one,  and  expect  to  de- 
vote a considerable  amount  of  effort  to  it. 


My  reasons  for  concern  with  membership  are 
simple — not  quite  the  tart  statement  from  the  time  of 
the  American  Revolution  (attributed  by  some  to 
Sam  Adams,  by  others  to  Benjamin  Franklin,  or 
others)  that  “ ...  if  we  don’t  hang  together,  we  will 
assuredly  all  hang  separately  . . . ,”  but  from  the 
conviction  that  all  physicians  should  belong  to 
some  of  the  “mainstream”  units  of  organized  med- 
icine, since  only  by  almost  universal  membership 
can  our  medical  groups  have  the  high  degree  of  par- 
ticipation and  the  practical  strength  that  they  need 
for  the  work  of  medicine  for  our  patients  and  our- 
selves. 

What  are  our  goals?  In  my  considered  judgment, 
we  in  organized  medicine  have  the  obligation  of  try- 
ing to  understand  every  issue  that  affects  medicine, 
of  talking  to  and  for  physicians  wherever  the  oppor- 
tunity presents  itself,  to  anyone  concerned.  We  have 
the  duty,  in  my  estimation,  of  counseling  physicians, 
of  leading  them,  and  of  advising  them  in  the  fre- 
quently difficult  choices  they  must  make — with  the 
goal  of  improving  medical  practice:  first,  for  patients 
and  the  general  public,  and  secondly  and  by  the  same 
token,  for  ourselves.  For,  as  we  give,  we  receive;  as 
we  display  wisdom  and  magnanimity,  we  grow,  we 
show  ourselves  worthy  of  the  trust  and  the  high 
regard  of  the  public  and  of  our  peers.  Here  lies  a 
challenge  for  all  of  us.  Let  us  work  unceasingly  at 
it ! ■ 


Chairman  of  the  Board  Treffert,  President  Kempthorne,  and  President-elect  Erwin  (right) 
as  he  is  being  sworn  in  as  the  new  president 
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Past  President  Kempthorne  . . . 


Report  to  the  House 
of  Delegates 
as  President 


iiThe  ‘ healthcare  revolution ’ ...  we  live  in  a 
cynical  world  . . . No  one  in  this  room 
underestimates  what  will  happen  to  the 
quality  of  care  as  we  rapidly  change  the  tradi- 
tional pattern  of  patient  care  into  new  con- 
cepts based  on  financial  expediency  as  the 
primary  motive  for  change 


The  “healthcare  revolution” 

Welcome  to  the  healthcare  revolution!  There  is 
no  doubt  that  we  are  in  the  midst  of  a great  social 
revolution,  and  to  some  degree  we  occupy  the  eye  of 
the  storm.  As  one  State  Senator  from  a large  Wis- 
consin city  stated  in  a consumer-oriented  conference: 
“Doctors  are  too  powerful  and  influential.  They  are 
the  main  cause  of  the  excessive  costs  in  healthcare; 
and  until  we  can  ‘break  the  back’  of  their  control, 
the  problem  will  never  be  solved.”  At  the  same  con- 
ference I heard  a distinguished  attorney  state  that 
virtually  no  one  in  Wisconsin  addresses  the  questions 
of  prices,  accessibility,  and  consumer  redress.  That 
same  person  stated  publicly  that  the  Medical  Exam- 
ining Board  was  the  only  “agency”  which  assured 
quality  of  care. 

Clearly,  we  live  in  a cynical  world.  It  is  almost  un- 
canny how  such  a devoted  profession  could  come  to 
be  perceived  as  we  are  at  this  step  of  the  revolution- 
ary process.  When  I believe  1 have  arrived  at  an 
understanding  of  this  misconception,  I find  myself 
unable  to  accept  that  intellectual  interpretation  in 
light  of  a more  recent  explanation.  There  is  no  finite 
set  of  answers  to  explain  why  the  public  at  large,  in- 
cluding the  institutions  of  America,  continues  to  see 
medicine  as  one  of  the  main  culprits  in  the  health- 
care cost  escalation  problem,  as  if  there  were  no 
others. 

I have  learned  that  anyone  can  be  an  expert  in 
trying  to  interpret  the  many  facets  of  the  current 
revolution.  There  are  as  many  “experts”  as  there  are 
explanations.  Now  that  we  have  so  many  more 
“social  scientists,”  we  have  even  more  explanations! 


Presented  before  the  House  of  Delegates  of  the  State  Medical  Society  of 
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in  a cynical  world 

In  all  of  our  history  in  organized  medicine,  there 
has  never  been  so  many  issues,  of  such  monumental 
impact,  as  we  must  face  today.  Obviously,  they  are 
almost  too  numerous  to  count.  Yet,  there  is  not  a 
physician  in  this  room  who  does  not  appreciate  the 
implication  in  every  single  one  of  them. 

We  all  recognize  the  frustration  we  will  encounter 
if  and  when  we  must  work  with  nonphysician  mem- 
bers of  an  “organized  staff”  of  a hospital  in  the 
care  of  patients.  We  all  appreciate  the  serious  im- 
plication of  the  potential  of  patients  losing  their 
right  to  choose  a physician  of  their  choice.  No  one  in 
this  room  underestimates  what  will  happen  to  the 
quality  of  care  as  we  rapidly  change  the  traditional 
pattern  of  patient  care  into  new  concepts  based  on 
financial  expediency  as  the  primary  motive  for 
change.  We  all  understand  that  we  are  faced  with 
more  doctors,  increased  competition,  diminished 
patient  visits,  greater  involvement  in  healthcare  by 
nonphysician  providers,  hospital  competition,  gov- 
ernmental regulation,  and  other  endless,  but  equally 
important,  sources  of  change.  Therefore,  no  spokes- 
man can  begin  to  address  these  many  concerns  in 
one  message. 

I would  like  to  share  with  you  a statement  I made 
at  the  Leadership  Conference  of  this  Society  on 
November  7,  1981. 

“It  is  crucial  for  all  of  us  to  recognize  the  current 
political  world  for  what  it  really  is.  Because  of  the 
current  conservative  image  we  are  being  lulled  into  a 
sleep  of  a no-crisis  mentality  with  a no-action  re- 
sponse. Some  of  us  believe  that  the  Reagan/Dreyfus 
era  immunizes  us  from  outside  intervention  in  our 
sanctuary  of  complacency.  Many  believe  because  of 
less  regulation,  less  bureaucracy,  less  taxes,  and  less 
government  intervention  that  we  need  not  face  the 
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‘forces  of  change.’  This  is  not  the  time  for  physician 
apathy  in  the  world  we  currently  find  ourselves.  To 
rely  exclusively  on  our  image  of  the  preservers  of 
‘quality  of  care’  and  the  exponents  of  the  sanctity  of 
the  physician-patient  relationship  will  not  sustain  us 
in  the  ever-changing  and  complex  healthcare  delivery 
systems.” 

Who  could  ever  believe  that  physicians  would 
have  to  become  something  other  than  healers?  Yet, 
it  is  clear  that  we  must  transcend  our  preoccupation 
with  patient  care  into  the  additional  arena  of  busi- 
ness, economics,  politics,  government,  social  sci- 
ences, and  still  not  lose  sight  of  our  fundamental 
calling.  Hippocrates  cannot  save  us  now,  nor  can  we 
continue  to  live  under  that  gracious  umbrella  of 
heritage  in  this  cynical  world.  I am  pleased  to  report 
that  there  is  a resurgence  of  physician  activity  in  all 
these  new  areas.  It  is  so  exciting  to  see  physicians 
beginning  to  involve  themselves  more  in  coalitions, 
public  media,  legislative  activity,  healthcare  costs 
discussions,  and  other  crucial  areas.  Without  that 
continuing  involvement  in  relevant  issues,  our  influ- 
ential role  in  the  state  is  in  jeopardy. 


iiWho  could  ever  believe  that  physicians 
would  have  to  become  something  other  than 
healers ? Yet , it  is  clear  that  we  must 
transcend  our  preoccupation  with  patient  care 
into  the  additional  arena  of  business, 
economics,  politics,  government,  social 
sciences,  and  still  not  lose  sight  of  our 
fundamental  calling.  * * 


Early  in  my  presidency  I stressed  the  importance 
of  our  role  in  Wisconsin  as  one  of  great  and  vital  in- 
fluence by  virtue  of  our  training,  experience,  and 
social  concerns.  Furthermore,  1 offered  your  Society 
and  mine  to  the  State  of  Wisconsin  as  an  important 
resource  and  advisory  body.  I did  this  before  the 
Division  of  Health  of  the  State  Department  of 
Health  and  Social  Services  and  again  in  my  Presi- 
dent’s Page  in  the  Wisconsin  Medical  Journal  in 
October  1982.  Furthermore,  in  personal  corre- 
spondence I conveyed  to  the  new  Governor  our 
desire  and  willingness  to  serve  the  State  of  Wisconsin 
in  any  way  we  could  in  light  of  our  role  of  repre- 
senting the  House  of  Medicine  in  this  state  and  in 
view  of  our  obvious  expertise. 

Clearly,  the  healthcare  system  and  the  associated 
costs  are  of  paramount  importance  to  all  of  us.  Sub- 
stantial changes  are  emanating  from  the  new  admin- 
istration without  any  consultation  with  the  State 
Medical  Society  of  Wisconsin.  I find  this  absolutely 
astounding  in  view  of  the  obvious  resource  avail- 
able to  him.  In  addition,  I find  it  saddening  that  a 


‘Since  1 prepared  this  address,  we  requested  and  received  an  appoint- 
ment to  meet  with  the  Governor  on  March  29,  1983. 


governor  representing  the  people  would  choose  to 
circumvent  the  organization  representing  the  profes- 
sion, when  it  is  quite  clear  we  will  be  the  very  ones 
providing  the  care  over  which  he  is  beginning  to 
regulate.  Once  again,  with  less  than  24  hours  to  serve 
as  the  president  of  this  influential  and  deeply  con- 
cerned Society,  I offer  this  Society  to  the  Governor 
of  Wisconsin  as  a resource  and  advisory  body  for 
the  purposes  of  developing  and  implementing  im- 
proved healthcare  for  Wisconsin.  I stated  in  the 
President’s  Page  in  the  October  1982  issue  of  the 
Wisconsin  Medical  Journal : “This  is  the  propitious 
time  for  us  to  demonstrate  our  sincerity  in  develop- 
ing a plan  for  the  future  with  government  as  an  im- 
portant partner.”  I truly  hope  that  this  offer  will  be 
accepted  and  that  government  can  begin  to  see  us  as 
a vital  force  and  not  as  a self-serving  body!  The 
Health  Policy  Agenda  of  the  American  Medical 
Association  is  a wonderful  example. 

I am  pleased  and  honored  to  state  publicly  that 
I voted  for  Governor  Earl  and  encouraged  his  en- 
dorsement by  the  Political  Action  Committee  of  our 
Society,  despite  my  card-carrying  credentials  as  a 
Republican  and  former  county  chairman  of  Sauk 
County.  I also  publicly,  urgently  request  that  the 
Governor  of  Wisconsin  counsel  with  the  medical 
community  before  proposing  any  great  change  in  the 
field  of  healthcare,  in  general.  I respect  Governor 
Earl  and  the  high  office  he  holds  for  the  people  of 
Wisconsin.  If  the  Governor  of  Wisconsin  chooses 
to  ignore  the  medical  profession  in  his  planning,  I 
am  going  to  urge  our  Society  to  develop  and  dis- 
tribute position  papers  for  public  consumption  in 
order  to  inform  the  citizens  of  Wisconsin  of  our  per- 
spective for  their  welfare.* 

After  one  year  as  your  president,  I have  come  to 
one  very  important  conclusion.  As  I have  traveled 
around  this  great  state  and  beyond,  I have  recog- 
nized that  our  patients  have  only  one  serious  ad- 
vocate— ourselves!  Many  other  fragmented  and 
righteous  consumer  groups  act  like  they  represent  the 
patient.  However,  in  my  perspective,  the  profession 
of  medicine  is  the  only  real  advocate  for  the  patient, 
and  the  patient  is  under  “siege”  just  as  we  are  in 
this  healthcare  revolution  in  which  we  find  ourselves. 
Therefore,  it  is  crucial  we  maintain  the  role  of  being 
our  patient’s  advocate  as  they  become  the  “pawn” 
of  the  revolutionary  change.  If  only  the  patient 
could  see  that  he  or  she  is  being  manipulated  and 
cajoled  for  financial  expediency! 

No  one  will  deny  that  a substantial  portion  of  our 
national  effort  is  being  spent  on  healthcare.  Further- 
more, no  one  will  deny  that  it  is  likely  to  increase  as 
long  as  we  continue  to  offer  optimal  healthcare.  It 
has  been  “decided”  that  we  can’t  afford  optimal 
care  in  the  discussions  leading  to  the  healthcare 
revolution.  I am  not  too  certain  who  has  asked  the 
patient  if  he  or  she  would  like  to  have  less  than  op- 
timal care.  However,  it  is  clear  in  the  mood  of  the 
country  that  we  cannot  tolerate  an  ever-increasing 
healthcare  cost  picture.  This  conclusion  is  part  of  the 
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revolution  without  question  along  with  many  other 
facets  of  healthcare. 

A distinguished  governor  from  the  East  Coast 
recently  concluded  a presentation  with  a charge  to 
the  medical  profession:  “It  is  incumbent  upon  the 
medical  profession  to  develop  a form  of  adequate 
medical  care  at  an  affordable  price.”  He  echoes  the 
voices  of  so  many  participants  in  the  social  planning 
of  the  day. 


6 6 1 offer  this  Society  to  the  Governor  of 
Wisconsin  as  a resource  and  advisory  body 
for  the  purposes  of  developing  and  imple- 
menting improved  healthcare  for  Wisconsin 
...  I truly  hope  that  this  offer  will  be 
accepted  and  that  government  can  begin  to 
see  us  as  a vital  force  and  not  as  a self- 
serving  body! 9 9 


One  can  talk  all  day  on  the  issues  of  healthcare 
costs,  but  if  it  is  true  that  someone  or  some  institu- 
tion must  convince  the  patient  public  that  we  can  no 
longer  afford  optimal  healthcare,  then  it  is  going  to 
take  someone  with  sufficient  bravery  to  admit  that 
this  process  may  truly  require  rationing.  Surely,  the 
viable  and  alternative  plans  currently  being  imple- 
mented will  reduce  the  costs  moderately — but  not 
sufficiently.  The  real  requirement  may  necessitate 
rationing  which  is  already  underway  by  economic 
fiat.  Overt  rationing  is  rarely  mentioned  in  any  set- 
ting by  anyone. 

We  Americans  are  a peculiar  lot  in  that  we  have 
abrogated  our  personal  responsibility  in  healthcare. 
By  that  I mean  we  have  “forgotten”  or  lost  our  com- 
mitment to  healthcare.  This  includes  our  general 
failure  to  do  our  part  to  keep  ourselves  healthy.  Only 
recently  have  we  accepted  the  notion  that  some  dis- 
eases can  be  prevented  by  good  health  measures. 
Government  continues  to  support  the  one  most  im- 
portant disease-causing  factor — tobacco.  The  public 
at  large  and  to  an  unfortunate  degree  the  medical 
profession  itself  continue  to  condone  alcohol  and 
treat  the  problem  drinker  as  a social  problem  rather 
than  as  a person  sick  with  a disease.  Furthermore, 
we  have  lost  sight  of  who  pays  for  our  healthcare. 
We  are  learning  that  it  is  “picked  up”  by  a myste- 
rious third  party.  That  mysterious  third  party  is  now 
informing  us  that  it  can’t  and  won’t  stand  for  the 
financial  pressure. 


6 i If  the  Governor  of  Wisconsin  chooses  to 
ignore  the  medical  profession  in  his  planning , 
I am  going  to  urge  our  Society  to  develop  and 
distribute  position  papers  for  public  consump- 
tion in  order  to  inform  the  citizens  of  Wiscon- 
sin of  our  perspective  for  their  welfare.99 


Now  that  we  are  moving  into  the  area  of  pro- 
viding “adequate”  care  at  an  affordable  price,  let  us 
look  at  the  subtle  rationing  that  is  going  on  under 
the  guise  of  cost  containment.  Who  is  being  faced 
with  the  changes?  There  is  an  unfortunate  assump- 
tion that  the  poor  abuse  the  system.  Therefore,  the 
initial  thrust  is  to  penalize  them.  Copayments  will 
probably  go  into  effect  in  order  to  “discourage” 
utilization.  I believe  that  is  one  of  the  first  signs  of 
rationing.  It  is  being  inflicted  on  a population  of 
people  who  were  given  medical  assistance  because  of 
need  in  the  first  place.  No  one  can  tell  me  that  this 
won’t  discourage  access  to  medical  care  for  the  very 
ones  who  need  it.  How  many  physicians  do  you 
think  will  throw  these  poor  folks  out  of  the  office 
because  they  lack  the  copayment?  Not  many,  I pre- 
dict! The  Medicare  patient  will  have  to  pay  well  over 
$300  for  the  first  day  of  hospitalization.  Clearly, 
that  will  discourage  many  elderly  patients  from 
going  into  the  hospital  and  probably  keep  them  out 
of  doctors’  offices  for  fear  of  costly  hospitalization. 
Certainly  it  will  help  to  lower  the  census  of  hos- 
pitals, but  I seriously  doubt  that  it  will  improve  the 
health  of  the  elderly.  Without  doubt,  this  is  a form 
of  rationing  by  economic  edict.  Hopefully  the  phy- 
sician can  recognize  and  treat  their  conditions  out- 
side of  the  hospital. 


i 6 As  I have  traveled  (around  the  state)  I have 
recognized  that  our  patients  have  only  one 
serious  advocate — ourselves!  . . . the  profes- 
sion of  medicine  is  the  only  real  advocate  for 
the  patient,  and  the  patient  is  under  ‘siege’ 
just  as  we  are  in  this  healthcare  revolution  in 
which  we  find  ourselves  ...  it  is  crucial  we 
maintain  the  role  of  being  our  patient’s 
advocate  as  they  become  the  ‘pawn’  of  the 
revolutionary  change.  > ’ 


The  right  to  choose  one’s  own  physician  is  under 
challenge.  Many  third  party  payors  would  like  to 
remove  this  option  and  freedom  from  the  patient — 
thereby  facilitating  the  transition  to  health  mainte- 
nance organizations  (HMOs)  where  freedom  of 
choice  is  an  incumbrance.  If  that  is  not  a manifesta- 
tion of  rationing,  I don’t  know  what  is. 

In  some  preferred  provider  organizations  (PPOs), 
I understand  that  it  is  rare  to  treat  alcoholics  and 
chemically  dependent  patients  in  an  inpatient  status. 
This  is  clearly  done  to  save  money  because  that 
form  of  treatment  is  costly  and  repetitive.  Out- 
patient treatment  for  these  conditions  may  very  well 
prove  to  be  ultimately  effective,  but  they  are  now 
being  implemented  for  financial  expediency.  That  is 
another  example  of  rationing  by  economic  fiat. 

Examples  exist  galore  in  the  cost-shifting  scene. 
The  Federal  Government  and  increasingly  the  states 
are  forcing  hospitals,  insurance  companies,  and 
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“// it  is  true  that  someone  or  some  institution  must  convince  the  patient  public  that  we  can  no 
longer  afford  optimal  healthcare , then  it  is  going  to  take  someone  with  sufficient  bravery  to 
admit  that  this  process  may  tndy  require  rationing  . . . look  at  the  subtle  rationing  that  is 
going  on  under  the  guise  of  cost  containment .” 


others  to  shift  the  burden  to  the  private  sector  by  sig- 
nificantly cutting  back  on  the  payments  in  their 
funded  programs.  Ultimately,  this  makes  the  burden 
almost  intolerable  to  the  private  sector.  When  the 
burden  becomes  unbearable,  even  the  private  sector 
suffers  by  being  unable  to  afford  the  care.  Finally, 
they,  too,  back  away  from  seeking  healthcare  for 
fear  of  the  costs!  Another  example  of  rationing  by 
Financial  sanctions. 

What  about  the  health  priorities  in  1983?  There  is 
no  support  for  stronger  cigarette  warning  labels,  the 
budgets  have  been  cut  in  the  alcohol  and  drug  misuse 
promotion.  Child  nutrition  programs  have  been  cut 
one-third.  Family  planning  funds  have  been  cut  by 
50%.  Pregnancy  and  infant  care  prevention  services 
have  been  cut  25%.  These  are  a few  changes  at  the 
federal  level — which  are  clearly  rationed  services.  If 
something  is  rationed,  you  are  given  less. 

The  concept  of  health  maintenance  organizations 
includes  the  implied  proviso  that  hospitalization  is  to 
be  discouraged — implying  clearly  that  fee-for-service 
encourages  hospitalization.  Again,  we  have  a form 
of  rationing  of  care  for  economic  reasons. 


iiIt  is  so  exciting  to  see  physicians  beginning 
to  involve  themselves  more  in  coalitions, 
public  media,  legislative  activity,  healthcare 
costs  discussions,  and  other  crucial  areas.” 


The  great  healthcare  revolution  in  which  we  find 
ourselves  is  now  in  the  destructive  phase,  as  occurs 
in  every  revolution.  Tradition  and  establishment 
have  no  seats  on  the  upcoming  new  Board  of  Direc- 
tors. As  1 said  earlier,  no  one  can  deny  that  excellent 
healthcare  costs  money  and  the  mood  is  not  to  fund 
optimal  care  anymore,  regardless  of  what  the  indi- 
vidual patient  may  really  want.  Permit  me  to  share 
with  you  a letter  from  a very  dear  physician  friend 


of  medical  school  days  which  illustrates  our  dilemma 
on  a very  personal  basis. 

Dear  Jerry, 

Much  has  happened  since  I talked  to  you  a couple  of 
weeks  ago.  Am  very  sorry  and  wish  to  apologize  to  you 
on  our  sudden  change  of  plans  for  necessity  that 
Mildred  and  I had  so  wanted  to  be  there  March  24  for 
your  great  celebration,  but  will  not  be  able  to  come. 

The  current  crisis  that  presented  so  suddenly  is  that  I 
am  in  the  process  of  closing  my  office  and  assuming  a 
position  here  with  INA— the  huge  HMO  that  is  taking 
over  Phoenix  medicine.  It  is  an  offer  I can’t  refuse  and 
is  better  for  me  in  every  way  than  the  daily  increasing 
headaches  with  private  practice.  I guess  I really  believe 
in  the  phrase,  “If  you  can’t  fight  them— join  them.” 
Our  State  and  County  medical  societies  have  sat  back 
here  in  Arizona  for  many  years  and  just  let  the  govern- 
ment take  us  over  and  do  us  in.  I am  just  seeing  the 
reality  here  ahead  of  time  and  plan  to  be  one  step 
ahead  of  the  real  disaster  coming.  The  doctors  here  are 
one  unhappy  bunch  and  no  one  is  smiling  except  a few 
surgeons. 

Signed:  Your  Friend 

It  is  a great  paradox  to  me  as  I see  the  revolution 
developing  in  view  of  the  marvelous  healthcare  we 
are  able  to  deliver.  Obviously,  we  have  provided  too 
much  too  soon  at  too  great  a cost  for  the  society  at 
large  to  assimilate.  It  cannot  be  said  that  we  and  our 
colleagues  in  technology  have  failed  to  produce  a 
superb  healthcare  system.  Unfortunately,  there  is  a 
price  tag  attached  to  anything  worthwhile.  If  it  is 
concluded  that  we  can’t  afford  the  kind  of  care  we 
have  been  used  to,  let  us  not  overlook  the  impor- 
tance of  the  constructive  phase  of  the  revolution.  As 
the  ashes  settle  from  the  turmoil  we  are  now  in,  I 
truly  hope  that  the  House  of  Medicine  can  have  an 
influential  role  as  the  forces  of  change  alter  and 
direct  the  eventual  course  of  healthcare.  No  other 
group  of  people  has  greater  interest  in  quality  of  care 
than  we  do.  Many  programs  suggest  a concern  for 
quality  of  care  in  this  rapidly  changing  scenario,  but 
only  physicians  can  assure  it.  Let  us  never  abandon 
that  important  calling. 


iiRationing  by  economic  fiat . . . Examples  exist  galore  in  the  cost-shifting  scene.  The 
Federal  Government  and  increasingly  the  states  are  forcing  hospitals,  insurance  companies, 
and  others  to  shift  the  burden  to  the  private  sector  by  significantly  cutting  back  on  the 
payments  in  their  funded  programs  ...  no  one  can  deny  that  excellent  healthcare  costs  money 
and  the  mood  is  not  to  fund  optimal  care  anymore,  regardless  of  what  the  individual  patient 
may  really  want ...  we  have  provided  too  much  too  soon  at  too  great  a cost  for  the  society  at 
large  to  assimilate.” 
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( 6 The  healthcare  revolution  will  be  prolonged  unless  we  intervene  with  action  to  expedite  the 
constructive  phase  . . . The  Health  Policy  Agenda  for  the  American  People  as  developed  by  the 
American  Medical  Association  holds  great  promise  for  the  future.  I am  proud  to  be  your 
representative  on  the  advisory  body  of  that  great  agenda . ” 


I am  convinced  that  much  of  the  responsibility  for 
patient  care  is  falling  on  the  local  scene.  The  Federal 
Government  is  not  deeply  concerned  about  the  poor 
patient  as  it  once  was.  Surely,  we  physicians  have 
always  been  concerned  about  the  care  of  everyone — 
despite  the  ability  to  pay.  However,  the  current  trend 
of  government  to  pass  the  buck  seems  unfair  to  me. 
I believe  some  of  our  attitudes  toward  the  poor  and 
those  without  health  insurance  have  helped  to  stim- 
ulate government  to  recognize  that  need.  It  is  a need 
which  must  be  addressed. 

I wish  1 could  leave  this  important  office  by  offer- 
ing you  a “basket  full  of  solutions.”  Unfortunately  I 
do  not  have  a crystal  ball.  I do  know  that  I have 
experienced  some  wonderful  things  this  past  year.  I 
believe  we  have  a dedicated  core  of  physicians  in 
Wisconsin.  They  are  beginning  to  recognize  that 
their  influence  will  only  be  felt  when  they  manifest 
a new  role  by  becoming  acquainted  with  their  legis- 
lators and  contributing  to  their  campaigns.  They  are 
learning  they  must  invest  in  their  relationship  with 
the  Legislature  before  asking  for  favors.  Physicians 
have  learned  how  important  it  has  become  to  work 
effectively  with  nurses  and  hospital  administration. 
They  are  truly  learning  the  meaning  of  cost  con- 
sciousness. I sensed  that  everywhere  I went.  I saw  a 
new  attitude  on  the  part  of  the  physician’s  image 
with  less  emphasis  on  affluence  and  more  concern 
for  the  less  fortunate.  I recognized  that  physicians 
are  aware  of  abuse  and  fraud.  I can  see  a real 
appreciation  of  the  doctor’s  improved  understanding 
of  the  alcoholic  patient  as  well  as  the  drug  dependent 
individual.  I sensed  a keen  awareness  of  the  necessity 
to  address  excessive  fees.  I found  a greater  tolerance 
toward  legitimate  nonphysician  providers  in  the 
healthcare  scheme.  I noticed  doctors  seemed  more 
dedicated  than  ever  with  respect  to  the  needs  of  their 
patients — indicating  to  me  that  they  are  truly  the 
patients’  advocates.  I have  been  saddened  by  the  di- 
visiveness of  the  profession  by  the  onslaught  of  the 
competitive  thrusts. 


The  healthcare  revolution  will  be  prolonged  unless 
we  intervene  with  action  to  expedite  the  constructive 
phase.  I don’t  mean  capitulation.  I do  mean  a force 
of  action.  The  Health  Policy  Agenda  for  the  Ameri- 
can People  as  developed  by  the  American  Medical 
Association  holds  great  promise  for  the  future.  I am 
proud  to  be  your  representative  on  the  advisory 
body  of  that  great  agenda. 

When  I stood  here  one  year  ago,  I said  to  you  I 
would  strive  to  do  only  one  thing  as  president:  “In 
the  role  of  president  of  this  great  organization,  I will 
strive  to  serve  as  your  ambassador  of  goodwill.  I 
intend  to  tell  everyone  of  our  dedication  and  service. 
I hope  to  help  reverse  the  headlines  from  the  few  bad 
eggs  to  the  great  and  good  accomplishments  of  this 
profession.  For  no  other  profession  is  there  such  a 
special  relationship  between  the  professional  and 
person  he  or  she  serves  than  in  our  traditional  in- 
timate doctor-patient  relationship.  I only  ask  that 
you  exemplify  that  great  tradition  and  heritage  in 
your  life’s  work  so  I can  proudly  go  about  the  State 
of  Wisconsin  spreading  the  good  word.” 

I am  happy  to  tell  each  and  everyone  of  you  that  I 
found  exactly  what  I expected  as  I traveled  the  state. 
I found  a profession  of  dedicated  physicians  deeply 
concerned  about  the  great  changes  swirling  about 
them.  Clearly,  we  must  act  but  not  overreact.  The 
constructive  phase  of  this  revolution  will  soon  begin, 
I predict.  Physicians  will  unite  like  never  before — 
accentuating  the  rights  and  needs  of  the  patients  they 
serve.  The  new  union  of  physicians  will  build  on  the 
importance  of  organized  medicine  as  it  is  structured 
today.  Disarray  and  fragmentation  of  effort  will 
go.  Government  will  listen  to  the  physicians  of 
America.  We  will  not  be  militant,  but  we  will  be  pro- 
active and  forthright  in  our  efforts  as  we  face  the 
constructive  phase  of  the  healthcare  revolution. 

Thank  you  for  allowing  me  to  be  your  president. 
I shall  continue  to  serve  in  whatever  capacity  I am 
qualified.  ■ 


i 6 As  I traveled  the  state  I found  a profession  of  dedicated  physicians  deeply  concerned  about 
the  great  changes  swirling  about  them.  Clearly,  we  must  act  but  not  overreact.  The  construc- 
tive phase  of  this  revolution  will  soon  begin  . . . Physicians  will  unite  like  never  before — 
accentuating  the  rights  and  needs  of  the  patients  they  serve.  The  new  union  of  physicians  will 
build  on  the  importance  of  organized  medicine  as  it  is  structured  today  . . . Government  will 
listen  to  the  physicians  of  America.  We  will  not  be  militant,  but  we  will  be  proactive  and  forth- 
right in  our  efforts  as  we  face  the  constructive  phase  of  the  healthcare  revolution . ” 
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6 4 A physician  member  of  our  House  of 
Delegates  has  said  to  the  Society:  ‘ Unless  you 
can  find  a way  for  me  to  recover  the  patients 
lam  losing  to  HMOs,  PPOs,  and  all  kinds  of 
other  Os,  I have  no  need  to  pay  dues  to  the 
State  Medical  Society.  I may  not  have  the 
money  to  do  so.  I may  not  have  a practice.  ’ 

. . . His  dilemma  is  very  real. 9 9 


Secretary  Thayer 
Report  to  the  House  of  Delegates 

Presented  before  the  House  of  Delegates  of  the  State  Medical  Society 
of  Wisconsin  at  its  Annual  Meeting,  March  24-26,  1983  in  Milwaukee. 
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The  State  Medical  Society’s  thrust— representation 


A few  days  AGO  I had  a telephone  call  from  a Mad- 
ison physician  who  is  a member  of  this  House.  He 
said,  “Your  response  to  my  telephone  call  can  cost 
you  your  job!”  Well,  he  got  my  attention. 

He  said,  “Unless  you  can  find  a way  for  me  to  re- 
cover the  patients  I am  losing  to  HMOs,  PPOs, 
and  all  kinds  of  other  Os,  I have  no  need  to  pay 
dues  to  the  State  Medical  Society.  I may  not  have  the 
money  to  do  so.  I may  not  have  a practice.” 

You  know,  his  dilemma  is  very  real.  It  is  shared  by 
hundreds,  if  not  thousands  of  physicians  in  this  state. 
Unless  some  way  can  be  found  for  this  doctor  to 
have  his  patients  buy  a competitively  priced  in- 
surance program,  that  will  allow  those  patients  in 
turn  to  choose  his  services,  he  may  indeed  be  out  of 
business. 

At  the  moment  in  his  town  there  are  two  HMOs 
and  one  PPO  and  one  IPA.  The  one  IPA  in  which 
he  is  a participant  has  about  750  other  physicians 
who  participate.  The  HMOs  to  which  he  has  applied 
for  participation  have  rejected  him.  His  patients  are, 
therefore,  if  he  is  to  keep  them,  required  to  enroll 
in  the  HMP  program  which  is  really  an  IPA.  But  to 
do  so,  they  are  going  to  pay  $80  a month  more  than 
the  like  coverages  they  can  obtain  from  the  other 
entities. 

I suggest  that  you  know  the  answer  as  to  where 
most  of  those  people  will  go.  It  has  been  said  in  the 
literature  that  when  the  price  differential  reaches 
$20,  you  can  expect  50%  of  your  patients  to  make 
their  choice  in  the  low-cost  direction. 

On  top  of  that,  on  April  1,  Medicaid  in  Dane 
County  is  ordering  the  commitment  of  some  9,000 
AFDC  recipients  in  that  county  to  one  of  the  closed 
staff  HMOs.  They  can  escape  only  through  some 
vaguely  described  disenrollment  process  and  only 
with  penalties  that  are  far  too  stiff  for  a person  who 


is  indigent.  For  some  of  Madison’s  physicians,  this 
means  the  loss  of  10%  to  15%  of  their  patient-care 
base. 

This  scenario  is  being  played  out  not  only  in  Mad- 
ison but  also  in  Milwaukee,  which  if  my  information 
is  correct,  has  some  10  HMOs,  IPAs,  PPOs,  and  is 
sprouting  perhaps  8 or  10  more.  It  is  the  same  in  the 
Fox  River  valley,  in  Eau  Claire,  in  Racine,  you  name 
it.  It  is  pitting  groups  of  physicians  against  the  solos; 
it  is  pitting  hospitals  against  doctors,  government 
and  industry  against  hospitals  and  doctors;  and  the 
name  of  the  game  is  cost  containment.  The  competi- 
tion is  intense.  The  stakes  are  mighty  high,  and  the 
players  who  gain  the  largest  number  of  contracts  for 
the  least  money  will  win.  At  least  theoretically,  in  the 
long  run,  some  may  eventually  win  very  big,  and 
some  may  eventually  lose  their  shirts. 

In  the  short  run,  though,  the  businessman  and 
many  individual  premium  payers  out  in  our  com- 
munities are  the  winners  because  they  have  the  op- 
portunity to  pay  insurance  premiums  at  substantially 
less  than  they  were  in  the  past. 

In  the  process  medicine  and  medical  care  are  being 
transformed  from  a profession  into  a commodity, 
attractively  packaged,  heavily  marketed,  more  than 
likely  over-promised  and  equally  likely  underpriced, 
at  least  for  the  moment. 

Now  add  to  this  scenario  the  fact  that  Blue  Cross- 
Blue  Shield  United  is  asking  the  Insurance  Commis- 
sioner to  exempt  it  from  state  laws  which  require  in- 
sured health  plans  to  offer  participation  to  any 
doctor  who  agrees  to  abide  by  the  terms  of  their  con- 
tract. They  are  asking  to  be  exempt  from  the  require- 
ment that  subscribers  be  offered  free  choice  of  doc- 
tors who  agree  to  sign  up  with  the  program  on  its 
terms.  It  asks  to  be  exempt  from  the  prohibition 
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against  insurers  forcing  doctors  to  deal  exclusively 
with  them  or  with  their  subscribers. 

In  California  where  this  kind  of  legislation  has  al- 
ready been  enacted,  the  resulting  direct  contracting 
has  created  chaos.  There  are  premium  wars,  there  is 
reckless  discounting  of  doctors’  fees  and  hospital 
charges.  There  are  several  instances  of  forced  ex- 
clusionary contracts  where  doctors  feeling  the  pres- 
sure of  the  loss  of  a major  portion  of  their  patient 
load  have  agreed  to  sign  with  one  healthcare  plan  to 
serve  only  its  subscribers.  There  are  major  disloca- 
tions of  subscribers,  and  there  is  frantic  jockeying 
for  a share  of  the  market. 

And  then,  finally,  the  scenario  is  capped  by  pro- 
posals for  some  of  the  toughest  state  regulation  in 
any  part  of  this  country  at  this  point  in  time. 

Governor  Earl  proposes  a three-man  public  utility 
commission,  and  we  all  know  what  a fine  job  public 
utilities  have  done  in  reducing  the  cost  of  our  gas, 
our  light,  and  our  telephone — or  haven’t  you  looked 
at  your  bills  lately! 

Senator  Offner,  on  the  other  hand,  proposes  hos- 
pital capital  expenditure  caps,  revenue  ceilings,  DRG 
reimbursement  and  tough  CON  and  rate  revenue, 
and  everyone  knows  how  well  CON  has  worked! 

The  Governor  proposes  adopting  the  New  Jersey 
DRG  system.  Senator  Offner  wants  to  plagiarize  the 
Massachusetts  hospital  revenue  cap  system.  Rep- 
resentative Loftus  wants  to  tag  along  on  Arizona’s 
very  trouble-ridden  ACCESS  program  which  is  a 
statewide,  state-run  HMO  for  everybody  who  wants 
to  get  in  on  it.  The  Milwaukee  Metropolitan  Asso- 
ciation of  Commerce  has  stolen  California’s  health 
czar  idea. 

Hey,  you  know,  whatever  happened  to  the  Wis- 
consin idea?  Isn’t  it  time  that  we  called  upon  our 
Governor  to  look  for  Wisconsin  solutions  to  Wis- 
consin’s unique  problems  for  Wisconsin’s  people? 
Medicine  would  like  to  help  in  that  search  for  our 
own  solutions  for  our  own  people. 


It  (HMO,  PPO,  IP  A scenario)  is  pitting 
groups  of  physicians  against  the  solos;  it  is 
pitting  hospitals  against  doctors,  government 
and  industry  against  hospitals  and  doctors; 
and  the  name  of  the  game  is  cost  con- 
tainment. 9 9 


Like  so  many  others,  1 think,  you  must  be  saying, 
“Why  me?  Why  us?  I love  my  patients;  I love  my 
practice.  I give  them  good  medical  care,  high  quality 
care,  and  I think  my  fees  are  fair.  Patients,  why  hast 
thou  forsaken  me?” 

The  answer  is  a four  letter  word:  COS  T — cost. 
It  is  caused  by  astronomically  rising  health  insurance 
premiums — the  one  thing  which  business  and  indus- 


try and  individual  buyers  of  insurance  out  there  can 
see  and  feel  and  have  to  write  out  the  check  for. 
Those  premiums  have  been  rising  at  the  rate  of  30% 
to  60%  per  year.  Sometimes  industries  have  told  us 
in  our  work  with  our  liaison  groups  and  coalitions 
that  they  have  experienced  200%  and  300%  in- 
creases over  a two  or  two-and-a-half  year  period. 

It  is  caused  by  unpredictable  cost,  and  business- 
men are  saying,  “This  is  intolerable.” 

It  is  cost  with  little  apparent  accountability.  It  is 
rising  healthcare  cost  in  a down  economy.  It  is  rising 
healthcare  cost  at  a time  of  major  state  fiscal  crisis. 
It’s  cost,  and  it  won’t  go  away,  and  it  is  the  driving 
force  for  all  of  this  change  in  medical  practice.  I 
submit  to  you  it  is  a driving  force  for  requiring  the 
State  Medical  Society  and  the  AMA  and  our  county 
medical  societies  to  change  their  organizational  di- 
rection and  how  they. do  business. 

So  what  to  do?  I am  going  to  offer  you,  at  some 
risk,  perhaps,  a series  of  proposals,  partly  out  of 
some  experience  of  some  30  years  or  more  in  deal- 
ing with  these  problems,  partly  out  of  some  just 
plain  gut  reaction,  and  partly  from,  I believe,  some 
understanding  of  the  enduring  nature  of  human  need 
and  also  the  basic  commitment  of  medicine  to  re- 
solving that  need. 

I believe  that  medicine  is  at  a point  where  it  can  do 
something  right,  at  the  right  time,  and  in  the  right 
way.  I believe  that  time  is  now.  1 believe  some  of  the 
right  things  to  do  are  these: 

Number  one.  Don’t  panic.  In  spite  of  what  I have 
said,  don’t  panic.  Kipling  said,  “If  you  can  keep 
your  head  when  all  about  you  are  losing  theirs,  you 
don’t  understand  the  situation.”  Well,  understand 
this.  Competition  is  here  to  stay.  And  the  answer  to 
competition  is  to  compete.  It  does  not  lie  in  blind, 
outraged  reaction  to  closed  panel  programs  or  any 
other  kind  of  PPO,  HMO,  or  IPA.  It  is  not  the 
time  for  boycotts,  or  conspiracies,  or  lockouts. 
Those  are  antitrust  no-noes,  and  I can  tell  you  from 
looking  at  the  statutes  that  the  fines  are  astronom- 
ical and  the  prison  terms  are  long  and  lonely. 

You,  we,  must  learn  to  live  with  what  medicine 
itself  has  demanded  for  all  these  years.  I have  been  in 
your  employment  for,  lo,  these  36  years,  and  I can’t 
remember  a time  when  you  didn’t  place  upon  the 
staff  and  your  leadership  the  demand — the  demand 
that  we  fight  for  the  opportunity  for  medicine  to 
exist  in  a pluralistic  system,  to  utilize  to  the  max- 
imum the  free  enterprise,  competitive  American  way 
to  practice  medicine.  So,  by  golly,  we  have  suc- 
ceeded whether  we  did  it  by  ourselves  or  not.  But 
what  that  means  is  that  there  are  HMOs,  IPAs, 
PPOs,  direct  contracts,  and  a whole  lot  of  other 
acronyms  that  we  haven’t  even  thought  about  yet 
that  are  here.  They  are  here  to  stay  including  such 
things  as  the  company  doctor  and  the  return  of  the 
company  clinic. 
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Number  two.  We  should  work  to  make  the  com- 
petitive system  operate  fairly.  If  we  have  to  live  with 
it,  and  we  do,  we  must  make  it  work  fairly  and 
equitably  for  all  concerned. 

I recommend  that  two  ideas  be  pursued  immedi- 
ately by  our  recently  named  Physicians  Alliance 
Committee  on  Alternative  Delivery  Systems: 

1.  Draft,  introduce,  and  get  passed  a “Health- 
care Delivery  Systems  Law.”  Such  a law  would  en- 
compass all  healthcare  plans  of  every  type — staff 
model,  closed  practice,  group  practice,  IPAs,  PPOs, 
whatever  they  are,  including  the  traditional  fee-for- 
service  standard  insurance  mechanism.  It  would  re- 
quire equitable  treatment  of  every  one  of  these  en- 
tities as  to  financial  stability,  reporting,  claims  pro- 
cessing and  handling,  quality  assurance,  appeal 
mechansims;  and  incidentally,  I think  these  entities 
that  we  are  developing  all  over  the  state  and  all  over 
the  country  should  have  a medical  staff.  Every  one 
of  them  should  have  a medical  staff  just  like  a hos- 
pital has  a medical  staff,  not  to  administer  the  pro- 
gram, but  to  handle  those  issues  that  deal  with  pa- 
tient care  when  administrative  policies  of  one  kind  or 
another  threaten  the  patient’s  well-being. 

This  healthcare  delivery  systems  law  should  deal 
with  licensing,  with  marketing  practices,  with  what 
happens  when  there  is  bankruptcy  and  insolvency — 
for  some  plans  are  going  to  fail.  When  they  do,  who 
is  going  to  look  out  for  the  patient,  and  who  is  going 
to  look  out  for  what  is  owed  the  doctor? 

Right  now  in  this  state  there  are  no  laws  that  basi- 
cally have  anything  to  say  about  the  conduct  and  the 
organization  and  the  operation  of  HMOs,  PPOs,  or 
IPAs.  There  should  be,  and  the  SMS  should  draft 
that  legislation  and  should  introduce  it  and  seek  its 
passage. 

2.  SMS  should  immediately  develop  an  Unfair 
Practices  Act  for  healthcare  plans.  Doctor  DeLore 
Williams,  bless  him,  was  a man-near-prophet  last 
year  when  he  stood  before  this  House  and  asked  that 
we  develop  ethical  guidelines  for  competition.  How- 
ever, such  guidelines  when  developed  and  put  into 
place  by  the  State  Medical  Society  raised  serious 
antitrust  questions. 

An  Unfair  Practices  Act,  however,  passed  by  the 
Legislature  can  permit  safe  and  legal  imposition  of 
rules  and  regulations  on  conduct. 

Do  you  realize  that  even  automobile  salesmen, 
gasoline  station  operators,  and  grocery  stores  have 
better  fair  practice  acts  governing  their  affairs  than 
we  do  today  for  these  health  programs?  That’s  be- 
cause the  marketplace  is  new  to  medical  care.  The 
true  market  competition  activity  is  so  new  to  the 
medical  field  and  so  new  to  each  of  you  that  we 
have  not  yet  collectively  learned  how  to  live  in  a truly 
competitive  atmosphere. 

1 recommend  that  this  Unfair  Trade  Practices 
Act  for  Health  Plans  include  rules  that  would  pro- 
hibit exclusionary  contracts,  that  would  regulate 


direct  contracting,  that  would  prohibit  insurance 
companies  from  employing  physicians  and,  in  turn, 
selling  their  services. 

It  would  require  truth  in  advertising  and  prevent 
overpromising,  at  least  to  the  degree  that  is  humanly 
possible. 

It  would  require  full  disclosure  of  benefits  and 
their  limitations  including  what  happens  when  you 
get  into  a closed  panel  operation  at  a reasonable 
price  and  you  are  not  getting  the  good  results  that 
you  thought  you  ought  to  get  as  a patient  from  your 
closed  panel  doctor  or  physicians,  and  you  want  to 
see  someone  else,  but  you  are  locked  in.  Is  there 
any  way  to  escape  to  seek  a cure  that  might  elude 
your  own  doctor?  There  ought  to  be  some  way  that 
that  right  to  seek  a cure  or  relief  from  your  suffer- 
ing is  available  to  you  no  matter  what  kind  of  a 
plan  you  are  involved  in.  Such  a law  would  not  pro- 
hibit price  competition,  but  it  would  place  some  re- 
strictions on  price  cutting. 

It  would  prohibit  third  parties  from  requiring  pro- 
viders to  indemnify  them  in  the  event  of  a suit.  Be- 
lieve me,  there  are  many  contracts  out  there  today 
which  doctors  are  signing  without  realizing  what 
they  are  doing. 

It  would  define  the  rules  of  balanced  billing. 

It  would  set  some  rules  on  UCR  and  what  to  do 
with  the  differences  between  what  the  doctor  charges 
and  what  the  insurance  company  pays. 

It  would  control  marketing  practices.  It  would  re- 
strict the  use  of  deception  or  discreditation  in  order 
to  obtain  patients. 

It  would  assure  some  kind  of  an  appeal  process 
when  a plan’s  administrative  actions  interfere  with 
the  patient’s  well-being. 


i6In  the  process  medicine  and  medical  care  are 
being  transformed  from  a profession  into  a 
commodity,  attractively  packaged,  heavily 
marketed,  more  than  likely  over-promised  and 
equally  likely  underpriced,  at  least  for 
the  moment.  ’ ’ 


3. 1 recommend  that  the  Society’s  Liaison  Com- 
mittee on  Healthcare  Costs  be  directed,  and  I repeat 
directed,  and  every  county  medical  society  be  di- 
rected by  this  House,  to  meet  with  local  employers 
and  the  local  labor.  We  have  viewed  that  in  the  past 
as  one  and  the  same.  I submit  to  you  that  they  are 
very,  very  different,  and  the  difference  is  becoming 
more  clear  as  strict  cost  containment  brings  quality 
changes  that  become  apparent  to  those  who  are  pa- 
tients or  potential  patients. 

The  object  of  such  meetings  is  to  provide  business 
and  labor  with  a better  understanding  of  why  health- 
care costs  are  what  they  are  and  what  the  State 
Medical  Society  and  doctors  are  doing,  or  will  do, 
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and  why  they  need  to  be  concerned  about  diminish- 
ing healthcare  benefits  that  are  indiscriminantly 
affected  because  of  cost  containment. 

Each  and  every  one  of  these  meetings  should  be 
set  up  with  some  leadership  from  the  State  Society’s 
Healthcare  Liaison  Committee  because  I submit  the 
movement  to  inform  and  educate  these  people  will 
not  be  effective  until  the  personal  leadership  of  this 
organization  is  involved  in  that  development. 


4 iI  believe  that  medicine  is  at  a point  where  it 
can  do  something  right , at  the  right  time,  and 
in  the  right  way.  I believe  that  time  is  now. 

1 believe  some  of  the  right  things  to  do  are . . . 
Number  one:  don  7 panic . . . Competition  is 
here  to  stay.  And  the  answer  to  competition 
is  to  compete . . . Number  two:  work  to  make 
the  competitive  system  operate  fairly. 9 9 


4. 1 recommend  that  some  serious  discussions  be- 
gin immediately  about  using  some  kind  of  heavy 
hand  on  the  “high  rollers” — doctors  whose  fees, 
as  Doctor  Kempthorne  has  pointed  out  all  too  often, 
are  too  high. 

I know  very  well — very  well — that  the  antitrust 
laws  prohibit  this  organization  from  fixing  fees, 
from  raising  fees,  or  for  that  matter  from  lowering 
fees.  That  is  an  anomaly  that  was  spoken  of  earlier, 
but  the  fact  of  the  matter  is  that  a small  part  of  the 
total  doctor  population  is  discrediting  all  doctors  and 
helping  to  drive  this  demand  for  ruthless  cost  con- 
tainment. 

Incidentally,  UCR  may  be  on  its  way  out.  I have 
every  reason  to  believe  that  this  issue  is  being  widely 
discussed  among  national  medical  leadership,  and 
let’s  not  overlook  the  fact  that  Blue  Cross-Blue 
Shield  United  and  every  insurance  company  has  a 
privilege  which  is  denied  to  you  and  that  is  the  use 
of  a relative  value  schedule.  That  book  of  RVS  con- 
version factors  is  available  to  doctors,  and  the  fees 
set  by  some  of  these  companies  are  oftentimes 
grossly  higher — grossly  higher  than  what  many  of 
you  believe  they  should  be. 

Unfortunately,  doctors  are  attracted  by  that  lure, 
and  they  can  get  the  Blue  Cross  conversion  book  and 
other  conversion  books  free.  They  don’t  even  have 
to  pay  $49  to  Dr  Yale  Wasserman  (a  dentist)  for  his 
guide  of  secret  fee  codes  that  can  make  doctors 
rich! 

I would  urge  that  we  start  discussions  with  some 
officials  at  the  state  level  and  at  the  AMA  and  na- 
tional level.  1 can  tell  you  that  I had  a letter  from 
another  physician  here  in  Milwaukee  who  heard 
some  of  my  comments  about  this  fee  issue,  and  he 
wrote:  “Keep  your  stupid  nose  out  of  this.  It’s  none 
of  your  damn  business.” 


He  may  be  right.  I can  only  say  that  the  high 
rollers  are  causing  this  organization  and  every  doctor 
a great  deal  of  difficulty,  that  unless  something  is 
done  about  it,  all  will  suffer  far  more  seriously  than 
any  of  us  would  like. 

5. 1 would  immediately  extend  our  efforts  to  re- 
duce healthcare  costs  which  are  associated  with  phy- 
sicians’ decisions.  I recommend  that  in  order  to  em- 
phasize the  necessity  and  the  urgency  of  this  issue, 
that  the  subject  of  cost-effective  quality  medical  care 
be  made  the  principal  theme  of  the  SMS  Annual 
Meeting  for  the  next  three  years. 

This  organization  should  be  the  chief  source  of  re- 
liable information  not  only  on  cost-effective  medical 
care  but  also  the  details  of  alternative  delivery  sys- 
tems of  every  type — the  who,  what,  when,  where, 
why,  and  how. 

6.  SMS  should  be  the  catalyst  to  form  IPAs, 
HMOs,  and  PPOs,  to  give  every  doctor  who  is  will- 
ing to  practice  cost-effective  medical  services  the 
means  to  serve  his  patients.  In  doing  so,  we  must 
remember  that  to  successfully  compete  in  the  med- 
ical market  today,  there  must  be  some  limitation 
placed  on  the  services  available  to  the  patient.  A suc- 
cessful plan  must  get  its  hospital  utilization  down  to 
less  than  500  days  of  inpatient  care  per  1,000  en- 
rollees.  It  must  be  able  to  control  cost  and  that  in- 
cludes controlling  doctors’  fees  and  hospital  in- 
patient services.  It  has  to  use  methods  that  involve 
pre-admission  certification,  concurrent  review,  and 
especially  some  controls  to  deal  with  mental,  alco- 
hol, and  other  drug  abuse  benefits,  as  well  as  the 
physical  therapy  and  occupational  therapies. 

SMS  should  promote  and  develop,  if  legally  pos- 
sible, statewide  IPA-PPO  networks  with  those  char- 
acteristics. 

Unfortunately,  we  gave  away  or  were  forced  out 
of  such  a system.  It  was  called  WPS;  but  another 
must  rise  to  take  its  place.  I recommend  that  we  call 
it  the  Phoenix  Plan! 

7.  The  Society  should  act  now  to  demand  en- 
forcement of  present,  valid,  and  realistic  state  laws 
that  prohibit  exclusionary  contracts  and  require 
health  plans  to  admit  to  participation  all  doctors 
who  agree  to  their  terms  for  cost-effective  quality 
care.  The  law  is  there.  The  Insurance  Commissioner 
acknowledges  that  it  is  being  violated.  I recommend 
that  SMS  shouldn’t  pussyfoot  around  this  issue;  we 
should  ask  only  what  should  be  expected  of  any  en- 
forcement agency — to  enforce  the  law. 

8.  Without  waiting  for  the  final  results  of  legal 
or  legislative  action  on  that  issue,  I recommend  that 
the  State  Medical  Society  institute  immediate  steps 
to  establish  a wholly  owned  subsidiary  to  provide 
contracting  and  consulting  services  to  SMS  mem- 
bers. This  might  be  called  a brokerage  firm,  if  you 
will,  which  would  contract  with  doctors  who  re- 
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quest  it,  representation  services  in  their  negotiations 
for  contracts  with  healthcare  plans  of  all  types. 

Frankly,  I am  amazed  and  somewhat  appalled  at 
how  many  doctors  are  signing  contracts  they  don’t 
understand,  sometimes  don’t  even  read  and  on  terms 
that  are  risky  at  best  and  unacceptable  at  worst. 
They  need  their  Society’s  help,  and  they  should  get 
it. 

9. 1 recommend  to  every  physician  that  he  take 
advantage  of  the  fantastic  program  that  has  been 
developed  by  the  American  Medical  Association  in 
cooperation  with  GTE.  It  is  called  the  AMA-GTE 
Network  Program,  and  you  may  know  or  may  not 
that  the  AMA  has  put  many  thousands  of  dollars 
into  this  program.  It  was  designed  primarily  as  a 
means  of  offering  to  physicians  via  computer  the 
latest  technical  advances,  drug  therapies,  and  diag- 
nostic options — all  at  your  office  at  the  punch  of  a 
button. 

I have  never  known  a market  that  is  more  prom- 
ising than  the  medical  profession’s  potential  for  use 
of  computers.  Every  one  of  you  is  going  to  have  a 
computer  in  your  office  within  a few  years  at  the 
latest.  The  next  step  is  one  I have  already  taken 
some  preliminary  steps  to  develop,  and  that  is  to  in- 
clude in  that  program  the  computer  services  pro- 
grams endorsed  by  the  State  Medical  Society 
through  ATA,  one  of  the  most  able  and  advanced  of 
its  kind  in  this  state. 

It  is  affordable.  It  is  locally  based,  with  local 
service  on  a timely  basis.  These  programs  will  ra- 
pidly include  your  claims  processing  with  health 
plans,  your  record  keeping,  your  collections,  your 
mail  from  the  State  Medical  Society  and  the  AMA 
and  others.  1 have  just  begun  discussions  within 
the  last  several  days  with  GTE  to  try  to  tie  that  pro- 
gram into  our  Wisconsin  Computer  Service  System 
through  SMS  Services  so  that  we  can  deal  statewide, 
member-wide,  within  this  GTE-AMA  Network. 

10.  This  Society  has  built  its  entire  organization 
for  at  least  the  last  six  years  around  the  demand  of 
its  members  for  representation.  Never  has  it  been 
more  needed  than  now.  SMS  has  the  capability  to 
represent  you.  It  is  representing  you.  Representa- 
tion may  mean  negotiation  or  calm  talk,  but  it  can 
also  mean  tough  action.  Government  and  industry 
have  decided  in  the  last  year  or  so  to  play  hard  ball; 
and  make  no  mistake  about  it,  the  indications  of  that 
hard  ball  play  by  government  are  evident  every- 
where. Their  attitude  and  industry’s  attitude  today 
is:  “We  will  not  ask  you.  We  will  tell  you,  and  if 
you  want  to  stop  us  from  doing  it,  challenge  us.  If 
you  succeed,  we  will  change,  but  not  until  then.” 

Now  that  means  we  have  to  use  legal  action — as 
we  have  done  once  before  with  the  Governor  in  a 
suit  about  a fee  freeze;  as  we  are  developing  in  a cur- 
rent suit  against  the  State  Department  of  Health  and 
Social  Services  on  the  gatekeeper  system.  That 


means  injunctions,  that  means  mandamus  and 
amicus  curiae  and  all  kinds  of  other  legal  jargon 
that  I don’t  understand.  But  I do  know  it  means 
challenge,  it  means  confrontation,  it  means  mil- 
itancy if  necessary,  it  means  enforcement,  it  means 
stalling,  it  means  prevention.  We  should  not  fear 
using  those  very  important  tools  of  representation 
for  the  interests  of  your  own  offices  and  your  own 
patients. 

We  won’t  win  them  all,  but  we  will  keep  the 
system  on  the  straight  and  narrow.  We  have  every 
obligation  and  every  right  to  fight  for  the  rights  that 
are  properly  yours  and  your  patients. 

Well,  those  are  my  recommendations  for  a busy 
agenda  in  1983-84.  They  are  my  answer  to  the  Mad- 
ison doctor  who  says  he  may  not  be  able  to  pay  his 


* * / recommend  that  two  ideas  be  pursued  immediately 
by  our  recently  named  Physicians  Alliance  Committee 
on  A Iternative  Delivery  Systems: 

1.  Draft,  introduce,  and  get  passed  a ‘ Healthcare  De- 
livery Systems  Law'; 

2.  Immediately  develop  an  Unfair  Practices  Act  for 
healthcare  plans; 

3.  Society's  Liaison  Committee  on  Healthcare  Costs 
be  directed,  and  every  county  medical  society  be 
directed,  by  this  House,  to  meet  with  local  employers 
and  the  local  labor; 

4.  Serious  discussions  begin  immediately  about  using 
some  kind  of  heavy  hand  on  the  ' high  rollers' 
— doctors  whose  fees . . . are  too  high; 

5.  Immediately  extend  our  efforts  to  reduce  healthcare 
costs  which  are  associated  with  physicians ' decisions; 

6.  SMS  should  be  a catalyst  to  form  IP  As,  HMOs,  and 
PPOs,  to  give  every  doctor  who  is  willing  to  practice 
cost-effective  medical  services  the  means  to  serve  his 
patients; 

7.  The  Society  should  act  now  to  demand  enforcement 
of  present,  valid,  and  realistic  state  laws  that  prohibit 
exclusionary  contracts  and  require  health  plans  to 
admit  to  participation  all  doctors  who  agree  to  their 
terms  for  cost-effective  quality  care; 

8.  The  State  Medical  Society  institute  immediate  steps  to 
establish  a wholly  owned  subsidiary  to  provide  con- 
tracting and  consulting  services  to  SMS  members; 

9.  Every  physician  (should)  take  advantage  of  the  fan- 
tastic program  that  has  been  developed  by  the  Ameri- 
can Medical  Association  in  cooperation  with  GTE 
. . . the  AMA-GTE  Network  Program  . . . designed 
primarily  as  a means  of  offering  to  physicians  via 
computer  the  latest  technical  advances,  drug  thera- 
pies, and  diagnostic  options; 

10.  This  Society  has  built  its  entire  organization  . . . 
around  the  demand  of  its  members  for  representa- 
tion; SMS  has  the  capability  to  represent  you;  it  is 
representing  you  . . . Representation  may  mean  ne- 
gotiation or  calm  talk,  but  it  can  also  mean  tough 
action  . . . legal  action  . . . injunctions . . . We  must 
not  fear  using  those  very  important  tools  of  repre- 
sentation for  the  interests  of  your  own  offices  and 
your  own  patients.  9 9 
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i 4 None  of  the  proposals  we  have  reported  as  being  made  by  government  or  business  or  politicians 
have  mentioned  two  words — quality  and  patient.  Quality  is  the  ultimate  element  for  which  the 
doctor  is  responsible  to  the  patient.  The  doctor  is  the  only  player  in  this  game  who  seems  to  take 
any  responsibility  for  the  patient.  He  is  the  only  one  who  is  bound  by  legal  and  moral  and  ethical 
guidelines  to  look  after  those  interests.  Who  else  is  the  patient's  advocate?  Who  else  cares  whether 
the  patient  gets  well  or  dies ? Who  else  cares  whether  the  patient  lives  in  some  degree  of  comfort 
with  some  quality  of  life?  Who  else  is  concerned  about  the  relief  from  suffering  and  hurt?  Who  else 
will  struggle  to  prolong  a life,  a useful  life,  for  the  only  person  in  the  final  analysis  who  really  matters — 
the  patient.  I see  only  one  person  in  that  role — the  Doctor  of  Medicine.  God  help  us  keep  it  so!  9 9 


dues  if  we  don’t  help  him.  SMS  is  helping  every 
doctor  with  the  right  answers  at  the  right  time. 

I believe  we  are  on  the  cutting  edge  of  the  change 
that  is  affecting  you  and  every  medical  society  in 
this  country. 

Finally,  just  one  more  remark  that  I guess  comes 
more  from  the  heart  than  anywhere  else. 

1 am  reminded  that  none  of  the  proposals  we  have 
reported  as  being  made  by  government  or  business 
or  politicians  have  mentioned  two  words — quality 
and  patient.  Quality  is  the  ultimate  element  for 
which  the  doctor  is  responsible  to  the  patient.  The 


doctor  is  the  only  player  in  this  game  who  seems  to 
take  any  responsibility  for  the  patient.  He  is  the 
only  one  who  is  bound  by  legal  and  moral  and  eth- 
ical guidelines  to  look  after  those  interests.  Who  else 
is  the  patient’s  advocate?  Who  else  cares  whether  the 
patient  gets  well  or  dies?  Who  else  cares  whether 
the  patient  lives  in  some  degree  of  comfort  with 
some  quality  of  life?  Who  else  is  concerned  about 
the  relief  from  suffering  and  hurt?  Who  else  will 
struggle  to  prolong  a life,  a useful  life,  for  the  only 
person  in  the  final  analysis  who  really  matters — the 
patient.  I see  only  one  person  in  that  role — the 
Doctor  of  Medicine.  God  help  us  keep  it  so!  ■ 


no? 


$ 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 


ELEGANT  DINING  • 
COCKTAIL  LOUNGE 


FINE  WINES  • INTIMATE 
• OPEN  DAILY  AT  5:00  PM 


"For  an  elegant  night  of  Italian  dining.  ” —Prof  Herbert  Kubly,  Milwaukee  Journal  writer 
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Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

\ftlium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vz  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  ofVilium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  Valium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

Valium 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page  Z ROCHE 


Valium®  (diazepam/Roche)  Tablets 

Valrelease"'  ( diazepam/Roche ) (1v  slow-release  Capsules 

Injectable  Valium®  ( diazepam/Roche ) (W 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Ora! forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion 
The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg , operating  machinery,  driving)  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months  After  extended 
therapy,  gradually  taper  dosage  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

I 'sage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severin’  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures 

injectable  To  reduce  the  possibility  of  venous  tltrombosis.  phlebitis,  local  irritation, 
su  el  I mg  and,  rarely,  vascular  impairment  when  used  IV  inject  slowly  taking  at 
least  otxe  minute  for  each  5 mg  (1  ml)  given,  do  not  use  small  teins.  i.e.,  dorsum 
of  hand  or  wrist:  use  extreme  care  to  avoid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0 25  mg' kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  2'/>  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderlv/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance 

injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 Valrelease  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i  d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q i d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunctively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q i d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily  Adjunctively  in  convulsive  disorders — tablets,  2 to  10  mg  bid  to  q i d ; or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily 

Geriatric  or  debilitated  patients  Tablets — 2 to  2‘/2  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions)  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Vilium  has  been  determined  as  the  optimal  daily 
dose. 

Children  Tablets — 1 to  2 Vi  mg  t.i.d.  or  q i d initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months)  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months  j 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I V, 
depending  on  indication  and  severity  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  'OC&rnings  and  Adverse  Reactions. ) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available 

I.M.  use.  by  deep  injection  into  the  muscle. 

IV  use  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given  Do 
not  use  small  veins,  i.e , dorsum  of  hand  or  urist  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  I V,  it  may  be  injected  slowly  through  the 
infusion  tithing  as  close  as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  IV,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  IV  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I.M.  or  IV  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  I V slowly,  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  I.M.  or  IV,  repeat  every  3 to  4 hours  if  necessary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (IV  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (IV  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min  . up  to  10  mg  (slow  I V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  IV  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  ( if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  I V cannot  be  used,  5 to  10  mg  I.M  approximately  30  minutes  prior 
to  procedure  As  preoperative  medication,  10  mg  I.M  ; in  cardioversion,  5 to 
15  mg  I V within  5 to  10  minutes  prior  to  procedure  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ 
general  supportive  measures,  IV  fluids,  adequate  airway.  Lise  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value 
How  Supplied: 

oral  \^lium  scored  tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30. 

injectable  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml.  boxes  of  1;  Tel-E-Ject®  ( dis- 
posable syringes).  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative 
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SMS  Placement  Service  aids  physicians  and  communities 


One  of  the  many  functions  of  the  State  Medical 
Society  of  Wisconsin  is  to  assist  physicians  who  are 
seeking  a location  to  practice  in  Wisconsin  and  to 
assist  communities  seeking  the  services  of  physicians. 

The  Society’s  Placement  Service  maintains  a con- 
tinuous listing  of  names  and  biographical  data  on 
physicians  who  wish  to  locate  in  Wisconsin.  Files  are 
maintained  on  communities  desiring  physicians.  In- 
formation is  exchanged  with  interested  physicians 
and  communities,  with  the  American  Medical 
Association,  and  with  the  two  Wisconsin  medical 
schools.  There  is  no  charge  to  either  physician  or 
community  for  this  service. 

A list  of  openings  is  sent  to  physicians  who  con- 
tact Placement  Service  indicating  a desire  to  locate  in 
Wisconsin  or  to  relocate  within  the  state.  A list  of 
physicians  is  sent  to  communities  requesting  assis- 
tance in  obtaining  a physician.  The  physicians  and 
communities  may  then  contact  one  another.  Physi- 
cians seeking  associates  also  may  request  a listing  of 
available  physicians. 

Experience  of  Placement  Service  shows  that 
physicians  seek  locations  on  a long-range  basis — 
some  are  available  at  once,  while  others  are  in  resi- 
dency for  two  or  three  years.  One  word  of  advice: 
Advise  the  Society’s  Placement  Service  of  your 


needs  as  soon  as  possible.  Overnight,  results  occur 
but  more  time  usually  means  better  results. 

It  should  be  noted  that  Placement  Service  is  not  a 
recruiting  effort.  Its  function  is  supported  by  mem- 
bership in  the  State  Medical  Society  of  Wisconsin. 
The  Society  does,  however,  cooperate  with  the  state- 
supported  Office  of  Rural  Health  in  its  New  Physi- 
cians for  Wisconsin  Program  which  provides  place- 
ment services  to  communities  and  physicians  on  a 
fee  basis  determined  by  budgetary  funds  available. 

Physicians  and  communities  also  may  utilize  the 
“Medical  Yellow  Pages”  section  of  the  Wisconsin 
Medical  Journal.  This  classified  advertising  section  is 
available  to  members  of  the  State  Medical  Society, 
other  physicians,  communities,  clinics,  hospitals, 
recruitment  firms,  and  others  at  reasonable  rates. 

Physicians  using  the  Placement  Service  have 
described  it  as  one  of  the  most  effective  in  the  United 
States.  Journal  advertising,  too,  has  proved  highly 
successful. 

Inquiries  should  be  addressed  to  Placement  Ser- 
vice, State  Medical  Society  of  Wisconsin,  Box  1 109, 
Madison,  Wis  53701;  tel  608/257-6781;  and/or 
Wisconsin  Medical  Journal,  Box  1 109,  Madison, 
Wis  53701.  ■ 
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Milwaukee  53226 

Second:  Adams,  Columbia,  Dane,  Dodge,  Grant,  Green,  Iowa, 
Jefferson,  Lafayette,  Marquette,  Richland,  Rock,  Sauk  Counties 
J D Fabler,  MD(  1982-1985):  1552  University  Ave,  Madison  53706 
Cyril  M Hetsko,  MI)  (1982-1985):  1313  Fish  Hatchery  Rd, 
Madison  53715 

James  J Tydrich,  MD  (1982-1985):  1313  W Seminary  St, 
Richland  Center  53581 

Allen  O Tuftee,  MD  (1982-1985):  1905  Huebbe  Parkway,  Beloit 
5351  1 

William  P Crowley  Jr,  MD  (1981-1984):  20  S Park  St,  Madison 
53715 

Third:  Buffalo,  Crawford,  Jackson,  Juneau,  La  Crosse,  Monroe, 
Trempealeau,  Vernon  Counties 

Pauline  M Jackson,  MD(  1983- 1986):  1836  South  Ave,  LaCrosse 
54601 


•Map  indicating  location  of  districts  appears  on  opposite  page. 

••To  fill  unexpired  term  of  Doctor  Natoli  through  1984. 

§To  fill  unexpired  term  of  Doctor  Woloschek  through  1984. 
§§Additional  AMA  Alternate  Delegate  elected  for  a term  matching  that  of 
Doctor  Natoli. 

NOTE  Officers,  directors,  delegates,  alternate  delegates,  and  members  of 
commissions  and  committees  are  elected  at  the  Annual  Meeting  (March 
1983).  Dates  in  parentheses  indicate  beginning  and  expiration  of  term  of 
office.  AMA  delegates  and  alternate  delegates’  terms  of  office  are  on  a 
calendar  basis,  although  elected  at  the  Annual  Meeting. 


Fourth:  Clark,  Florence,  Forest,  Langlade,  Lincoln,  Marathon, 
Oneida,  Portage,  Price,  Taylor,  Vilas,  Wood  Counties 
John  J Kief,  MI)  (1983-1986):  1020  Kabel  Ave,  Rhinelander 
54501 

Jung  K Park,  MD  (1982-1985):  410  Dewey  St,  Wisconsin  Rapids 
54494 

H George  Locher,  MD  (1983-1986):  3326  N 1 Ith  St,  Wausau 
54401 

Fieth:  Calumet,  Fond  du  Lac,  Green  Lake,  Outagamie, 
Waupaca,  Waushara,  Winnebago  Counties 
Darold  A Treffert,  MD  (1982-1985):  459  E First  St, 

Fond  du  Lac  54935 

Kenneth  M Piste  Jr,  MD  (1983-1986):  100  Stoney  Beach  Rd, 
Oshkosh  54901 

Sixth:  Brown,  Door,  Kewaunee,  Manitowoc,  Marinette, 
Menominee,  Oconto,  Shawano,  Sheboygan  Counties 
Roger  L von  Heimburg,  MD  (1983- 1986):  900  S Webster, 

Green  Bay  54301 

Irvin  L Schroeder,  MD  (1982-1985):  210  Selma  St,  Plymouth 
53073 

Seventh:  Barron,  Chippewa,  Dunn,  Eau  Claire,  Pepin,  Pierce, 
Polk,  Rusk,  St  Croix,  Burnett,  Washburn  Counties 
Marwood  E Wegner,  MD  (1983-1986):  208  Adams  St  S,  St  Croix 
Falls  54024 

Eighth:  Ashland,  Bayfield,  Douglas,  Iron,  Sawyer  Counties 
Joseph  M Jauquet,  MD  (1981-1984):  200  7th  Ave  West,  Ashland 
54806 

* * * 

President:  Chesley  P Erwin,  MD  (1983-1984), 

8700  W Wisconsin  Ave,  Milwaukee  53226 
President-elect:  Timothy  T Flaherty,  MD  (1983-1984), 

547  E Wisconsin  Ave,  Neenah  54956 
Past  President  Gerald  C Kempthorne,  (1983-1984), 

153  E Jefferson,  Spring  Green  53588 
Speaker  Duane  W Taebel,  MD  (1983-1985),  1836  South  Ave, 

La  Crosse  54601 

Vice  Speaker:  Vernon  M Griffin,  MD  (1982-1984), 

767  Elm  St,  Mauston  53948 

Ex  officio,  without  vote 
Secretary  Thayer,  Treasurer  Foley 

Delegates  to  the  American  Medical  Association 

Del. ore  Williams,  MD  (1983-1984),  8501  W Lincoln  Ave, 

West  Allis  53227 

Patricia  J Stuff,  Ml)  (1983-1984),  PO  Box  366,  Bonduel  54107 
John  K Scott,  MD  (1983-1984),  1 South  Park  St,  Madison  53715 
Henry  F Twelmeyer,  MD  (1982-1983/1984-1985),  2500  N 
Mayfair  Rd,  Wauwatosa  53226 
Richard  W Edwards,  MD  (1982-1983/ 1984-1985), 

1313  W Seminary  St,  Richland  Center  53581 
Cornelius  A Natoli,  MI)  (1983/1984-1985),  2760  Hagen  Rd, 

La  Crosse  54601 

Alternate  Delegates  to  the  AMA 

John  1)  Riesch,  Ml)  (1983-1984),  PO  Box  427,  Menomonee  Falls 
53051 

Cyril  M Hetsko,  Ml)**  (1983-1984),  1313  Fish  Hatchery  Rd, 
Madison  53715 

J D Kabler,  MD  (1982-1983/1984-1985),  1552  University  Ave, 
Madison  53706 

Kenneth  M Piste  Jr,  Ml)  (1982-1983/ 1984-1985),  100  Stoney 
Beach  Rd,  Oshkosh  54901 

Raymond  C Zastrow,  MD§  (1983-1984),  2400  W Villard, 
Milwaukee  53209 

Richard  H Ulmer,  V//>§§  (1983-1984),  1000  N Oak  Ave, 
Marshfield  54449 


COMMISSIONS  continued 


Federal  Legislation  Committee  continued 

David  R Weber,  MD,  Fond  du  Lac 
Michael  P Mehr,  MD,  Marshfield 
Carl S Eisenberg,  MD,  Milwaukee 
Roland  R Liebenow,  MD,  Lake  Mills 
Robert  L Johnson,  MD,  Wisconsin  Rapids 
Paul  S Johnson,  MD,  Racine 
DeLore  Williams,  MD,  West  Allis 
Kenneth  M Viste  Jr,  MD,  Oshkosh 
Ex-Officio 

J D Kabler,  MD,  Madison 


Health  Planning 

This  commission  shall  be  concerned  about  planning  for  health 
care,  including  facilities  and  services  and  their  organization  to 
assure  availability,  access  and  quality  of  care;  standards,  guidelines 
and  regulations  affecting  health  care;  distribution  of  medical  ser- 
vices; relationships  with  allied  health  personnel;  and  matters  per- 
taining to  the  Joint  Commission  on  Accreditation  of  Hospitals. 

This  commission  also  includes  representatives  of  specialty  sec- 
tions/societies and  chairmen  of  Physician  HSA  Task  Forces  with 
voting  rights  when  present,  provided  they  are  SMS  members,  such 
appointments  subject  to  approval  by  the  Board  of  Directors. 

Peter  L Eichman,  MD,  Madison,  1984 
Jan  E Erlandson,  MD,  Monroe,  1984 
D Joseph  Freeman,  MD,  Wausau,  1984 
Guenther  P Pohlmann,  MD,  Milwaukee,  1984 
Lee  M Tyne,  MD,  Brookfield,  1984 
John  B Davis,  MD,  Verona,  1985 
Thomas  F Garland,  MD,  Milwaukee,  1985 
hermit  L Newcomer,  MD,  La  Crosse,  1985 
Bruce  J Stoehr,  MD,  Green  Bay,  1985 
Michael  E Tieman,  MD,  Berlin,  1985 
Clarence  R Hart,  MD,  Lake  Geneva,  1986 
Frederic  L Hildebrand,  MD,  Neenah,  1986 
Marvin  G Parker,  MD,  Racine,  1986 
Sigurd  E Sivertson,  MD,  Madison,  1986 
Sidney  E Johnson,  MD,  Marshfield,  1986 

Specialty  Representatives 
Society 

Allergy:  J Brent  Kooistra,  MD,  Madison 
Internal  Medicine:  Kenneth  R Kubsch,  MD,  Green  Bay 
Neurological:  Gamber  F Tegtmeyer,  MD,  Madison 
Obstetrics  and  Gynecology:  Norman  J Schroeder,  MD, 

Beaver  Dam 

Pediatrics  (Wisconsin  Chapter):  Gary  R Gutcher,  MD,  Madison 
Physical  Medicine  and  Rehabilitation:  Albert  M Cohen,  MD, 
Milwaukee 

Preventive  Medicine:  Richard  W Biek,  MD,  Milwaukee 
Radiological:  Andrew  B Crummy,  MD,  Madison 
Surgeons  (Wisconsin  Chapter):  John  T Mendenhall,  MD, 
Madison 

Surgical:  P Richard  Shod,  MD,  Janesville 


SMS  Section 

Anesthesiology:  Ann  Bardeen  Henschel,  MD,  Oconomowoc 
Dermatology:  Hal  Ridgway,  MD,  Madison 
Emergency  Medicine:  Thomas  A Reminga,  MD,  Milwaukee 
Ophthalmology:  James  C Allen,  MD,  Madison 
Otolaryngology:  Timothy  J Donovan,  MD,  Madison 
Pathology:  Charles  P Nichols,  MD,  La  Crosse 
Physical  Medicine  and  Rehabilitation:  John  L Melvin,  MD, 
Milwaukee 

Radiology:  Marcia  J S Richard,  MD,  Milwaukee 


Mediation  and  Peer  Review 

This  commission  may  have  up  to  25  members.  It  shall  receive, 
investigate,  and  seek  to  resolve  differences  between  physicians  and 
patients  or  other  complainants,  or  between  physicians,  on  matters 
relating  to  quality  of  care,  professional  ethics,  and  fees.  When 
necessary,  it  shall  initiate  disciplinary  or  other  action  as  appropri- 
ate. It  shall  serve  as  the  Society’s  advisory  body  to  private  or 
governmental  organizations  on  matters  affecting  medical  peer 
review  including  utilization  review,  appropriateness  of  care,  fees, 
and  quality  assurance.  It  shall  advise  and  consult  with  component 
societies  on  issues  of  peer  review,  mediation,  ethics,  and  discipline 
in  concert  with  members  of  the  Board  of  Directors.  It  shall  serve  as 
the  initial  appellate  body  for  peer  review  and  mediation  issues  that 
are  appealed  from  local  committees  of  component  societies.  It 
shall  coordinate  the  impaired  physician  program. 

Lloyd  R Cotts,  MD,  Rice  Lake,  1984 
Sharon  L Elias,  MD,  Milwaukee,  1984 
Joseph  B Grace,  MD,  Green  Bay,  1984 
James  M Huffer,  MD,  Madison,  1984 
Thomas  F Jennings,  MD,  West  Allis 
John  B McAndrews,  MD,  Oshkosh,  1984 
Robert  E Phillips,  MD,  Marshfield,  1984 
William  E Raduege,  MD,  Woodruff,  1984 
John  D Riesch,  MD,  Menomonee  Falls,  1984 
Albert  H Adams,  MD,  Milwaukee,  1985 
Domenick  S Bruno,  MD,  Milwaukee,  1985 
Ronald  J Darling,  MD,  Waukesha,  1985 
John  A DeGiovanni,  MD,  Prairie  du  Sac,  1985 
Richard  W Edwards,  MD,  Richland  Center,  1985 
Charles  S Geiger  Jr,  MD,  West  Bend,  1985 
Leo  R Grinney,  MD,  Racine,  1985 
Michael  R McCormick,  MD,  Waukesha,  1985 
Robert  T Cooney,  MD,  Portage,  1986 
Edsel  G Doreza,  MD,  Walworth,  1986 
Melvin  F Huth,  MD,  Baraboo,  1986 
Charles  E Koepp,  MD,  Marinette,  1986 
Robert  E Johnston,  MD,  Green  Bay,  1986 
D Mark  Lochner,  MD,  Waupaca,  1986 
Harry  F Weisberg,  MD,  Milwaukee,  1986 
David  E Westgard,  MD,  La  Crosse,  1986 

MPR  COMMITTEES 

Coordinating  Council  on  Physician  Impairment 
Gerald  C Kempthorne,  MD,  Spring  Green 
Roland  E Herrington,  MD,  Milwaukee 
Arthur  G Norris,  MD,  Milwaukee 
(State  Medical  Society) 

Ms  Gwen  Jackson,  Milwaukee 
George  W Arndt,  MD,  Neenah 
Susan  F Behrens,  MD,  Beloit 
(Medical  Examining  Board) 

Managing  Committee,  Statewide  Impaired  Physician  Program 

Roland  E Herrington,  MD,  Milwaukee 
Gerald  C Kempthorne,  MD,  Spring  Green 
Fred  H Koenecke  Jr,  MD,  Madison 
Arthur  G Norris,  MD,  Milwaukee 
A Bela  Maroti,  Milwaukee 
John  C LaBissoniere,  Madison 

Medicaid  Medical  Audit  Committee 

John  A DeGiovanni,  MD,  Prairie  du  Sac 
Richard  W Edwards,  MD,  Richland  Center 
Leo  R Grinney,  MD,  Racine 
Gerald  C Kempthorne,  MD,  Spring  Green 
John  J Kief,  MD,  Rhinelander 
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COMMISSIONS  continued 


Medicaid  Medical  Audit  Committee  continued 

D Mark  Lochrter,  MD,  Waupaca 
Charles  S Geiger  Jr,  MD,  West  Bend 
Virgil  L Sharp,  DO,  Waterloo 
GJohn  H eir  Jr,  MD,  Marshfield 
David  E Westgard,  MD,  LaCrosse 
Alfred  D Dally,  MD,  Madison 

Physicians  Alliance 

This  commission  shall  have  18  members  consisting  of  one  for 
each  Society  District,  except  that  District  2 shall  have  two  members 
and  District  1 shall  have  seven  members.  In  addition  the  President 
of  the  State  Medical  Society,  the  Chairman  of  the  Board  of  Direc- 
tors, and  Chairman  of  the  Commission  on  Governmental  Affairs 
will  be  ex  officio  members  with  vote.  Nominations  for  member- 
ship on  the  commission  shall  be  made  by  the  Board  Nominating 
Committee,  but  nominees  shall  be  actively  solicited  from  within 
each  district  by  contact  with  the  county  medical  societies  and  the 
medical  staffs  of  hospitals.  The  commission  shall  be  concerned 
with  planning,  organizing,  and  implementing  appropriate  pro- 
grams to  protect,  promote,  and  achieve  the  socio-economic  in- 
terests of  the  members  of  the  State  Medical  Society  of  Wisconsin. 
It  shall  report  to  the  Board  at  every  regular  meeting  and  annually 
to  the  House  of  Delegates,  both  as  to  its  operations  and  policy 
recommendations. 

Thomas  G Dehrt,  MD,  Milwaukee,  1984 
Joseph  C Diraimondo,  MD,  Manitowoc,  1984 
C Robert  Jackson,  MD,  Madison,  1984 
Dennis  J Kontra,  Racine,  1984 
Richard  Stone,  MD,  Milwaukee,  1984 
John  C Oujiri,  MD,  Ashland,  1985 
William  J Listwan,  MD,  West  Bend,  1985 
John  O Simenstad,  MD,  Osceola,  1 985 
John  E Thompson,  MD,  Nekoosa,  1985 
Kenneth  M Viste  Jr,  MD,  Oshkosh,  1985 
Jordon  Erank,  MD,  Beloit,  1986 
LaVern  ll  Herman,  MD,  Waukesha,  1986 
Jack  M Lockhart,  MD,  La  Crosse,  1986 
Charles  E Pechous  Jr,  MD,  Kenosha,  1986 
H'  Gregory  Von  Roenn,  MD,  Milwaukee,  1986 

Ex  officio  voting  members: 

President,  State  Medical  Society 

Chairman  of  the  Board  of  Directors 

Chairman,  Commission  on  Governmental  Affairs 


Specialty  Representatives 

Allergy  Society  and  Section:  Robert  J Kriz,  MD,  Madison 
Anesthesiology  Section:  Paul  M Jacobsen,  MD,  Verona 
Dermatology  Section:  Robert  A McDonald,  MD,  Madison 
Family  Physicians  Section:  Charles  L Steidinger,  MD,  Platteville 
Medical  Faculties  Section:  Mark  J Ciccantelli,  MD,  Wauwatosa 
Neurology  Section:  Michael  P McQuillen,  MD,  Milwaukee 
Neurosurgical  Society  and  Section:  Allan  B Levin,  MD,  Madison 
Obstetrics-Gynecology  Section:  William  J O'Leary,  MD, 
LaCrosse 

Ophthalmology  Section:  Edwin  B Bercovici,  MD,  Milwaukee 
Pediatrics  Section:  Curtis  R Weatherhogg,  MD,  Madison 
Plastic  Surgery  Section:  Sidney  K Wynn,  MD,  Milwaukee 
Preventive  Medicine  Section:  Richard  W Biek,  MD,  Milwaukee 
Otolaryngological  Society:  John  E Clemons,  MD,  LaCrosse 
Pathology  Society:  Dean  M Connors,  MD,  Madison 
Psychiatry  Society:  Robert  F Goerke,  MD,  Milwaukee 
Urology  Section:  Randle  E Pollard,  MD,  Milwaukee 
Radiology  Section:  Timothy  T Flaherty,  MD,  Neenah 
Radiological  Society:  Donald  P Babbitt,  MD,  Milwaukee 
Dematological  Society:  Derek  J Cripps,  MD,  Madison 


Neurological  Society:  Phiroze  L Hansotia,  MD,  Marshfield 
Orthopedic  Society:  Richard  C Wixson,  MD,  Madison 
Pathology  Section:  Kenneth  A Stormo,  MD,  Fond  du  Lac 
Radiation  Oncology  Society:  John  C Kirkpatrick,  MD,  Madison 
Neurosurgical  Society:  Stephen  M Cushman,  MD,  Racine,  or 
Mohammed  Raffiullah,  MD,  Racine 
Emergency  Medicine  Section:  Richard  J Krill,  MD, 

Whitefish  Bay 

Surgical  Society:  Russell  P Sinaiko,  MD,  Madison 
Orthopedic  Section:  Paul  K Odlund,  MD,  Janesville 
American  Academy  of  Pediatrics,  Wisconsin  Chapter: 

Rolv  Slungaard,  MD,  LaCrosse 
Obstetrics-Gynecology  Society:  C Weir  Horswill,  MD, 

Middleton 

American  College  of  Emergency  Physicians:  Wisconsin  Chapter, 
Mark  Olsky,  MD,  Madison 
Clinic  Managers:  Eugene  Oestreich,  Wausau 

PAC  COMMITTEES 

Medical  Liability  Committee 

Russell  A Quirk,  MD,  Racine,  Chairman 
Norman  O Becker,  Ml),  Fond  du  Lac 
Paul  A Jacobs,  MD,  Milwaukee 
Fred  C Kriss,  MD,  Madison 
H alter  D Moritz,  MD,  Fort  Atkinson 
Eugene  J Nordby,  MD,  Madison 
William  L Treacy,  MD,  Milwaukee 
H illiam  J Listwan,  MD,  West  Bend 
Vaughn  Demergian,  MD,  Madison 
Michael  C Reineck,  MD,  West  Bend 
Sidney  E Johnson,  MD,  Marshfield 

Reimbursement  Methodologies  Committee 
Jordon  Erank,  MD,  Beloit,  Chairman 
Antoine  Barrette,  MD,  Peshtigo 
Paul  S Haskins,  MD,  River  Falls 
Russell  F Lewis,  MD,  Marshfield 
I)  Mark  Lochner,  MD,  Waupaca 
Dean  Miller,  MD,  Milwaukee 
Cornelius  A Natoli,  MD,  La  Crosse 
John  C Oujiri,  MD,  Ashland 
Richard  H Patterson,  MD,  Milwaukee 
H illiam  R Richards,  MD,  Appleton 
John  O Simenstad,  MD,  Osceola 
Charles  L Steidinger,  MD,  Platteville 
Richard  H Strassburger,  MD,  Milwaukee 
Curtis  R Weatherhogg,  MD,  Madison 
Jack  Strong,  MD,  Mauston 

Public  Information 

This  commission  shall  be  concerned  about  the  members  of  this 
Society  and  their  image  with  the  public.  It  shall  plan  and  execute 
programs  of  effective  public  information  and  health  education, 
assist  component  societies  in  the  conduct  of  similar  programs, 
develop  effective  media  relations,  and  recruit  and  retain  physician 
members  of  the  Society  and  encourage  their  active  participation  in 
the  affairs  of  the  county  and  state  societies  and  the  American 
Medical  Association. 

H allace  MacMullen,  MD,  Green  Bay,  1984 
Carl  R Poley,  MD,  Green  Bay,  1984 
Richard  W Shropshire,  MD,  Madison,  1984 
Stanley  J Graiewski,  MD,  Oshkosh,  1985 
Vacancy,  1985 

Charles  Sorensen,  MD,  Wisconsin  Rapids,  1985 
Irwin  J Bruhn,  MD,  Walworth,  1986 
George  L Gay  Jr,  MD,  Cambridge,  1986 
Alan  H Cherkasky,  MD,  Kaukauna,  1986 
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COMMISSIONS  continued 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  shall  be  the  official  journal  of 
the  Society.  An  editorial  board  consisting  of  the  medical  editor  as 
chairman  and  six  additional  members  shall  be  responsible  for  all 
scientific,  editorial,  and  business  affairs  of  the  Journal.  An 
editorial  director,  serving  as  chairman  of  a group  of  no  less  than 
five  editorial  associates,  shall  be  responsible  for  regularly  providing 
items  of  editorial  opinion  for  publication  in  the  editorial  pages  of 
the  Journal. 

Editorial  Board 

Victor  S Falk,  MD,  Edgerton,  1984 
Chairman  and  Medical  Editor 
M C F Lindert,  MD,  Milwaukee,  1984 
Richard  D Sautter,  MD,  Marshfield,  1984 
Wayne  J Boulanger,  MD,  Milwaukee,  1985 
George  W Kindschi,  MD,  Monroe,  1985 
Dean  M Connors,  MD,  Madison,  1986 
Melvin  F Huth,  MD,  Baraboo,  1986 
Garrett  A Cooper,  MD,  Madison,  Emeritus 

Editorial  Associates 

(appointed  annually  by  Board  of  Directors) 

Wayne  J Boulanger,  MD,  Milwaukee 
Chairman  and  Editorial  Director 
Victor  S Falk,  MD,  Edgerton,  Medical  Editor 
Russell  F Lewis,  MD,  Marshfield 
John  P Mullooly,  MD,  Milwaukee 
Raymond  A McCormick,  MD,  Green  Bay 
* * * 

COMMITTEES 

Aging  and  Extended  Care  Facilities 

This  committee  shall  be  concerned  about  the  process  of  aging 
and  means  to  achieve  the  best  possible  health  care  for  the  aged,  in- 
cluding nursing  home  care. 

Robert  E Phillips,  MD,  Marshfield,  1984 

Terrence  N Hart,  MD,  Brookfield,  1984 

Richard  J Hendricks,  MD,  Madison,  1984 

Wilbur  E Rosenkranz,  MD,  Mukwonago,  1984 — V Chrmn 

Edward  R Winga,  MD,  La  Crosse,  1984 

Elston  L Belknap  Jr,  MD,  Madison,  1985 

Donna  D Davidoff,  MD,  Milwaukee,  1985 

Edward  L Perry,  MD,  La  Crosse,  1985 

H illiam  T Russell,  MD,  Sun  Prairie,  1985 

Roland  R Liebenow,  MD,  Lake  Mills,  1985 

Frederick  W Blancke,  MD,  Madison,  1986 

Jovan  L Djokovic,  MD,  Janesville,  1986 

Steven  R Gambert,  MD,  Milwaukee,  1986 — Chairman 

Kay  E Jewell,  MD,  Waupaca,  1986 

Sailendra  N Basu,  MD,  Wausau,  1986 

Mrs  Robert  Ortwein,  Racine,  Auxiliary 

Alcoholism  and  Other  Drug  Abuse 

This  committee  shall  be  concerned  about  prevention,  treatment, 
and  rehabilitation  for  persons  affected  by  alcoholism  and  any 
other  type  of  drug  abuse. 

Nunilo  L Bugarin,  MD,  Tomahawk,  1984 

Fred  H Koenecke,  MD,  Madison,  1984 

Warren  H Williamson,  MD,  Racine,  1984 

Roland  E Herrington,  MD,  Milwaukee,  1985 — Chairman 

Marwood  E Wegner,  MD,  St  Croix  Falls,  1985 

David  L Nelson,  MD,  Stoughton,  1985 

Herbert  White,  DO,  Genesee  Depot,  1984 
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Michael  C Gordon,  MD,  Janesville,  1986 
Stephen  D Hathway,  MD,  Green  Bay,  1986 
Pauline  M Jackson,  MD,  La  Crosse,  1986 
Charles  W Landis,  MD,  Milwaukee,  1986 
Glenn  H Franke,  MD,  Milwaukee,  1986 

Environmental  and  Occupational  Health 

This  committee  may  have  up  to  15  members  and  shall  be  con- 
cerned with  the  health  and  safety  of  persons  in  relation  to  their 
environment,  including  matters  relating  to  occupational  and  rural 
health. 

Henry  A Anderson  III,  MD,  Madison,  1984 
John  J Beck,  MD,  Sturgeon  Bay,  1984 
Erwin  S Huston,  MD,  Milwaukee,  1984 
Donald  M Rowe,  MD,  Kohler,  1984 
John  T Schmitz,  MD,  Milwaukee,  1984 
Vernon  N Dodson,  MD,  Madison,  1985 
Edward  P Horvath  Jr,  MD,  Marshfield,  1985 
Larry  A Lindesmith,  MD,  La  Crosse,  1985 
Charles  W Fishburn,  MD,  New  Berlin,  1985 
Susan  M H ester,  MD,  La  Crosse,  1985 
Melvin  S Blumenthal,  MD,  Monroe,  1986 
Robert  H Page,  MD,  Marshfield,  1986 
Steven  T Rosebrock,  Appleton,  1986 
Wendelin  W Schaefer,  MD,  Sheboygan,  1986 
CarIZenz,  Ml),  West  Allis,  1986 
Elizabeth  Evans-Gresch,  MD,  West  Allis,  1986 
Mrs  W H'  (Jame)  Schaefer,  Sheboygan,  Auxiliary 

Health  Care  Costs  Liaison 

This  committee  shall  be  concerned  with  promoting  an  ongoing 
dialogue  with  business,  industry,  and  labor.  As  part  of  this 
dialogue  special  emphasis  will  be  placed  on  issues  relating  to  the 
rapidly  escalating  costs  of  health  care. 

Russell  F Lewis,  MD,  Marshfield,  1984 — Chairman 
Gerald  C Kempthorne,  MD,  Spring  Green,  1984 
H illiam  C Miller,  MD,  Wausau,  1984 
Fredrick  H ood  Jr,  MD,  Kenosha,  1984 
Albert  J Motzel  Jr,  Ml),  Waukesha,  1985 
John  O Simenstad,  MD,  Osceola,  1985 
Guenther  P Pohlmann,  MD,  Milwaukee,  1985 
Raymond  R Johnson,  MD,  Ladysmith,  1985 
Harry  Zemel,  MD,  Fond  du  Lac,  1986 
James  V Seegers,  MD,  Elkhorn,  1986 
Stephen  Hathway,  MD,  Green  Bay,  1986 

Joint  Practice 

SMS/Wisconsin  Nurses  Association 

This  committee  shall  be  concerned  with  developing  recommen- 
dations, as  appropriate,  regarding  education,  legislation,  practice 
arrangements  and  delivery  patterns;  shall  facilitate  understanding 
and  acceptance  by  the  professions  and  the  public  of  changing 
medical  and  nursing  relationships,  roles  and  practices;  shall  serve 
as  a consultation  resource  in  matters  that  relate  to  joint  practice. 

James  J Tydrich,  MD,  Richland  Center,  Cochairman 

llse  Hecht,  RN,  MS,  Madison,  Cochairman 

Robert  T Cooney,  MD,  Portage 

Robert  A Starr,  MD,  Viroqua 

Judy  Ellington,  RN,  MS,  Baraboo 

Karen  Eichelberger,  RN,  MS 

Maternal  and  Child  Health 

This  committee  shall  be  concerned  about  all  aspects  of  health  in 
pregnancy,  childbirth  and  children,  with  special  emphasis  on  the 
reduction  of  maternal  mortality  and  the  prevention  of  disease  or 
disability  in  children. 

continued  next  page 
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COMMITTEES  continued 


Maternal  and  Child  Health  continued 

Gloria  M Halverson,  MD,  Waukesha,  1984 
Daniel  F Johnson,  MD,  Eau  Claire,  1984 
Sharon  L Maby,  MD,  Marshfield,  1984 
Walter  R Schwartz,  MD,  Wauwatosa,  1984 
Edward  J Buerger,  MD,  Waukesha,  1985 
Michael  H Mader,  MD,  La  Crosse,  1985 
Kilian  H Meyer,  MD,  Richland  Center,  1985 
Curtis  R Weatherhogg,  MD,  Madison,  1985 
Gary  R Gutcher,  MD,  Madison,  1986 
John  E Inman,  MD,  Monroe,  1986 
Joanne  Selkurt,  MD,  Whitehall,  1986 

Subcommittee 

Study  Committee  on  Maternal  Mortality  Survey 

Richard  C Brown,  MD,  Eau  Claire 

Gloria  M Halverson,  MD,  Waukesha 

Perry  A Henderson,  MD,  Madison 

Frederick  J Hofmeister,  MD,  Wauwatosa 

Stanley  A Korducki,  MD,  Milwaukee 

Thomas  A Leonard,  MD  (Emeritus),  Middleton 

Ronald  W Olson,  MD,  Madison 

Ben  M Peckham,  MD,  Madison 

Robert  P Reik,  MD,  Wauwatosa 

Herbert  F Sandmire,  MD,  Green  Bay 

Albert  H Stahmer,  MD,  Wausau 

Everett  A Beguin,  MD,  La  Crosse 

John  E Inman,  MD,  Monroe 

Dan  F Johnson,  MD,  Eau  Claire 

Richard  F Mattingly,  MD,  Milwaukee 

William  E Martens,  MD,  Wauwatosa 

Bernard  Poeschel,  MD,  Eau  Claire 


Medicine  and  Religion 

This  committee  shall  be  concerned  about  the  medical-spiritual 
values  of  health  care  and  the  development  of  closer  relationships 
between  physicians  and  clergy  to  permit  discussion  of  common 
problems  in  the  total  treatment  and  care  of  patients. 

Frank  J Cerny,  MD,  Fond  du  Lac,  1984 
Dennis  G Greer,  MD,  Wautoma,  1984 
William  O Myers,  MD,  Marshfield,  1984 
Richard  W Shropshire,  MD,  Madison,  1984 
Donald  A Wollheim,  MD,  Wauwatosa,  1984 
Glenn  H Franke,  MD,  Milwaukee,  1985 
John  P Mullooly,  MD,  Milwaukee,  1985 
James  V Seegers,  MD,  Elk  horn,  1985 
John  O Simenstad,  MD,  Osceola,  1985 
John  B Weeth,  MD,  La  Crosse,  1985 
John  W Faber,  MD,  Neenah,  1986 
E Basil  Jackson,  Ml),  Milwaukee,  1986 
G Daniel  Miller,  MD,  Oconomowoc,  1986 
John  K Scott,  Ml),  Madison,  1986 
Maxwell  H S H'eingarten,  MD,  Milwaukee,  1986 
Carl  R Poley,  MD,  Green  Bay,  1986 


Physician-Nurse  Liaison 

This  committee  shall  review  shared  concerns  as  they  relate  to 
training,  vocation,  licensure,  organization,  structure,  practice, 
decision-making  on  hospital  staffs,  technology  advances,  recruit- 
ment and  retention,  autonomy,  patient  care. 

Albert  J Motzel  Jr,  MD,  Waukesha,  Cochairman 
Rosellen  Crow,  RN,  Middleton,  Cochairman 
Carl  S Eisenberg,  MD,  Milwaukee 
Michael  P Mehr,  MD,  Marshfield 
Norma  Lang,  RN,  Milwaukee 
Sherry  Quamme,  RN,  Columbus 


Mental  Health 

This  committee  shall  be  concerned  with  all  aspects  of  mental 
health  as  an  equal  part  of  the  patient’s  total  well-being. 


Charles  W Landis,  MD,  Milwaukee,  1984 
Clarence  E Moore,  MD,  Fond  du  Lac,  1984 
William  W Garitano,  MD,  Marshfield,  1985 
Pauline  M Jackson,  MD,  LaCrosse,  1985 
Warren  A Olson,  MD,  Madison,  1985 
Jack  D Edson,  MD,  Eau  Claire,  1985 
Barry  Blackwell,  MD,  Milwaukee,  1986 

Safe  Transportation 

This  committee  shall  be  concerned  about  the  health  and  safety 
of  all  who  may  be  affected  by  the  use  of  vehicles  of  transportation 
on  land,  water,  or  in  the  air. 

Frederick  Bunkfeldt  Jr,  MD,  Milwaukee,  1984 
Glenn  C Hillery,  MD,  Lancaster,  1984 
Kathryn  P Nichol,  MD,  Madison,  1984 
James  L Weygandt,  MD,  Kohler,  1984 
Eugene  E Eckstam,  MD,  Monroe,  1985 
Ralph  F Hudson,  MD,  Eau  Claire,  1 985 
Walter  F Smejkal,  MD,  Manitowoc,  1985 
James  M Huffer,  MD,  Madison,  1986 
Clarence  E Moore,  MD,  Fond  du  Lac,  1986 
John  C Heffelfinger,  MD,  Watertown,  1986 

School  Health 

This  committee  shall  be  concerned  about  protecting  and  im- 
proving the  health  of  those  attending  the  public  or  private  schools 
of  this  state,  including  matters  related  to  athletics. 

George  H Handy,  MD,  Madison,  1984 

Rolf  L Simonson,  MD,  Sheboygan,  1984 

Horace  K Tenney  III,  MD,  Madison,  1984 

Conrad  L Andringa,  MD,  Madison,  1985 

Parnell  Donahue,  MD,  Hartford,  1985 

James  C H Russell,  MD,  Ft  Atkinson,  1985 

Lawrence  K Siegel,  MD,  Waukesha,  1986 

Roy  E Buck,  MD,  Oshkosh,  1986 

Mrs  Kenneth  (Mary)  Smigielski,  Milwaukee,  Auxiliary 

Women  Physicians 

This  committee  shall  serve  as  liaison  and  women’s  advocate  with 
other  commissions  and  committees  of  the  State  Medical  Society.  It 
shall  encourage  state,  county,  and  specialty  societies  to  make 
special  efforts  to  recruit  women  physicians  to  membership  in 
organized  medicine,  subsequently  to  consider  them  for  leadership 
positions  based  on  their  professional  capabilities  rather  than  as 
women  physicians.  It  shall  promote  medical  education  that  is  sen- 
sitive and  responsive  to  women’s  healthcare  needs  and  enhance 
educational  opportunities  for  women.  It  also  shall  serve  as  a 
resource  to  the  State  Medical  Society,  other  groups,  and  individ- 
uals on  women’s  health  issues.  It  shall  consist  of  nine  members 
appointed  by  the  Board  of  Directors. 

Kathryn  C Bemmann,  MD,  Waukesha,  1984 
Lucille  B Glicklich,  MD,  Milwaukee,  1984 
Hansi  R Patience,  MD,  Sturgeon  Bay,  1984 
Patricia  J Stuff,  MD,  Bonduel,  1985 
Carol  Young,  MD,  Milwaukee,  1985 
Carl  S Eisenberg,  MD,  Milwaukee,  1986 
Pauline  M Jackson,  MD,  La  Crosse,  1986 
Janet  C Lindemann,  MD,  Waukesha,  1986 
Sandra  L Osborn,  MD,  Madison,  1986 
Mrs  Donald  A (Audrey)  Peterson,  Auxiliary 
Timothy  T Flaherty,  MD,  Neenah,  President-elect 

(ex  officio)  ■ 
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COUNTY  MEDICAL  SOCIETIES 

Presidents  (P)  and  Secretaries  (S);  Executive  Secretaries  (ES),  T reasurers  (T),  and  Executive  Vice  Presidents  (EVP) 


ASH  LAN  D-BAYFI ELD-IRON 

P — Ivan  Teoh,  MD 
2101  Beaser  Avenue 
Ashland,  WI  54806 
S— John  C Oujiri,  MD 
Suite  2 

2101  Beaser  Avenue 
Ashland,  Wl  54806 

BARRON-WASHBURN- 

BURNETT 

P — Donald  E Riemer,  MD 
PO  Box  127 
Cumberland,  WI  54829 
S — Mark  T Nymo,  MD 
1020  Lake  Street 
Rice  Lake,  Wl  54868 

BROWN 

P — G Robert  Kaftan,  MD 
900  South  Webster  Avenue 
Green  Bay,  Wl  54301 
S — James  R Mattson,  MD 
501  South  Military  Avenue 
Green  Bay,  Wl  54301 
T — Roger  C Wargin,  MD 
PO  Box  3875 
Green  Bay,  WI  54303 
ES — Ms  Bernice  Mangless 
501  South  Military  Avenue 
Green  Bay,  Wl  54301 

CALUMET 

P — Badri  N Ganju,  MD 
451  East  Brooklyn  Street 
Chilton,  WI  53014 
S — James  C Pinney,  MD 
507-C  West  Main  Street 
Hilbert,  WI  54129 

CHIPPEWA 

P — Steven  D Cook,  MD 
2501  County  Trunk  I 
Chippewa  Falls,  Wl  54729 
S — Richard  C Sazama,  MD 
3203  Stein  Boulevard 
Eau  Claire,  WI  54701 

CLARK 

P — Frederico  P Gregorio,  MD 
216  Sunset  Place 
Neillsville,  WI  54456 
S — Vangala  J Reddy,  MD 
216  Sunset  Place 
Neillsville,  WI  54456 

COLUMBIA-MARQUETTE- 

ADAMS 

P — Paul  J Slavik,  MD 
916  Silver  Lake  Drive 
Portage,  WI  53901 
S — Richard  E Christianson,  MD 
916  Silver  Lake  Drive 
Portage,  WI  53901 
ES — Mrs  Elayne  Hanson 
PO  Box  352 
Portage,  Wl  53901 


CRAWFORD 

P — Thomas  F Farrell,  MD 
323  South  Beaumont  Road 
Prairie  du  Chien,  WI  53821 
S — Michael  S Garrity,  MD 
610  East  Taylor  Street 
Prairie  du  Chien,  WI  53821 

DANE 

P — Sandra  L Osborn,  MD 
1912  Atwood  Avenue 
Madison,  WI  53704 
S — Kathryn  P Nichol,  MD 
2753  Marshall  Parkway 
Madison,  WI  53713 

DODGE 

P — George  E Davis,  MD 
130  Warren  Street 
Beaver  Dam,  WI  53916 
S — Edward  F Cody,  MD 
1200  North  Center  Street 
Beaver  Dam,  Wl  53916 

DOOR-KEWAUNEE 

P — Michael  R McFadden,  MD 
PO  Box  447 

Sturgeon  Bay,  WI  54235 
S — Alphonso  G Tamayo,  MD 
PO  Box  107 

Sturgeon  Bay,  WI  54235 

DOUGLAS 

P — Enzo  Krahl,  MD 
3600  Tower  Avenue 
Superior,  Wl  54880 
S — Kimberly  M Thompson,  MD 
318  21st  Avenue  East 
Superior,  WI  54880 

EAU  CLAIR  E-DU  NN-PEPIN 

P — Philip  J Happe,  MD 
733  West  Clairemont  Avenue 
Eau  Claire,  WI  54701 
S — Daniel  F Johnson,  MD 
733  West  Clairemont  Avenue 
Eau  Claire,  WI  54701 

FOND  DU  LAC 

P— David  L Nelson,  MD 
481  East  Division  Street 
Fond  du  Lac,  WI  54935 
S — Teodoro  M Ramos,  MD 
PO  Box  325 
Ripon,  WI  54971 
T — John  C Swan,  MD 
Mount  Calvary,  WI  53057 

FOREST 

P — Enzo  F Castaldo,  MD 
Laona,  WI  54541 
S — Burton  S Rathert,  MD 
101  West  Washington 
Crandon,  Wl  54520 


GRANT 

P — John  M McKichan,  MD 
1370  North  Water  Street 
Platteville,  WI  53818 
S — Robert  E Stader,  MD 
235  North  Madison  Street 
Lancaster,  WI  53813 

GREEN 

P — Geoffrey  L Tullett,  MD 
1515  Tenth  Street 
Monroe,  Wl  53566 
S— Jacob  George,  MD 
1515  Tenth  Street 
Monroe,  Wl  53566 

GREEN  LAKE-WAUSHARA 

P — John  C Koch,  MD 
209  East  Park  Avenue 
Berlin,  WI  54923 
S — Michael  E Tieman,  MD 
Route  2 

Berlin,  WI  54923 

IOWA 

P — Timothy  A Correll,  MD 
109  West  Fountain  Street 
Dodgeville,  WI  53533 
S — Harald  P L Breier,  MD 
PO  Box  185 
Montfort,  WI  53569 

JEFFERSON 

P— George  L Gay,  Jr,  MD 
PO  Box  28 

Cambridge,  WI  53523 
S — John  C Heffelfinger,  MD 
700  Hoffmann  Drive 
Watertown,  WI  53094 

JUNEAU 

P — D Keith  Ness,  MD 
1040  Division  Street 
Mauston,  WI  53948 
S — Nancy  E B Ness,  MD 
1040  Division  Street 
Mauston,  Wl  53948 

KENOSHA 

P — Harold  A Bjork,  MD 
6530  Sheridan  Road 
Kenosha,  WI  53140 
S — Andrew  T Przlomski,  MD 
6530  Sheridan  Road 
Kenosha,  Wl  53140 
ES — Mr  James  Splitek 
41 09-67 th  Street 
Kenosha,  WI  53142 

LA  CROSSE 

P — David  L Nelson,  MD 
815  Tenth  Street 
La  Crosse,  WI  54601 
S — Thomas  P Lathrop,  MD 
1836  South  Avenue 
La  Crosse,  WI  54601 


LAFAYETTE 

P — Lyle  L Olson,  MD 
517  Park  Place 
Darlington,  WI  53530 
S — Norbert  A McGreane,  MD 
Route  2,  Box  187 
Darlington,  WI  53530 

LANGLADE 

P — John  E McKenna,  MD 
PO  Box  400 
Antigo,  WI  54409 
S — Theodore  C Fox,  MD 
213  Fifth  Avenue 
Antigo,  Wl  54409 

LINCOLN 

P — Geoffrey  C Kloster,  MD 
1205  O’Day  Street 
Merrill,  WI  54452 
S — Donald  L Evans,  MD 
1205  O’Day  Street 
Merrill,  WI  54452 

MANITOWOC 

P — Patrick  F Limoni,  MD 
220  East  Cleveland  Avenue 
Manitowoc,  WI  54220 
S — Cecilio  T Mendoza,  MD 
600  York  Street 
Manitowoc,  Wl  54220 

MARATHON 

P — David  J Freeman,  MD 
1925  Townline  Road 
Wausau,  WI  54401 
S — Gerald  W Grim,  MD 
2727  Plaza  Drive 
Wausau,  WI  54401 

MARINETTE-FLORENCE 

P — David  D Darcy,  MD 
2500  Hall  Avenue 
Marinette,  WI  54143 
S — Steven  H Hoyme,  MD 
801  Wells  Street 
Marinette,  WI  54143 

MILWAUKEE 

P — Richard  D Fritz,  MD 
Suite  300 

788  North  Jefferson  Street 
Milwaukee,  WI  53202 
S — Thomas  A Reminga,  MD 
2025  East  Newport  Avenue 
Milwaukee,  WI  53211 
EVP — Mr  William  B Harlan 
41 1 East  Mason  Street 
Milwaukee,  WI  53202 

MONROE 

P — Jameel  S Mubarak,  MD 
105  West  Milwaukee  Street 
Tomah,  WI  54660 
S — Jack  D Brown,  MD 
PO  Box  250 
Sparta,  WI  54656 
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OCONTO 

P — Kenneth  L Strebe,  MD 

103  John  Street 
Oconto  Falls,  WI  54154 
S — Clyde  E Siefert,  MD 
164  North  Main  Street 
Oconto  Falls,  Wl  54154 

ONEIDA-VILAS 

P— Lee  A Swank,  MD 
203  Scheik  Plaza  Drive 
Rhinelander,  WI  54501 
S — Bruce  A Kotila,  MD 
210  Elm  Court 
Rhinelander,  WI  54501 

OUTAGAMIE 

P — C William  Freeby,  MD 
200  East  Washington  Street 
Suite  260 

Appleton,  WI  5491 1 
S — Henry  Chessin,  MD 
424  East  Wisconsin  Avenue 
Appleton,  WI  54911 

OZAUKEE 

P — M Thomas  Chemotti,  MD 
N94  W6539  Fieldcrest 
Cedarburg,  WI  53012 
S — Thomas  J Shewczyk,  MD 
W62  N563  Washington  Avenue 
Cedarburg,  WI  53012 

PIERCE-ST.  CROIX 

P — Eugene  R Jonas,  MD 
144  South  Plum  Street 
Ellsworth,  WI  5401 1 
S — David  M Woeste,  MD 
409  Spruce  Street 
River  Falls,  WI  54022 

POLK 

P— William  W Young,  MD 

104  Adams  Street  South 
St  Croix  Falls,  WI  54024 

S — Timothy  J Peterson,  MD 
Frederic  WI  54837 

PORTAGE 

P — Joseph  F Jarabek,  MD 
2501  Main  Street 
Stevens  Point,  WI  54481 
S — Roy  J Dunlap  II,  MD 
508  Vincent  Street 
Stevens  Point,  WI  54481 

PRICETAYLOR 

P— T Bayard  Frederick,  MD 
789  South  Seventh  Avenue 
Park  Falls,  WI  54552 
S — Walther  W Meyer,  MD 
101  North  Gibson  Avenue 
Medford,  WI  54451 


RACINE 

P— Charles  H Raine,  MD 
2405  Northwestern  Avenue 
Racine,  WI  53404 
S — Jerome  C Brooks,  MD 
5625  Washington  Avenue 
Racine,  WI  53406 
T — Richard  N Odders,  MD 
5625  Washington  Avenue 
Racine,  WI  53406 
ES — Mr  John  M Bjelajac 
PO  Box  592 
Racine,  WI  53401 

RICHLAND 

P — John  C Jordan,  MD 
1313  West  Seminary  Street 
Richland  Center,  WI  53581 
S — Thomas  L Richardson,  MD 
1313  West  Seminary  Street 
Richland  Center,  WI  53581 

ROCK 

P — Edward  P Ondarek,  MD 
1969  West  Hart  Road 
Beloit,  Wl  5351  1 
S — William  A Pruett,  MD 
2031  Riverside  Drive 
Beloit,  Wl  5351  1 

RUSK 

P — Ralph  P Bennett,  MD 
906  West  College  Avenue 
Ladysmith,  WI  54848 
S — Raymond  R Johnson,  MD 
906  West  College  Avenue 
Ladysmith,  WI  54848 

SAUK 

P — Michael  D Plooster,  MD 
1070  Rosemary  Circle 
Baraboo,  Wl  53913 
S — T Rex  Flygt,  MD 
1181  Jefferson  Street 
Baraboo,  Wl  53913 

SAWYER 

P — Lloyd  M Baertsch,  MD 
Route  3,  Box  3998 
Hayward,  WI  54843 
S — Paul  Strapon  III,  MD 
Route  3,  Box  3998 
Hayward,  WI  54843 

SHAWANO 

P — John  D Hart,  MD 
1 17  East  Green  Bay  Street 
Shawano,  WI  54166 
S — Alois  J Sebesta,  MD 
126'A  South  Main  Street 
PO  Box  360 
Shawano, WI  54166 


SHEBOYGAN 

P — Christopher  A Graf,  MD 
1720  North  Eighth  Street 
Sheboygan,  WI  53081 
S— James  L Weygandt,  MD 
Kohler  Company 
Kohler,  WI  53044 

TREMPEALEAU-JACKSON- 

BUFFALO 

P — Joanne  A Selkurt,  MD 
1933  Park  Street 
Whitehall,  Wl  54773 
S — James  J Dickmann  II,  MD 
610  West  Adams  Street 
Black  River  Falls,  WI  54615 

VERNON 

P — Phillips  T Bland,  MD 
100  Melby  Street 
Westby,  WI  54667 
S — DeVerne  W Vig,  MD 
PO  Box  72 
Viroqua,  WI  54665 

WALWORTH 

P — Edsel  G Doreza,  MD 
255  Havenwood  Street 
Lake  Geneva,  WI  54147 
S— James  V Seegers,  MD 
104  South  Wisconsin  Street 
Elkhorn,  WI  53121 

WASHINGTON 

P — Michael  C Reineck,  MD 
1201  Oak  Street 
West  Bend,  WI  53095 
S — Uday  V Gupte,  MD 
1113  East  Sumner  Street 
Hartford,  WI  53027 


WAUKESHA 

P — Matthew  A Meyer,  MD 
W290  N3159  Hillcrest 
Pewaukee,  WI  53072 
S — Thomas  J Dougherty,  MD 
1 1 1 1 Delafield  Street 
Waukesha,  WI  53186 
T — James  E Dali,  MD 
1 1 1 1 Delafield  Street 
Waukesha,  WI  53186 
ES — Mr  Robert  Herzog 
850  Elm  Grove  Road 
Elm  Grove,  Wl  53122 

WAUPACA 

P — Robert  L Peterson,  MD 
710  Riverside  Drive 
PO  Box  387 
Waupaca,  WI  54981 
S — Donn  D Fuhrmann,  MD 
1420  Algoma  Street 
New  London,  WI 54961 

WINNEBAGO 

P — Richard  W Roberts,  MD 
400  Ceape  Ave 
Oshkosh,  WI  54901 
S — Edwin  L Downing,  MD 
719  Doctors  Court 
Oshkosh,  WI  54901 

WOOD 

P — Homer  H Russ,  MD 
61 1 St  Joseph  Avenue 
Marshfield,  WI  54449 
S — Michael  J Kryda,  MD 
1000  North  Oak  Avenue 
Marshfield,  WI  54449B 


“WATS”  LINE  FOR  MEMBERS 

The  in-WATS  (toll-free)  line  can  be  used  to  contact 
anyone  at  SMS  headquarters  (330  East  Lakeside 
Street,  Madison)  from  anywhere  within  the  State  of 
Wisconsin  between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 
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OFFICERS  OF  SPECIALTY  SECTIONS*  OF  THE  STATE  MEDICAL 
SOCIETY  as  of  record  May  1, 1983 


Section  on: 

ALLERGY  AND  CLINICAL  IMMUNOLOGY 

Chairman 


Secretary-treasurer 


Delegate  Martin  Z Fruchtman,  MD 

217  Wisconsin  Ave,  Waukesha  53186 

Alternate  Delegate  John  J Ouellette,  MD 

1 S Park  St,  Madison  53715 

ANESTHESIOLOGISTS 

Chairman  David  C Riese,  MD 

1421-14th  Ave,  Monroe  53566 

Secretary-treasurer  W Stuart  Sykes,  BM 

1005  Columbia  Rd,  Madison  53705 

Delegate  Warren  J Holtey,  MD 

1000  N Oak,  Marshfield  54449 

Alternate  Delegate  James  J Brill,  MD 

20  S Park  St,  Madison  53715 

DERMATOLOGY 

Chairman James  J Barrock,  MD 

425  E Wisconsin  Ave,  Milwaukee  53202 

Secretary-treasurer  Carla  Ann  Folkers  Skibba,  MD 

9033  W Grange  Ave,  Hales  Corners  53130 

Delegate Joel  E Taxman,  MD 

1622  W Wisconsin  Ave,  Milwaukee  53233 

Alternate  Delegate  Nyles  Eskritt,  MD 

3508  E Maria  Dr,  Stevens  Point  54481 

EMERGENCY  MEDICINE 

Chairman Gary  Gerschke,  MD 

2025  E Newport,  Milwaukee  53211 

Secretary-treasurer C Randolph  Turner,  MD 

2530  N 124th  St,  #238,  Normandy  Village 
Milwaukee  53226 

Delegate  Gary  Gerschke,  M D 

2025  E Newport,  Milwaukee  5321  1 

Alternate  Delegate 


FAMILY  PHYSICIANS 

Chairman  Jack  Strong,  MD 

143  Division  St,  Mauston  53948 

Secretary-treasurer  David  E Westgard,  MD 

815  S 10th  St,  La  Crosse  54601 

Delegate Robert  F Purtell  Jr,  MD 

3316  West  Wisconsin  Ave,  Milwaukee  53208 

Alternate  Delegate Stuart  L Goldman,  MD 

610  North  19th  St,  Milwaukee  53233 


HOSPITAL  MEDICAL  STAFF  (To  be  organized) 


INTERNAL  MEDICINE 

Chairman  Joseph  J Mazza,  MD 

1000  N Oak  Ave,  Marshfield  54449 

Secretary-treasurer  Anthony  P Ziebert,  MD 

2400  S 90th  St,  #206,  West  Allis  53227 


•Appointments  to  these  Sections  are  generally  made  by  the  Specialty 
Societies.  In  some  instances  the  appointees  are  not  members  of  the  State 
Medical  Society  and  thus  cannot  serve  in  an  official  capacity;  these  names 
have  been  omitted. 


Delegate Anthony  P Ziebert,  MD 

2400  South  90th  St,  #306,  Milwaukee  53227 

Alternate  Delegate  Russell  Quirk,  MD 

2405  Northwestern  Ave,  Racine  53404 


MEDICAL  FACULTIES 

Chairman 


Secretary-treasurer 


Delegate  Mark  J Ciccantelli,  MD 

610  N 19th  St,  Milwaukee  53233 

Alternate  Delegate  Manucher  J Javid,  MD 

600  Highland  Ave,  Madison  53792 


MEDICAL  STUDENTS 

Delegate Brian  King,  MCW 

Alternate Timothy  Roddy,  UW 

NEUROLOGY 

Chairman R Clarke  Danforth,  MD 

3070  N 51st  St,  #100,  Milwaukee  53210 

Secretary-treasurer Gastone  G Celesia,  MD 

2500  Overlook  Terr,  Madison  53706 

Delegate Robert  T Schmidt  Jr,  MD 

704  S Webster,  Green  Bay  54301 

Alternate  Delegate  Gamber  Tegtmeyer,  MD 

20  S Park  St,  Madison  53715 


NEUROSURGERY 

Chairman  Thomas  A Duff,  MD 

1813  Camelot  Dr,  Madison  53705 

Secretary-treasurer  Bruce  C Bressler,  MD 

3133  Term  Court,  Green  Bay  54302 

Delegate  Werner  E Langheim,  MD 

20  South  Park  St,  Madison  53715 

Alternate  Delegate  Allan  B Levin,  MD 

600  Highland  Ave,  Madison  53792 


OBSTETRICS-GYNECOLOGY 

Chairman William  J Madden,  MD 

2405  Northwestern  Ave,  Racine  53404 

Secretary-treasurer  Walter  R Schwartz,  MD 

10425  W North  Ave,  Wauwatosa  53226 

Delegate William  E Martens,  MD 

10425  W North  Ave,  Wauwatosa  53226 

Alternate  Delgate  


OPHTHALMOLOGY 

Chairman John  L Sella,  MD 

6114  W Capitol  Dr,  Milwaukee  53216 

Secretary-treasurer Reed  C Andrew,  MD 

417  S Monroe  Ave,  Green  Bay  54301 

Delegate  M Thomas  Chemotti,  MD 

N94  W6539  Fieldcrest,  Cedarburg  53012 
Alternate  Delegate  None 
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SPECIALTY  SECTIONS  continued 


ORTHOPAEDICS 


PSYCHIATRY 


Chairman  Donald  R Gore,  MD 

1226  North  8th  St,  Sheboygan  53081 

Secretary-treasurer D Scott  Sellinger,  MD 

1226  North  8th  St,  Sheboygan  53081 

Delegate  Paul  A Jacobs,  MD 

1218  W Kilbourn  Ave,  Milwaukee  53233 

Alternate  Delegate  David  D Mellencamp,  MD 

3970  N Oakland  Ave,  #501,  Milwaukee  53211 


Chairman Richard  H Patterson,  MD 

41 10  W Martin  Dr,  Milwaukee  53208 

Secretary-treasurer None 

Delegate Fred  H Koencke  Jr,  MD 

2727  Marshall  Court,  Madison  53705 

Alternate  Delegate  Paul  S Johnson,  MD 

211 -9th,  Racine  53403 


OTOLARYNGOLOGY 

Chairman Robert  J Toohill,  MD 

8700  W Wisconsin  Ave,  Milwaukee  53226 

Secretary-treasurer  Glenn  M Seager,  MD 

1836  South  Ave,  LaCrosse  54601 

Delegate  Glenn  M Seager,  MD 

1836  South  Ave,  LaCrosse  54601 

Alternate  Delegate David  M Wineinger,  MD 

923  Eliza  St,  Green  Bay  54301 


PATHOLOGY 

Chairman  Charles  P Nichols,  MD 

709  S 10th  St,  LaCrosse  54601 

Secretary-treasurer  Gerald  A Hanson,  MD 

8700  W Wisconsin  Ave,  Milwaukee  53226 

Delegate  Edward  A Burg,  MD 

2025  E Newport  Ave,  Milwaukee  53211 

Alternate  Delegate Michael  F Briselli,  MD 

8223  W Oklahoma  Ave,  Milwaukee  53219 

PEDIATRICS 

Chairman  Ferrin  C Holmes,  MD 

345  - 1 8th  Ave,  POB  447,  Sturgeon  Bay  54235 
Secretary-treasurer  

Delegate Curtis  R Weatherhogg,  MD 

20  South  Park  St,  Madison  53715 

Alternate  Delegate Curtis  R Weatherhogg,  MD 

20  South  Park  St,  Madison  53715 


PHYSICAL  MEDICINE  AND  REHABILITATION 

Chairman Paul  A Dudenhoefer,  MD 

12535  Stephen  PI,  Elm  Grove  53122 

Secretary-treasurer Neal  Taylor,  MD 

1836  South  Ave,  LaCrosse  54601 

Delegate  William  J LaJoie,  MD 

1545  South  Layton  Blvd,  Milwaukee  53215 

Alternate  Delegate  Basilio  F Lopez,  MD 

2015  E Newport  Ave,  Milwaukee  53211 


PLASTIC  SURGERY 

Chairman  John  E Hamacher,  MD 

20  South  Park  St,  Madison  53715 

Secretary-treasurer Thomas  J Schinabeck,  MD 

900  E Grant  St,  Madison  53715 

Delegate  John  E Hamacher,  MD 

20  South  Park  St,  Madison  53715 
Alternate  Delegate 


PREVENTIVE  MEDICINE 

Chairman Richard  W Biek,  MD 

1610  E Newport  Ave,  Milwaukee  53211 

Secretary-treasurer Constantine  Panagis,  MD 

9609  W Hadley,  Milwaukee  53222 

Delegate  Richard  W Biek,  MD 

1610  E Newport  Ave,  Milwaukee  53211 

Alternate  Delegate  Paul  R Ebling,  MD 

2500  Overlook  Terr,  Madison  53705 


RADIOLOGY 

Chairman Daniel  J Price,  MD 

2400  W Villard  Ave,  Milwaukee  53209 

Secretary-treasurer Mary  Ellen  Peters,  MD 

600  Highland  Ave,  Madison  53792 

Delegate  Loren  E Hart,  MD 

Box  3006,  Green  Bay  54303 

Alternate  Delegate  Bruce  C Kirkham,  MD 

3737  Claymore  Lane,  Eau  Claire  54701 

RESIDENT  PHYSICIANS 

Chairman  Kay  E Jewell,  MD 

215  Keleen  Dr,  Waupaca  54981 
Secretary-treasurer  

Delegate Kay  E Jewell,  MD 

215  Keleen  Dr,  Waupaca  54981 

Alternate  Delegate  Mark  F Liebow,  MD 

1431  Morrison  St,  Madison  53703 


SURGERY 

Chairman  Richard  B Windsor,  MD 

1011  N 8th  St,  Sheboygan  53081 

Secretary-treasurer Gale  L Mendeloff,  MD 

2015  E Newport,  Milwaukee  53211 

Delegate  P Richard  Sholl,  MD 

PO  Box  551,  Janesville  53545 

Alternate  Delegate  Louis  C Bernhardt,  MD 

501  Shearwater  Rd,  Madison  53714 


UROLOGY 

Chairman Charles  W Troup,  MD 

2021  S Webster  Ave,  Green  Bay  54301 

Secretary-treasurer Richard  W Roberts,  MD 

400  Ceape  Ave,  Oshkosh  54901 

Delegate Stuart  W Fine,  MD 

2040  W Wisconsin  Ave,  Milwaukee  53233 

Alternate  Delegate  Clyde  Lawnicki,  MD 

1836  South  Ave,  LaCrosse  54601  ■ 
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PRESIDENTS  AND  SECRETARIES,  WISCONSIN  SPECIALTY 
SOCIETIES  as  of  record  May  1, 1983 


WISCONSIN  ALLERGY  SOCIETY 


President William  W Busse,  MD  (Oct  1983) 

H6/360  UW  Center  for  Health  Sciences 
600  Highland  Ave,  Madison  53792 
Secretary  Sheldon  R Forman,  MD  (Oct  1983) 


9505  N Pheasant  Lane,  River  Falls  53217 

WISCONSIN  SOCIETY  OF  ANESTHESIOLOGISTS 


President David  C Riese,  MD  (Sept  1983) 

142 1 - 14th  Ave,  Monroe  53566 
Secretary  W Stuart  Sykes,  BM  (Sept  1983) 


1005  Columbia  Rd,  Madison  53705 

WISCONSIN  DERMATOLOGICAL  SOCIETY 


President  James  J Barrock,  MD  (Oct  1983) 

425  E Wisconsin  Ave,  Milwaukee  53202 
Secretary Carla  Ann  Folkers  Skibba,  MD  (Oct  1 983) 


9033  W Grange  Ave,  Hales  Corners  53130 


WISCONSIN  CHAPTER,  AMERICAN  COLLEGE 
OF  EMERGENCY  PHYSICIANS 


President Gary  L Gerschke,  MD  (Oct  1 983) 

2025  E Newport,  Milwaukee  5321  1 

Secretary  Albert  Yee,  MD  (Oct  1983) 

9161  North  Fielding,  Milwaukee  53217 
Treasurer  C Randolph  Turner,  MD  (Oct  1983) 


2530  N 124th  St,  0238,  Normandy  Village, 
Milwaukee  53226 

WISCONSIN  ACADEMY  OF  FAMILY  PHYSICIANS 


President Jack  Strong,  MD  (June  1983) 

143  Division  St,  Mauston  53948 

Secreatary David  E Westgard,  MD  (June  1983) 

815  S 10th  St,  La  Crosse  54601 
Executive  Secretary  Mr  Robert  H Herzog 


850  Elm  Grove  Rd,  Elm  Grove  53122 

WISCONSIN  SOCIETY  OF  INTERNAL  MEDICINE 


President  Joseph  J Mazza,  MD  (Sept  1983) 

1000  N Oak  Ave,  Marshfield  54449 
Secretary Anthony  P Ziebert,  MD  (Sept  1983) 


2400  S 90th  St,  0206,  West  Allis  53227 


WISCONSIN  NEUROLOGICAL  SOCIETY 


President  GamberTegtmeyer,  MD(Sept  1983) 

20  S Park  St,  Madison  53715 
Secretary  Robert  W Graebner,  MD  (Sept  1983) 


1313  Fish  Hatchery  Rd,  Madison  53715 

WISCONSIN  NEUROSURGICAL  SOCIETY 


President  Thomas  A Duff,  MD  (Mar  1984) 

1813  Camelot  Dr,  Madison  53705 
Secretary  Bruce  C Bressler,  MD  (Mar  1984) 


3133  Term  Court,  Green  Bay  54302 


WISCONSIN  SECTION,  AMERICAN  COLLEGE 
OF  OBSTETRICIANS  AND  GYNECOLOGISTS 


President Joseph  B Durst,  MD  (July  1983) 

815  S 10th  St,  La  Crosse  54601 
President-elect William  J Madden,  MD  (July  1983) 


2405  Northwestern  Ave,  Racine  53404 


WISCONSIN  SOCIETY  OF  OBSTETRICS 
AND  GYNECOLOGY 


President William  C Fetherston,  MD  (July  1983) 

2320  N Lake  Dr,  Milwaukee  53211 
Secretary  John  W Utrie,  MD  (July  1983) 


1821  S Webster  Ave,  Green  Bay  54301 

WISCONSIN  ORTHOPAEDIC  SOCIETY 


President Donald  R Gore,  MD  (Nov  1984) 

1226  North  8th  St,  Sheboygan  53081 

Secretary D Scott  Sellinger,  MD  (Nov  1984) 

1226  North  8th  St,  Sheboygan  53081 


WISCONSIN  OTOLARYNGOLOGICAL  SOCIETY 


President Robert  J Toohill,  MD  (Mar  1984) 

8700  W Wisconsin  Ave,  Milwaukee  53226 

Secretary  Glenn  M Seager,  MD  (Mar  1984) 

1836  South  Ave,  La  Crosse  54601 


WISCONSIN  SOCIETY  OF  PATHOLOGISTS 


President Charles  P Nichols,  MD  (Sept  1983) 

709  S 10th  St,  La  Crosse  54601 
Secretary Gerald  A Hanson,  MD  (Sept  1983) 


8700  W Wisconsin  Ave,  Milwaukee  53226 


WISCONSIN  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS 


President Kenneth  O Johnson,  MD  (May  1983) 

3003  W Good  Hope  Rd,  Milwaukee  53209 

Secretary Ordean  L Torstensen,  MD  (May  1983) 

1313  Fish  Hatchery  Rd,  Madison  53715 


WISCONSIN  SOCIETY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION 


President Basilio  F Lopez,  MD  (Mar  1984) 

2015  E Newport  Ave,  Milwaukee  53211 

Secretary Neal  Taylor,  MD  (Mar  1984) 

1836  South  Ave,  La  Crosse  54601 


WISCONSIN  CHAPTER,  AMERICAN  COLLEGE 
OF  PHYSICIANS 


President  Edwin  L Overholt,  MD  (Sept  1983) 

1836  South  Ave,  La  Crosse  54601 
Secretary Charles  L Junkerman,  MD(Sept  1983) 


9200  W Wisconsin  Ave,  Milwaukee  53226 
continued  next  page 
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WISCONSIN  SOCIETY  OF  PLASTIC  SURGEONS 


President Harold  L Ripple,  MD(Mar  1984) 

8105  W Lisbon  Ave,  Milwaukee  53222 

Secretary  Thomas  J Schinabeck,  MD(Mar  1984) 

900  E Grant  St,  Appleton  5491 1 


WISCONSIN  PSYCHIATRIC  ASSOCIATION 


President  Richard  H Patterson,  MD  (Feb  1984) 

41 10  W Martin  Dr,  Milwaukee  53208 

Secretary James  A Alston,  MD  (Feb  1984) 

210  McCall  St,  Waukesha  53186 

Executive  Secretary  Mr  Howard  Brower 

PO  Box  1 109,  Madison  53701 


WISCONSIN  SOCIETY  FOR  PREVENTIVE  MEDICINE 


President  Richard  W Biek,  MD  (Mar  1984) 

1610  E Newport  Ave,  Milwaukee  5321 1 

Secretary  Constantine  Panagis,  MD  (Mar  1 984) 

9609  W Hadley,  Milwaukee  53222 


WISCONSIN  SOCIETY  OF  RADIATION  ONCOLOGISTS 


President  Marcia  J S Richards,  MD  (Oct  1983) 

2320  N Lake  Dr,  Milwaukee  53217 
Secretary Stanton  A Marks,  MD  (Oct  1983) 


5000  West  Chambers  Ave,  Milwaukee  53210 


WISCONSIN  RADIOLOGICAL  SOCIETY 


President  Daniel  J Price,  MD  (Oct  1983) 

2400  W Villard  Ave,  Milwaukee  53209 

Secretary  Mary  Ellen  Peters,  MD  (Oct  1983) 

600  Highland  Ave,  Madison  53792 


WISCONSIN  SURGICAL  SOCIETY 


President  Richard  B Windsor,  MD  (Mar  1984) 

1011  N 8th  St,  Sheboygan  53081 

Secretary Gale  L Mendeloff,  MD  (Mar  1984) 

2015  E Newport,  Milwaukee  53211 


The  WISCONSIN  MEDICAL  JOURNAL  grate- 
fully acknowledges  publication  support  of 
this  "Blue  Book”  issue  through  a contribu- 
tion from  the  Crownhart  Memorial  Account 
of  the  State  Medical  Society's  Charitable, 
Educational  and  Scientific  Foundation. 


EDUCATIONAL 
CENTER 
TEST  PREPARATION 
SPECIALISTS  SINCE  1938 

Begin  preparation  soon 
for  Fall  Exams. 

Call  Days,  Eves  & Weekends 

(608)255-0575 
550  State  St.«Madison 

(414)  277-9990 

152  W.  Wisconsin*Milwaukee 

For  Information  About  Other  Centers 

CALL  TOLL  FREE 

800-223-1 782 


WISCONSIN  CHAPTER,  AMERICAN  COLLEGE 
OF  SURGEONS 


President H Myron  Kauffman  Jr,  MD(Dec  1983) 

9200  W Wisconsin  Ave,  Milwaukee  53226 

Secretary Paul  S Fox,  MD  (Dec  1983) 

1111  Delafield,  Waukesha  53186 


WISCONSIN  UROLOGICAL  SOCIETY 


President  Charles  W Troup,  MD  (May  1983) 

2021  S Webster  Ave,  Green  Bay  54301 

Secretary Richard  W Roberts,  MD  (May  1983) 

400  Ceape  Ave,  Oshkosh  54901  ■ 


Radio  dispatched  truck  fleet  for 

INDUSTRY,  INSTITUTIONS, 
SCHOOLS,  ETC. 

AUTHORIZED  PARTS  & SERVICE  FOR 
CLEAVER-BROOKS 

Throughout  Wisconsin  and  Upper  Michigan 

SALES 

Boiler  room  accessories 
02  trims 

Cleveland  controls 

and-Car  automatic  bottom  blowdown  systems 

SERVICE-CLEANING  ON  ALL  MAKES 

Complete  Mobile  Boiler  Room  Rentals 

Stevens  Point— 715/344-7310 
Green  Bay— 414/494-3675 
Madison— 608/249-6604 

PBBS  EQUIPMENT  CORP. 

5401  N Park  Dr-PO  Box  365-Butler,  Wl  53007 
Phone: 414/781-9620 
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STATE  GOVERNMENT  AGENCIES 

A VALUABLE  REFERENCE  FOR  PRACTICING  PHYSICIANS  AND  ALLIED  HEALTH  PERSONNEL 


AS  OF  APRIL  30,  1983 


Department  of  Health  and  Social  Services 

1 W Wilson  St,  Madison,  Wis  53702  • Tel  608/266-3681 


EXECUTIVE  STAFF 

SECRETARY 

Linda  Reivitz 266-3681 

DEPUTY  SECRETARY 

John  Torphy  266-3681 

DIVISION  ADMINISTRATORS 

Peter  Tropman 266-8402 

Policy  and  Budget 

Nate  Harris 266-3173 

Management  Services 

Elmer  Cady 266-247 1 

Corrections 

Burton  Wagner 266-8740 

Care  and  Treatment  Facilities 

Kenneth  Rentmeester 266- 1511 

Kathryn  Morrison  (as  of  July  1) 

Health 

Gerald  Berge 266-2701 

Community  Services 

Patricia  Kallsen  266- 1 28 1 

Vocational  Rehabilitation 


DIVISION  OF  HEALTH 

1 W Wilson  St;  Room  280 
PO  Box  309 
Madison,  Wis  53701 
Tel  608/266-1511 

Note:  Use  box  number  on  First  Class  Mail 
for  all  bureaus. 

ADMINISTRATOR 

Kenneth  Rentmeester 
Kathryn  Morrison  (as  of  July  1) 

ASSISTANT  ADMINISTRATOR 
for  Public  Health  Services 

Vacancy 

ASSISTANT  ADMINISTRATOR 
for  Health  Administration 

Peggy  Ann  Smelser 

OFFICE  OF  MANAGEMENT 
AND  POLICY 

Ruth  Robinson 

BUREAUS 

Planning  & Development  . 266-2020 

• Staffing  of  Health  Policy  Council  and 
its  committees 

• Development  of  State  Health  Plan 

• Liaison  with  Health  Systems  Agencies 
and  review  of  their  plans  and  budgets 

• Coordination  of  categorical  health  plan- 
ning process 


• Review  of  categorical  health  plans 

• Liaison  with  agencies  (public  and  pri- 
vate) that  implement  the  State  Health 
Plan 

• Service  licensure 

• Development  of  health  facilities  plan 

• Review  of  categorical  grants  appeal 

Health  Care  Financing  266-2522 

• Administration  of  the  Medical  Assist- 
ance Program 

• EPSDT — Early  and  periodic  screening, 
diagnosis  and  treatment  for  children  and 
other  screening  activities 

• Hospital  rate  review 

Quality  Compliance  266-8847 

• Title  18  and  Title  19  certification 

• Hospital  and  nursing  home  standard  set- 
ting and  enforcement 

• Patient  care  evaluation 

• Construction  and  plan  review 

• Development  of  facilities  standards 

Community  Health 

& Prevention  266-1251 

• Development  and  promotion  of  preven- 
tion programs 

• Standard  epidemiology 

• Environmental  epidemiology 

• Immunization  activities 

• Communicable  diseases 

• Chronic  diseases 

• Participation  in  preventive  efforts  with- 
in and  outside  the  Department  of  Health 
and  Social  Services 

• Promotion  of  research  into  major  causes 
of  illness  and  death  and  sponsorship  of 
demonstration  projects  designed  to  re- 
duce and  eliminate  root  causes 

• Laboratory  certification 

• Public  health  nursing 

• Public  health  nutrition 

• Dental  health 

• Maternal  and  child  health 

• Family  planning 

Correctional  Health  Services  266-5718 

• Assurance  of  sufficient  levels  of  physical 
health  care  for  all  inmates  in  correctional 
institutions  and  at  Central  State  Hos- 
pital 


• Management  of  the  provision  of  such 
services  to  insure  effectiveness  and  effi- 
ciency 

• Recruitment  and  staffing  of  health  care 
positions  in  the  correctional  institutions 

Environmental  Health 266-9377 

(1400  E Washington  Ave,  Madison  53702) 

• Certification  of  Grade  A milk 

• Inspection  of  hotels,  restaurants  and 
food  vending  services  where  not  per- 
formed by  local  public  health  agencies 

• General  environmental  sanitation 

• Recreational  inspection 

• Radiation  protection 

• Occupational  health  services 

• Development  of  emergency  medical  ser- 
vices systems 

Health  Statistics  266-1939 

• Vital  Statistics 

• Resource  data 

• Demographic  and  special  analysis 

• Services  data 


REGIONAL  OFFICES 

1—  MADISON  53701 

1 W Wilson,  PO  Box  309 
Tel  608/266-2245 

2—  MILWAUKEE  53216 
6815  W Capitol  Dr 
Tel  414/257-4981 

3 —  FOND  DU  LAC  54935 

485  S Military  Rd;  PO  Box  269 
Tel  414/922-1290 

4—  GREEN  BAY  54304 
1298  Lombardi  Ave 
Tel  414/497-3219 

5—  LACROSSE  54601 

District  State  Office  Building,  149 
3550  Mormon  Coulee  Rd 
Tel  608/785-9431 

6—  EAU  CLAIRE  54701 

Eau  Claire  State  Office  Building,  165 
718  W Clairemont  Ave 
Tel  715/836-5362 

Tel  715/836-4752  (Long  Term  Care) 

7 —  WISCONSIN  RAPIDS  54494 
District  State  Office  Building 
1681  Second  Ave  S;  PO  Box  277 
Tel  715/423-4730 

continued  next  page 
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DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES  continued 


DIVISION  OF  HEALTH  continued 

7—  RHINELANDER  54501 

1831  N Stevens  St;  PO  Box  1165 
Tel  715/369-2840 

8 —  Information  should  be  obtained  from 
Eau  Claire  District 

Note:  Use  box  numbers  on  First  Class  Mail 


DIVISION  OF  COMMUNITY 
SERVICES 

State  Office:  1 W Wilson  St 
PO  Box  7851 
Madison,  Wis  53702 
Tel:  608/266-2701 


ADMINISTRATOR’S  OFFICE 


Administrator 266-2701 

Gerald  Berge 
Assistant  to  the 

Administrator 266-2701 

Bonnie  McGowan 

Assistant  Administrator 266-2701 

Bernard  Stumbras 

Assistant  Administrator 266-2701 

Douglas  Nelson 


BUREAUS 


Community  Aids 

Administration 266-9707 

William  Griffin 

Community  Programs 266-3719 

Gerald  Born 


• Alcohol  and  Other 

Drug  Abuse 266-3719 

Larry  Monson 

• Developmental  Disabilities  . . 266-2862 
Kary  Hyre 

• Hearing  Impaired 267-7802 

Herbert  Picked 

• Mental  Health  266-3249 


David  Goodrick 

• Coordinator  for  Blind 
and  Vision  Impaired 
Vacant 

• Coordinator  for 


Physically  Impaired 267-9582 

Dan  Johnson 

Economic  Assistance 266-3035 

Mary  Southwick 

• Planning  and  Implementation 

• Program  Compliance  266-2693 

Louise  Bakke 

• Child  Support 266-0528 

Duane  Campbell 

Human  Resources 266-3443 

Severa  Austin 

• Aging 266-2536 

Donna  McDowell 

• Children,  Youth 

and  Families 266-6946 

David  Mills 

• Wisconsin  Resettlement 266-8354 

Susan  Levy 

• Coordinator  for 

Indian  Affairs  266-5862 

Nancie  Young 


• Coordinator  for 

Hispanic/ Migrants  . . . .414/224-1877 
John  Enriquez 

• Coordinator  for 

Economic  Opportunity 266-0073 

Robert  Neat  Smith 

continued  next  page 


Controlled  Substances 
Board 266-7586 

June  L Dahl,  PhD,  Chairman, 
Associate  Professor  of  Pharma- 
cology, University  of  Wisconsin- 
Madison 

David  P Donarski,  MD,  Green  Bay 
Bronson  C LaFollette,  Attorney 
General,  State  of  Wisconsin, 
Madison 

Linda  Reivitz,  Secretary,  Dept  of 
Health  and  Social  Services, 
Madison 

Robert  L Maile,  RPh,  Secretary 
Chairman,  Pharmacy  Examining 
Board,  Milwaukee 
Vern  A usman,  Secretary,  Dept  of 
Agriculture,  Trade  and  Con- 
sumer Protection,  Madison 
* * * 

STAFF:  Division  of  Community 
Services,  Bureau  of  Alcohol  and 
Other  Drug  Abuse,  One  West 
Wilson  St,  PO  Box  7851,  Madison, 
Wis  53707  (ph  608/266-7586) 


Bureau  of  Health 
Statistics 
Division  of  Health 

The  Bureau  is  the  custodian  of 
birth,  death,  marriage  and  divorce 
records  for  the  state  (ss.  Chapter 
69).  Also,  the  Bureau  has  a contract 
with  the  National  Center  for  Health 
Statistics  for  collection  of  vital  sta- 
tistics and  partial  funding  from  the 
Health  Care  Financing  Administra- 
tion for  the  collection  of  data  on 
hospital  discharge,  health  man- 
power, and  health  facilities.  Several 
other  projects  are  being  carried  out 
in  areas  such  as  cancer  reporting, 
blood  alcohol  reporting.  Another  of 
the  Bureau’s  activities  is  the  produc- 
tion of  annual  population  estimates 
for  Wisconsin  counties  . . . a part  of 
the  Federal-State  Cooperative  Pro- 
gram of  the  Bureau  of  the  Census. 
Inquiries  may  be  made  to:  Ray- 
mond D Nashold,  Director,  Bureau 
of  Health  Statistics,  PO  Box  309, 
Madison,  WI  53701. 
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DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES  continued 


DIVISON  OF  COMMUNITY  SERVICES 

continued 

Social  Security  Disability 

Insurance 266-1981 

Robert  Cohen 


OFFICES 

Internal  Operations 266-3782 

Mark  Hoover 

Management  Information  . . . .266-7936 
Richard  Pedersen 

Program  Initiatives  266-9304 

Thomas  Hamilton 


DISTRICT  OFFICES 

FOND  DU  LAC  54935 
485  South  Military  Road,  Box  1069 
Tel  414/922-6810 

ASHLAND  54806 
601  2nd  St,  West,  Box  72 
Tel  715/682-3405 
WISCONSIN  RAPIDS  54494 
1681  Second  Ave,  South,  Box  636 
Tel  715/423-4305 

LaCROSSE  54601 

3550  Mormon  Coulee  Road,  Box  743 
Tel  608/785-9453 


REGIONAL  OFFICES 

WESTERN 

Terry  Willkom,  Acting  Director 
Box  228,  718  West  Clairemont  Ave, 
Eau  Claire  54701 
Tel  715/836-2157 
EASTERN 

Lewis  McCauley,  Director 
Box  3730,  1181  Western  Ave, 

Green  Bay  54303 
Tel  414/497-3043 

SOUTHERN 
John  Erickson,  Director 
3601  Memorial  Dr,  Madison  53704 
Tel  608/249-0441 
MILWAUKEE 
Charles  Holton,  Director 
819  North  6th  St,  Milwaukee  53203 
Tel  414/224-4563 

SOUTHEASTERN 
John  Bauer,  Director 
Box  1258,  141  NW  Barstow 
Waukesha  53187 
Tel  414/548-6059 

NORTHERN 

Robert  Heide,  Director 
Schiek  Plaza,  Box  697, 

Rhinelander  54501 
Tel  715/362-7800 


Drug  Quality  Review 
Board  266-7239 

Marie  Roth,  PhD,  Chairman, 
Brookfield 

Gerald  Freitag,  RPh,  Greendale 
Paul  Bass,  PhD,  Madison 
Harris  Friedman,  PhD,  Milwaukee 
William  Janssen,  MD,  Mequon 
Kathryn  Grant,  PharmD,  Madison 
* * * 

STAFF:  Division  of  Health, 

Bureau  of  Planning,  Room  280, 
One  West  Wilson  St,  Madison,  Wis 
53702  (phone  608/266-6652) 


DIVISION  OF 

VOCATIONAL 

REHABILITATION 

State  Office:  131  W Wilson,  7th  FL 
POB  7852,  Madison,  Wis  53707 


Tel:  608/266-1281 

Administrator 266-5466 

Patricia  G Kallsen 

Deputy  Administrator  266-2168 


Kenneth  T McClarnon 

BUREAUS 
Client  Services 

John  H Biddick,  Assistant  Director 


Regional  Administrator 266-1283 

Otaf  Brekke,  Regional 

Administrator 266-2380 

R F Truesdell,  Regional 

Administrator 266-0589 

R R VanDeventer,  Regional 
Administrator 266-0605 

Operations  and  Planning 

Beth  Hiestand,  Director 266-1819 

Patrick  Mommaerts,  Assistant 

Bureau  Director 266-2956 

• Planning  and  Program  Support 
Section 

Susan  Kidder,  Chief  267-7840 


• Employment  and  Resources  Section 
Patrick  Mommaerts,  Assistant 
Bureau  Director/Section  Chief 

• Workshop  for  the  Blind 

John  Baumgart,  Director  414/267-7888 

• Facility  and  Compliance 
Monitoring  Section 

Joseph  Weiss,  Chief  266-9973 

Governor’s  Committee  for 
People  with  Disabilities 
Ellen  Daly,  Acting  Director  . . . 266-5378 

FIELD  OFFICES 
Western  Region 

L E Opheim,  Supervisor 
517  Walker  Ave 
PO  Box  1228 
Eau  Claire  54701 
Tel  715/836-4263 


John  Purcell,  Supervisor 

333  Buchner  PI 

LaCrosse  54601 

Tel  608/785-9500 

Michael  Schroeder,  Supervisor 

219  West  Knapp  St 

Rice  Lake  54868 

Tel  715/234-6806 

Eastern  Region 

Paul  Monzel,  Supervisor 

485  S Military  Rd 

POB  1438 

Fond  du  Lac  54935 

Tel  414/921-5883 

Roger  Siegworth,  Supervisor 

1181  Western  Ave 

POB  3627 

Green  Bay  54303 

Tel  414/497-3417 

James  Mather,  Supervisor 

1000  Oregon  St 

Oshkosh  54901 

Tel  414/424-2028 

George  Herrmann,  Supervisor 

832  Niagara  Ave 

Sheboygan  53081 

Tel  414/459-3883 

Southern  Region 

Wayne  Olson,  Supervisor 

101  South  Main  St 

Janesville  53545 

Tel  608/755-2780 

William  R Newberry,  Supervisor 

160  Westgate  Mall 

Madison  5371 1 

Tel  608/266-3655 

Joseph  D ’Costa,  Supervisor 

Northridge,  Hwy  51  North 

Portage  53901 

Tel  608/742-8571 

Southeast  Region 

Willie  Riley,  Supervisor 
1 1 15-56th  St 
Kenosha  53140 
Tel  414/656-6453 
Sharlene  Hatcher,  Supervisor 
5200  Washington  Ave 
Racine  53406 
Tel  414/636-3388 
K F Krumnow,  Supervisor 
141  NW  Barstow,  POB  1349 
Waukesha  53187 
Tel  414/548-5850 

Milwaukee  Region 

Manuel  Lugo,  Supervisor 
2430  N Murray  Ave 
Milwaukee  5321 1 
Tel  414/224-4776 
Noreen  Haupt,  Supervisor 
6815  W Capital  Dr 
Milwaukee  53216 
Tel  414/257-4957 

continued  next  page 
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DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES  continued 


DIVISION  OF  VOCATIONAL 
REHABILITATION 

continued 

Frank  Broder,  Supervisor 
3501  S Howell  St 
Milwaukee  53207 
Tel  414/224-3953 
Jeanne  Leland,  Supervisor 
9401  W Beloit  Rd,  Rm  408 
Milwaukee  53227 
Tel  414/257-4922 

Northern  Region 

Roger  Tooke,  Supervisor 
130  South  Stevens,  POB  894 
Rhinelander  54501 
Tel  715/369-3930 
Leroy  Forslund,  Supervisor 
917  Tower  Ave 
Superior  54880 
Tel  715/392-8171 
Kenneth  Crass,  Supervisor 
2416  Stewart  Sq 
Wausau  54401 
Tel  715/845-9261 
John  Roemer,  Supervisor 
1 10  E Grand  Ave 
Wisconsin  Rapids  54494 
Tel  715/424-1100 

* * * 

DIVISION  OF  CARE 
AND  TREATMENT 
FACILITIES 

State  Office:  1 W Wilson  St 


PO  Box  7851 
Madison,  Wis  53707 
Tel:  608/266-8740 

Administrator 266-8740 

Barton  Wagner 

Deputy  Administrator 267-7921 

Gerald  Dymond 

Program  Support  266-7618 

Nancy  Gettelfinger 

• Child  Caring  Institutions ....  266-5774 
Robert  Lizon 

• Research/Training  266-2704 

Leonard  Ganser 

• Forensics  Services  266-1856 

Marvin  Chapman 

• Client  Advocacy  266-2713 

Barbara  Finesmith 

Joy  Sch  wert 

• Management  Services  266-9668 

Donald  Pahnke 

• Affirmative  Action/Civil 

Rights  Compliance 266-3993 

Pickens  Winters 

Central  Wisconsin  Center 249-2151 


Richard  Scheerenberger 
Northern  Wisconsin  Center  . 7 15/725-5542 
Russell  Horn 

Southern  Wisconsin  Center  .414/878-241 1 
John  Garstecki 

Mendota  Mental  Health  Institute  .241-241 1 
Terence  Schnapp 


Winnebago  Mental  Health 

Institute 414/235-4910 

H David  Goers 

Wisconsin  Resource  Center  .414/235-4910 
James  Powell 

Central  State  Hospital  414/324-5577 

Vacant  ■ 

Department 
of  Regulation 
and  Licensing 

1400  E Washington  Ave 
PO  Box  8936 
Madison,  Wis  53708 
Tel  608/266-2112 

Barbara  Nichols,  Secretary 266-8609 

Bernard  F Mrazik,  Deputy  Secretary 
Melissa  Kepner,  Executive  Assistant 

BUREAU  OF  HEALTH 
PROFESSIONS  (Partial  listing) 

General  Number 267-721 1 

Medical  Examining  Board 

George  Daley,  MD  (1983),  Milwaukee 
Chairman 

Susan  F Behrens,  MD  (1985),  Beloit 
Vice  Chairman 

Walter  Washburn,  A/D  (1982),  Madison 
Secretary 

Nelson  Moffat,  MD  (1984),  Marshfield 
Thomas  Roskos,  DO  (1982),  Hartland 
Adolf  L Gundersen,  MD  (1984),  LaCrosse 
Gwen  Jackson  (1984),  Milwaukee 
Richard  Eckberg,  MD  (1983),  Stevens  Point 
George  W Arndt,  MD  (1985),  Neenah 

EXECUTIVE  STAFF 

Julie  C Stafford,  Madison 266-0483 

Bureau  Director 

Deanna  Zychowski,  Madison  . . . 266-2811 
Administrative  Assistant 

* * * 

Physical  Therapy  Examining  Council 
Council  on  Physician’s  Assistants 
Podiatry  Examining  Council 

Dentistry  Examining  Board 

Tel  608/266-1396 

Leon  English,  DDS Arcadia 

Chairman 

Calvin  Gander,  DDS Milwaukee 

Vice  Chairman 

Gerard  Schmidt ke,  DDS  Iola 

Helen  Hensler Milwaukee 

Ellen  Metko,  RDH  Appleton 

Robert  C Weber,  DDS  . . . Sheboygan  Falls 
Frank  Shuler,  DDS Clinton 

STAFF 

Don  R it  tel,  Legal  Counsel 
Mary  J Schiller,  Program  Assistant 
* * * 


Pharmacy  Examining  Board 

Tel  608/266-8794 

Robert  L Made,  RPh  (1984),  Milwaukee 
Chairman 

Bud  L Nelson,  RPh  (1985),  Merrill 
Vice  Chairman 

Pamela  A Ploetz,  RPh  (1986),  Madison 
Paul  G Bjerke,  RPh  (1983),  Eau  Claire 
Josephine  Montgomery  (1981),  Milwaukee 

BUREAU  OF  NURSING 


Paula  R Possin,  Director 267-7223 

Board  of  Nursing 

Vivien  DeBack,  RN  (1984) 

Chairperson  Muskego 

Marjorie  Lundquist,  RN 

(1982) Stevens  Point 

Joan  K Nut  tall,  RN  (1983) 

Vice  Chairperson  Oshkosh 

Agnes  Buckley,  RN  (1982) 

Secretary Racine 

Thomas  E Jones  (1985) 

Public  Member  Ripon 

Elizabeth  T A////er(1983) 

Public  Member Portage 

Annie  McMorris,  LPN  ( 1985)  .Milwaukee 

Darlene  Weis,  RN(  1986) Greenfield 

Vacancy,  LPN  ■ 


Department  of 
Industry,  Labor  & 
Human  Relations 

PO  Box  7946,  201  E Washington  Ave 
Madison,  Wis  53707 
Tel  608/266-7552 

Secretary’s  Office 

Howard  S Bellman,  Secretary ....  Madison 
Helene  M Nelson, 

Deputy  Secretary Madison 

Toya  M McCosh, 

Executive  Assistant Madison 

Divisions 

Worker’s  Compensation 266-1340 

Carol  A Lobes,  Administrator 

Job  Service  266-3161 

Edwin  M Kehl,  Administrator 

Safety  and  Buildings  266-3 1 5 1 

John  Wenning  Jr,  Administrator 

Equal  Rights 266-6860 

Merry  F Tryon,  Administrator 
Apprenticeship  and  Training  . . . .266-3133 
Charles  T Nye,  Administrator 

Administration 266-1024 

Michael  E Lovejoy,  Administrator 
Employment  and  Training  Services 

William  Grenier 266-5534B 
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Health  Policy  Council 

The  Governor’s  Health  Policy  Council  is  the  chief  health  policy-making  body  in  the  State  and  is  primarily  responsible  for 
the  coordination  of  the  five  area  health  systems  plans  into  what  ultimately  becomes  the  triennial  State  Health  Plan.  The 
Council  also  advises  the  Department  of  Health  and  Social  Services  staff  on  major  health  issues  and  periodically  reviews 
various  statewide  plans  for  the  use  of  Federal  categorical  health  funds.  In  1982  two  Health  Systems  Agencies— the  North- 
eastern Agency  and  the  Lake  Winnebago  Agency— disbanded.  This  removed  eight  (8)  HSA  seats  on  the  Council.  Since  state 
law  requires  a 60%  HSA  to  40%  Governor  at-large  ratio  on  the  Council,  the  at-large  seats  were  reduced  by  four  (4).  The 
Council  now  has  a total  of  35  members— 20  HSA-nominated  representatives,  14  at-large  representatives,  and  1 ex-officio  VA 
representative. 


Chairman,  HPC 

Thomas  P O’Malley,  MD,  Stevens  Point 
54481 

Tel  715/344-1229  or  344-1120 

Secretary,  HPC 

Robert  Durkin,  Madison,  53701 

Tel  608/266-7295 

Roger  Baird,  Menasha  54952 
Tel  414/734-8960 

Byford  Baker,  Milwaukee  53205 
Tel  414/265-5167 

Marlene  Baron,  Ashland  54806 
Tel  715/682-1531  (ext  340)  or  682-6781 

Jon  Blackman,  OD,  Stoughton  53589 
Tel  608/873-7676  or  873-5065 

John  Blahnik,  Washburn  54891 
Tel  715/373-2621  or  373-2526 

David  B Carlson,  Rhinelander  54501 
Tel  715/369-1414  or  369-2288 

Myrvin  Christopherson,  PhD,  Stevens 
Point  54481 

Flora  Cohen,  Milwaukee  53211 
Tel  414/645-6616  or  332-8905 

John  O Danielson,  Superior  54880 
Tel  715/392-8386  or  392-8101 

Dolores  Ecker,  Chilton  53014 
Tel  414/439-1260 


Norman  N Gill,  Milwaukee  53217 
Tel  414/276-8240  or  352-1545 

David  Kindig,  MD,  Madison  53706 
Tel  608/263-4516 

Donald  W Kolek,  Ashland  54806 
Tel  715/682-5271  or  682-6875 

Ben  R Lawton,  MD,  Marshfield  54449 
Tel  715/387-551  1 or  387-5709 

Charles  Lem,  Madison  53711 
Tel  608/271-4531  or  233-2533 

Marilyn  McCarty,  New  Richmond  54017 
Tel  715/246-4003 

William  C McGrath,  Marshfield  54449 
Tel  715/384-2188 

Dolores  Miller,  Racine  53401 
Tel  414/633-4273 

George  A Million,  Wausau  54401 
Tel  715/848-1406  or  842-1229 

Florence  H Mineau,  West  Bend  53095 
Tel  414/338-0826 

Naomi  Nash,  Wisconsin  Rapids  54494 
Tel  715/423-6892 

Richard  Cory  O’Connor,  MD,  Wausau 
54401 

Tel  715/847-3573 

John  Petersen,  MD,  Wauwatosa  53226 
Tel  414/257-5891 


Gloria  Ramirez,  Elkhorn  53121 
Tel  414/723-4653 

Diane  Roe,  Sparta  54656 
Tel  608/269-5893 

Ernest  E Sobotta,  Arcadia  54612 
Tel  608/323-7154 

Helen  Steed,  White  Lake  54491 
Tel  715/882-2182 

Earl  Strub,  Cumberland  54829 
Tel  715/822-2741 

Eileen  Taylor,  Lake  Mills  5355 1 
Tel  414/674-2500  (ext  190)  or  648-5352 

Artha  Jean  Towell,  Madison  53705 
Tel  608/233-9068 

Salvador  G de  Usabel,  Madison  53717 
Tel  608/266-5462  or  833-3647 

A Vincent  Weber,  LaCrosse  54601 
Tel  608/784-5927  or  785-8218 

Bonnie  R Weigell,  Milwaukee  53217 
Tel  414/351-0618 


Also,  one  vacancy  ■ 


MEDIGAP  HOTLINE: 

1-800-362-3930 

Designed  to  answer  health  insurance  questions. 

• Health  insurance  and  retirement 

How  will  my  insurance  needs  change  when  1 reach 
65? 

What  is  a Medicare  Supplement  policy? 

How  do  different  policies  compare  in  coverage?  In 
cost? 

What  policies  are  currently  on  the  market? 

• Health  insurance  for  those  over  65 

Do  I have  good  health  care  coverage? 

Am  I paying  for  too  much  insurance? 

Can  1 replace  my  policy  with  a better  one? 


• Special  kinds  of  health  insurance 

Are  cancer  policies  worthwhile? 

How  do  indemnity  policies  work? 

Do  I need  a nursing  home  policy? 

• Medical  Assistance  (Medicaid,  M.A.,  Title 
XVIX 

Am  I eligible  for  Medical  Assistance? 

Do  1 need  private  insurance  with  M.A.? 

What  does  M.A.  cover? 

Where  do  1 apply? 

Medigap  Hotline  is  a project  of  the  Center  for  Public 
Representation  in  Madison.  It  is  available  to  Wiscon- 
sin residents  over  age  65  or  approaching  retirement. 
When  the  Hotline  is  not  in  operation,  a recording  will 
give  the  scheduled  times  for  calling. 
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WISCONSIN  HEALTH  SYSTEMS  AGENCIES 

(listed  by  district  and  serving  the  counties  therein) 

Federally  designated,  the  seven  Wisconsin  HSAs  are  primarily  responsible  for  areawide  and  regional  health  planning 
and  resource  development  activities  in  their  respective  health  service  areas.  Either  public  or  private  nonprofit  entities,  the 
consumer  dominated  HSAs  (1)  formulate  Health  Systems  Plans;  (2)  initially  review  Certificate  of  Need  Applications  for  in- 
stitutional health  services,  equipment,  and  construction;  (3)  perform  the  first  phase  of  Federally  required  “Appropriate- 
ness Review”;  and  (4)  serve  as  a screening  body  for  the  application  of  Federal  Health  Funds.  Additionally,  HSAs  are 


charged  with  the  mandate  to  overcome  access  barriers  to 
towards  the  improved  health  of  area  residents. 

District  1:  Health  Planning  Council,  Inc  (HPC),  995  Applegate 
Road,  Madison  53713 

Royce  Rowedder,  President 

Paul  Fleer,  Executive  Director  (Ph  608/273-1809) 

Counties:  Columbia,  Dane,  Dodge,  Grant,  Green,  Iowa,  Jeffer- 
son, LaFayette,  Richland,  Rock,  Sauk 

District  2:  Southeastern  Wisconsin  Health  Systems  Agency,  Inc 
(SEWHSA),  735  North  5th  Street,  Milwaukee,  Wisconsin  53203 
Kipton  Kaplan,  President 

Russell  Julian,  Executive  Director  (Ph  414/271-9788) 
Counties:  Kenosha,  Milwaukee,  Ozaukee,  Racine,  Walworth, 
Washington,  Waukesha 

District  J:  Lake  Winnebago  Area  Health  Systems  Agency,  Inc 
(LWAHSA)  DHSS  currently  is  performing  functions  since  closing 
of  this  district  office  July  1982. 

Counties:  Calumet,  Fond  du  Lac,  Green  Lake,  Marquette, 
Outagamie,  Waupaca,  Waushara,  Winnebago 

District  4:  Northeastern  Wisconsin  Health  Systems  Agency,  Inc 
(NEWHSA)  DHSS  currently  is  performing  functions  since  closing 
of  this  district  office  July  1982. 

Counties:  Brown,  Door,  Kewaunee,  Manitowoc,  Marienette, 
Menominee,  Oconto,  Shawano,  Sheboygan 


treatment,  avoid  duplication  of  service,  and  generally  strive 


District  5:  Western  Wisconsin  Health  Systems  Agency,  Inc 
(WWHSA)  1707  Main  Street,  La  Crosse,  Wisconsin  54601 
Mrs  Ellen  Smith,  President 
Val  Chilsen,  Executive  Director  (Ph  608/785-9352) 

Counties:  Barron,  Buffalo,  Chippewa,  Clark,  Crawford,  Dunn, 
Eau  Claire,  Jackson,  LaCrosse,  Monroe,  Pepin,  Pierce,  Polk, 
Rusk,  St.  Croix,  Trempealeau,  Vernon 

District  6:  North  Central  Area  Health  Planning  Association,  Inc 
(NCAHPA)400  East  Thomas  Street,  Wausau,  Wisconsin  54401 
David  Jaye,  President 

George  Snyder,  Executive  Director  (Ph  715/845-3107) 
Counties:  Adams,  Florence,  Forest,  Juneau,  Langlade,  Lincoln, 
Marathon,  Oneida,  Portage,  Taylor,  Vilas,  Wood 

District  7:  Health  Systems  Agency  of  Western  Lake  Superior,  Inc 

Ordean  Building,  Suite  202,  424  W Superior  Street,  Duluth, 
Minnesota  55802 
Joseph  Leek,  MD,  President 

JoAnne  Axtell,  Executive  Director  (Ph  218/727-8371) 
Wisconsin  Counties:  Ashland,  Bayfield,  Burnett,  Douglas,  Iron, 
Price,  Sawyer,  Washburn 

Minnesota  Counties:  Aitkin,  Carlton,  Cook,  Itasca, 
Koochiching,  Lake,  St.  LouisB 


PHYSICIAN  MEMBERS  OF  WISCONSIN  HEALTH  SYSTEMS  AGENCY  BOARDS 


District  1 

Health  Planning  Council , Inc 

•Carlton  B Davis,  MD,  Rte  3,  Box  229-A,  Monroe  53566 
•Edward  F Cody,  MD,  1200  North  Center  St,  Beaver  Dam 
53916 

•Ihor  A Galarnyk.  MD,  Plain  53577 
•Sigurd  E Sivertson,  MD,  610  N Walnut,  Madison  53706 
•George  H Handy,  MD,  6 Whitcomb  Circle,  H,  Madison  53711 
•alwin  Schultz,  MD,  222  North  Midvale  Boulevard,  Madison 
53705 

District  2 

Southeastern  Wisconsin  Health  Systems  Agency,  Inc. 

No  physicians  on  the  Board 

District  3 

Lake  Winnebago  Area  Health  Systems  Agency,  Inc 
(Office  closed) 

District  4 

Northeastern  Wisconsin  Health  Systems  Agency,  Inc 
(Office  closed) 


•Denotes  member  of  SMS 


District  5 

Western  Wisconsin  Health  Systems  Agency,  Inc 
•William  D Bateman,  MD,  134  N Leonard  St,  West  Salem 
54669 

•Everett  A Beguin,  MD,  1836  South  Ave,  LaCrosse  54601 
•Lowell  A Kristensen,  MD,  1020  Lakeshore  Dr,  Rice  Lake 
54868 

•Joseph  M Tobin,  MD,  Box  224,  Eau  Claire  54701 
•William  D Bateman,  MD,  134  N Leonard  St,  West  Salem 
54669 

•Joseph  B Durst,  MD,  815  South  10th  St,  La  Crosse  54601 
Caesar  R Gonzaga,  MD,  327  Country  Club  Lane,  Altoona 
54720 


District  6 

North  Central  Area  Health  Planning  Association,  Inc 
*D  Joseph  Freeman,  MD,  1925  Townline  Rd,  Wausau  54401 
•Sidney  e Johnson,  MD,  1000  N Oak  Ave,  Marshfield  54449 
•Louis  R Pfeiffer,  MD,  315  First  Street,  Nekoosa  54457 


District  7 

Health  Systems  Agency  of  Western  Lake  Superior,  Inc 
Joseph  leek,  MD,  400  E 3rd  St,  Duluth,  MN  55805 
*Enzo  Krahl,  MD,  3600  Tower  Ave,  Superior  54880B 
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THE  FOUNDATION  FOR  MEDICAL  CARE  EVALUATION  OF  SOUTHEASTERN 
WISCONSIN,  INC  BOARD  OF  DIRECTORS 


Kenneth  O Johnson,  MD,  President,  3003  West  Good  Hope  Rd, 
Milwaukee  53226 

Michael  J Mally,  MD,  Vice  President,  1004  East  Sumner, 
Hartford  53027 

Lee  Baker,  Secretary,  1442  North  Farwell  Ave,  Milwaukee  53202 
Richard  Stone,  MD,  Treasurer,  227  East  Silver  Spring  Dr, 
Milwaukee  53217 

Donald  R Beaver,  DO,  6091  W Edgerton  Ave,  Milwaukee  53220 
Irwin  J Bruhn,  MD,  Route  1,  Lakeville  Rd,  Walworth  53184 
George  E Collentine  Jr,  MD,  2388  North  Lake  Dr,  Milwaukee 
53211 

Gordon  J Decker,  Allis-Chalmers  Corp,  PO  Box  512,  Milwaukee 
53201 

Thomas  G Dehn,  MD,  620  N 19th  St,  Milwaukee  53233 
Gerald  J Dorff,  MD,  16035  Burleigh  PI,  Brookfield  53005 
Chesley  P Erwin,  MD,  8700  West  Wisconsin  Ave,  Milwaukee 
53226 


WISCONSIN  PROFESSIONAL  REVIEW 

330  East  Lakeside  St,  Madison,  Wis  53715/PO  Box  1109, 


Daniel  S Fleisher,  MD,  8701  Watertown  Plank  Rd,  Milwaukee 
53226 

Terrance  N Hart,  MD,  17050  North  Ave,  Brookfield  53005 
Robert  L McGlynn,  19333  West  North  Ave,  Brookfield  53005 
Randle  E Pollard,  MD,  2040  West  Oklahoma  Ave,  Milwaukee 
53215 

John  N Schwartz,  2900  West  Oklahoma  Ave,  Milwaukee  53215 
Frank  J Sprtel,  Briggs  & Stratton  Corp,  PO  Box  702,  Milwaukee 
53201 

Thomas  Wall,  MD,  9209  West  Hawthorne  Ave,  Mequon  53092 
D Maclean  Willson,  MD,  2015  East  Newport  Ave,  Milwaukee 
53211 

Alphonse  A Wisniewski,  DDS,  1225  West  Mitchell  St,  Milwaukee 
53204 

Carol  E Young,  MD,  2315  North  Lake  Dr,  Milwaukee  53211 
James  H Zellmer,  MD,  5148  North  Teutonia  Ave,  Milwaukee 
53209  ■ 


ORGANIZATION  (WisPRO) 

Madison,  Wis  53701  /Telephone:  (608)  257-6791 


WisPRO  Board  of  Directors 

Richard  F Baske,  MD,  345  W Washington  Ave,  Madison  53703 
Robert  L Brandt,  Administrator,  Tomah  Memorial  Hospital, 
321  Butts  Ave,  Tomah  54660 

Timothy  A Correll,  MD,  109  West  Fountain  St,  Dodgeville  53533 
Hugh  F DeMorest,  MD,  502  Surrey  Lane,  Neenah  54956 
George  L Gay  Jr,  MD,  PO  Box  28,  Cambridge,  53523 
James  E Glasser,  MD,  1836  South  Avenue,  La  Crosse  54601 
Sidney  E Johnson,  MD,  1000  N Oak  Ave,  Marshfield  54449 
Robert  M Johnson,  Vice  President  and  Administrator,  Theda 
Clark  Regional  Medical  Center,  130  Second  St,  Neenah  54956 
Maurice  Kiley,  President,  CB  Stumph  and  Associates,  Inc, 

25  W Main  St,  Suite  765,  Madison  53703 
J A Killins,  MD,  123  N Military  Ave,  Green  Bay  54303 


Denise  McHugh,  RN,  623  West  Main,  Hortonville  54944 
H B Maroney,  Assistant  Secretary,  State  Medical  Society  of 
Wisconsin,  PO  Box  1109,  Madison  53701 
Michael  K Mikkelson,  MD,  1205  O’Day  St,  Merrill  54452 
Jonathan  Moulton,  MD,  1011  N 8th  St,  Sheboygan  53081 
Lyle  Olson,  MD,  517  Park  Place,  Darlington  53530 
V L Sharp,  DO,  144  West  Madison,  Waterloo  53594 
D O Simley,  DDS,  2037  Winnebago,  Madison  53704 
Ted  L Thompson,  MD,  709  South  10th  St,  La  Crosse  54601 
Thomas  S Westcott,  MD,  115  West  Chestnut  St,  Pardeeville 
53954 

David  Woeste,  MD,  409  Spruce  St,  River  Falls  54022 
Donald  J McIntyre,  Executive  Director,  330  E Lakeside,  Madison 
53701 

NOTE:  Officers  unknown  at  time  of  publication. 


South  Central  District  Review  Council 

John  Austin,  MD,  101  E Milwaukee  Ave,  Suite  513,  Janesville 
53545 

Neil  Bard,  MD,  1313  Seminary  St,  Richland  Center  53581 
Richard  M Carr,  MD,  2 West  Gorham,  Madison  53703 
Richard  A Damon,  MD,  130  Warren  St,  Beaver  Dam  53916 
David  D Gregory,  MD,  910  Silver  Lake  Dr,  Portage  53901 
Anne  Griffiths,  MD,  1 173  West  Main  St,  Whitewater  53190 
Roy  S Horras,  MD,  202  N Gammon  Rd,  Madison  53717 
George  W Kindschi,  MD,  1515  10th  St,  Monroe  53566 
David  P Kuter,  MD,  703  14th  St,  Baraboo  53913 
Thomas  C Meyer,  MD,  1 300  University  Ave,  Rm  4225,  Madison 
53706 

Judith  P Howells,  District  Manager,  330  E Lakeside  St,  Madison 
53701 


West  Central  District  Review  Council 

Reuben  J Adams,  MD,  1933  Park  St,  Whitehall  54669 
James  W Bayuk,  MD,  1836  South  Ave,  La  Crosse  54601 
Jack  Brown,  MD,  315  West  Oak  St,  Sparta  54656 
William  E Davis,  MD,  630  South  10th  St,  La  Crosse  54601 
David  L Geske,  MD,  615  South  10th  St,  La  Crosse  54601 
Michael  H Mader,  MD,  1836  South  Ave,  La  Crosse  54601 
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David  D Norenberg,  MD,  1836  South  Ave,  La  Crosse  54601 
Douglas  Smith,  MD,  680  Hehli  Way,  Mondovi  54755 
Robert  Starr,  MD,  318  W Decker  St,  Viroqua  54665 
Philip  H Utz,  MD,  700  West  Avenue  South,  La  Crosse  54601 
Steve  Laking,  District  Manager,  81 1 Monitor  St,  Suite  103 
La  Crosse  54601 


North  Central  District  Review  Council 

A Mitat  Algan,  MD,  Loyal  Medical  Center,  Loyal  54446 
Norman  Desbiens,  MD,  1000  N Oak  Ave,  Marshfield  54449 
Orlando  M Francisco,  MD,  211  East  Washington,  Tomahawk 
54487 

Charles  A Heuss,  MD,  1111  Langlade  Rd,  Antigo  54409 
John  P Kirchner,  MD,  1000  North  Oak  Ave,  Marshfield  54449 
Charles  A Lonsdorf,  MD,  Lakeland  Medical  Associates,  Ltd, 
Woodruff  54568 

J S Mayersak,  MD,  1806  E 8th  St,  Merrill  54452 
John  W McDonough,  DO,  400  Dewey  St,  Wisconsin  Rapids 
54494 

Richard  C O’Connor,  MD,  2727  Plaza  Dr,  Wausau  54401 
James  K Robinson,  DO,  101  N Gibson  St,  Medford  54451 
Gerald  H Schroeder,  MD,  425  Pine  Ridge  Blvd,  Suite  211, 
Wausau  54401 

Henry  H Shaw,  MD,  2501  Main  St,  Stevens  Point  54481 
Lee  Swank,  MD,  205  Schiek  Plaza  Dr,  Rhinelander  54501 
Jon  Griffith,  District  Manager,  2404  Stewart  Square,  Ste  C, 
Wausau  54401 


Northeast  District  Review  Council 

Blaine  W Claypool,  MD,  424  E Longview  Dr,  Appleton  5491 1 
Hugh  F DeMorest,  MD,  502  Surrey  Lane,  Neenah  54956 
Alonzo  R Gimenez,  MD,  270  E Marquette  St,  Berlin  54923 
Jon  L Keller,  MD,  1616  7th  St,  Menominee,  Mich  49858 
Myron  Marlett,  MD,  2021  S Webster  Ave,  Green  Bay  54301 
Donald  H McDonald,  MD,  19  S Third  St,  Winneconne  54986 
Robert  H Mikkelsen,  MD,  505  E Division  St,  Fond  du  Lac 
54935 

Jonathan  Moulton,  MD,  1011  North  8th  St,  Sheboygan  53081 
David  A Satchell,  MD,  600  York  St,  Manitowoc  54200 
Thomas  M Steed,  MD,  345  South  18th  Ave,  Sturgeon  Bay  54235 
Joseph  W Weber,  MD,  525  Hight  St,  New  London  54961 
Richard  Priest,  District  Manager,  2301  Riverside  Dr,  Green  Bay 
54301 


Northwest  District  Review  Council 

F D Cook,  MD,  2661  County  Trunk  “I”,  Chippewa  Falls  54729 
Michael  F Finkel,  MD,  733  West  Clairemont  Ave,  Eau  Claire 
54701 

James  R Hoefert,  MD,  1220  Woodland,  Barron  54812 
Arlyn  A Koeller,  MD,  206  6th  Avenue  West,  Ashland  54806 
Leo  K Nelson,  MD,  St  Croix  Falls  Clinic,  St  Croix  Falls  54024 
Carrie  J Nelson,  MD,  Elmwood  54740 
Edward  Stack,  MD,  1225  Tower  Ave,  Superior  54880 
David  M Woeste,  MD,  River  Falls  Clinic,  River  Falls  54022 
Scott  Layman,  District  Manager,  405  S Farwell  St,  Ste  16, 

Eau  Claire  54701  ■ 


If  your  disabled  patients 
have  been  denied 

SOCIAL 

SECURITY 

DISABILITY 

BENEFITS 

they  may  need  an  attorney. 
Experienced  representation 
in  disability  cases: 

LAW  OFFICES  OF  THOMAS  E.  BUSH 

161  West  Wisconsin  Avenue  S #3 1 89 
Milwaukee,  W1  53203 
(414)  765-9333 

Accepting  Referrals  in  Southeastern  Wisconsin. 


Minnesota’s  Boundary  Waters  Canoe  Area  Wild- 
erness and  Canada’s  Quetico  Provincial  Park 
beckon  you  to  escape  the  tension  and  hectic  pace 
of  the  city  . . . discover  the  last  true  wilderness 
in  America  . . . more  than  2 million  acres  of  pine  and 
birch  studded  forests  surrounding  nearly  2000 
drinking  water  pure  lakes.  Relax,  unwind,  and  let  a 
professional  canoe  outfitter  completely  outfit  you 
and  take  care  of  all  the  details  of  your  wilderness 
canoe  trip.  ...  its  just  what  the  doctor  ordered! 

* — For  Information: 

Grand  Mar  air  - Gnnfllnt  Trail 
Outfitter*  Association 
Grand  Marala,  MN  SSM4 

or  Call  (218)387-2524 
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Acme  Laboratories,  Inc. 

ORTHOTIC  & PROSTHETIC 
SERVICES 

Certified  by  American  Board  of  Certification 
in  Orthotics  and  Prosthetics 


10702  W Burleigh  St 
Milwaukee,  Wij  53222 
(414)  259- 1090 

Box  LOA 

Woodruff,  Wis.  54568 
(715)  356-5222 
Ext  8872 


525  E.  Division  St. 
Fond  du  lac,  Wis.  54935 
(414)  923-6676 

Green  Boy  Orthopedic 
(Division  of  Acme 
laboratories,  Inc.) 
428  S.  Adams  St. 
Green  Bay,  Wis.  54301 
(414)  435-1461 


• Artificial  Limbs 

• Orthopedic  Appliances 

• Wheelchairs 

• Custom  Seating  Inserts 


Professional  Service  For  the  Handicapped 


is  a professional  problem 


prescription  form.  We  furnish  the  forms— 
and  assure  you  that  S & L Enuresis  Alarms 
are  available  on  prescription  only.  We  rent 
the  alarm  to  your  patient.  It  is  used  at 
home  under  your  supervision.  The  cost  is 
low— $14.00  per  week. 

An  authoritative  article  from  the  JAMA 
documents  the  S & L Functional  Enuresis 
treatment.  Write  for  a reprint. 

‘Statistics  from  our  30  years  of  Rx  service. 


S&LSIGNAL  COMPANY, INC. 

P O.  Box  4128,  Madison,  Wisconsin  53711 
(Location:  2350  Chalet  Gardens  Road) 


References: 

1 . Slone  PH,  Turi  ZG,  Muller  JE  Efficacy  ol  nifedipine  therapy  lor  refractory  angina 
pectoris  Am  Heart  J 104  672-681,  September  1982 

2.  Antman  E.  Muller  J,  Goldberg  S,  el  al  Nifedipine  therapy  for  coronary-artery 
spasm  Experience  in  127  patients  N Ergl  J Med  302  1269-1273.  June  5,  1980 


BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  lor  the 
management  ol  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
ol  angina  al  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  ot  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

If  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  ol  chronic  stable  angina  (eflort-associated  angina)  without  evidence  ot  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (eflort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  trequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  ettectiveness  and  evaluation  ot  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  contidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  trom  the  combined  effects  ol  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension  Although  in  most  patients,  the  hypotensive  eltect  ot 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and 
it  the  patient's  condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  trequency.  du 
ration  or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  trom  increased  demand 
resulting  trom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  trom  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  retlex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General:  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dystunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  trom  the  effects  ot  increasing  let!  ventricular  dystunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure,  severe  hypotension  or  exacerbation  ot  angina 

Long  acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  ol  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxm  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  tound  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  ad|ust- 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea  constipation,  inflammation,  |oint  stillness,  shaki- 
ness.  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis  pruritus,  urticaria,  le- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  trom  the  nat- 
ural history  ol  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  mtarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase, CPK  LDH , SGOT.  and  SGPT  have  been  noted  and  a single  incident  ot  signilicantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  alter  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66)  300  (NOC  0069 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77°F  ( 15‘  to  25“C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  S 1982  Ptizer  Inc 
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"I  can  do  things  that  I 
couldn  't  do  for  3 yrs  including 
joining  the  human  race  again 
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Quotes  from  an  unsolicited  J 
letter  received  by  Pfizer  from  an  , 
angina  patient. 

While  this  patient  's  experience 
s representative  of  many  # 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all  | 

respond 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive " 

"My  doctor  switched  me  to 
PROCARDIA M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again" 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


for  the  varied  faces  of  angina 
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* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 


PROCARDi 


(NIFEDIPINE) Capsu,es  10  m9 


agents  In  chronic  stable  angina  (effort-associated  angina) 

PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks’  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 

patients  are  incomplete.  Please  seePROCARDIA  brief  summary  on  adjoining  page 


Bactrim  concentrates  in  serum 
and  penetrates  sputum1'3  •>>. 


ROCHE 


major  pathogens 
of  chronic  bronchitis 


Bactrim  clears  sputum  of 
susceptible  bacteria 


In  sputum  cultures  from  patients  with  acute 
exacerbations  of  chronic  bronchitis,  H.  influ- 
enzae and  S.  pneumoniae  are  isolated  more 
often  than  any  other  pathogens.4  5 One  study 
of  transtracheal  aspirates  from  76  patients 
with  acute  exacerbations  found  that  80%  of 
the  isolates  were  of  these  two  pathogens.5 

Bactrim  is  effective  in  vitro  against  most 
strains  of  both  S.  pneumoniae  and  H.  influen- 
zae— even  ampicillin-resistant  strains.  And  in 
acute  exacerbations  of  chronic  bronchitis 
involving  these  two  pathogens,  sputum  cul- 
tures taken  seven  days  after  a two-week 
course  of  therapy  showed  that  Bactrim  eradi- 
cated these  bacteria  in  91%  (50  of  55)  of  the 
patients  treated. 


attacks  H.  influenzae — even 
ampicillin-resistant  strains 


Bactrim  reduces  coughing 
and  sputum  production 


In  three  double-blind  comparisons 
with  ampicillin  q.i.d . , Bactrim  DS 
proved  equally  effective  on  all  clinical 
parameters.7-9  Bactrim  reduced  the 
frequency  and  severity  of  coughing, 
reduced  the  amount  of  sputum  pro- 
duced and  cleared  the  sputum  of 
purulence. 

Bactrim  has  the  added  advantages 
of  b.i.d.  dosage  convenience  and  a 
lower  incidence  of  diarrhea  than  with 
ampicillin,  and  it  is  useful  in  patients 
allergic  to  penicillins. 

Bactrim  also  proved  more  effective 
than  tetracyclines  in  10  clinical  trials 


involving  nearly  700  patients.10  Overall  clinical 
condition  of  the  patients,  changes  in  sputum 
purulence,  reduction  in  sputum  volume  and 
microbiological  clearance  of  pathogens — all 
improved  more  with  Bactrim  therapy  than 
with  tetracyclines.  G.I.  side  effects  occurred 
in  only  7%  of  patients  treated  with  Bactrim 
compared  with  12%  of  tetracycline-treated 
patients.  (See  Adverse  Reactions  in  summary 
of  product  information  on  next  page.) 

Bactrim  is  contraindicated  in  pregnancy  at 
term  and  nursing  mothers,  infants  under  two 
months  of  age,  documented  megaloblastic 
anemia  due  to  folate  deficiency  and  hypersen- 
sitivity. 

Bactrim  DS.  For  acute  exacerbations  of 
chronic  bronchitis  in  adults*  when  it  offers  an 
advantage  over  single-agent  antibacterials. 


References:  1.  Hughes  DTD.  Bye  A.  Hodder  P:  Adv  Antimi- 
crob  Antineoplastic  Chemother  //2:1105-1106.  1971.  2.  Jordan 
GW  et  al:  Can  Med  Assoc  J 112:9\S-95S,  Jun  14,  1975.  3.  Beck 
H,  Pechere  JC:  Prog  Antimicrob  Anticancer  Chemother  7:663- 
667.  1969.  4.  Quintiliani  R:  Microbiological  and  therapeutic 
considerations  in  exacerbations  of  chronic  bronchitis,  in 
Chronic  Bronchitis  and  Its  Acute  Exacerbations:  Current  Diag- 
nostic and  Therapeutic  Concepts;  Princeton  Junction,  NJ.  Com- 
munications Media  for  Education,  Inc.,  1980,  pp.  9-12. 

5.  Schreiner  A et  al:  Infection  6(2):54-56.  1978.  6.  Data  on  file, 
Hoffmann-La  Roche  inc.,  Nutley,  NJ.  7.  Chodosh  S:  Treatment 
of  acute  exacerbations  of  chronic  bronchitis:  results  of  a double- 
blind crossover  clinical  trial,  in  Chronic  Bronchitis  and  Its  Acute 
Exacerbations:  Current  Diagnostic  and  Therapeutic  Concepts. 
Op.  cit..  pp  15-16.  8.  Chervinsky  P:  Double-blind  clinical  com- 
parisons between  trimethoprim-sulfamethoxazole  (Bactrim'”) 
and  ampicillin  in  the  treatment  of  bronchitic  exacerbations. 
Ibid.,  pp  17-18.  9.  Dulfano  MJ:  Trimethoprim-sulfamethoxa- 
zole vs.  ampicillin  in  the  treatment  of  exacerbations  of  chronic 
bronchitis.  Ibid.,  pp.  19-20.  10.  Medici  TC:  Trimethoprim-sulfa- 
methoxazole (Bactrim'”)  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience. 
Ibid.,  pp.  13-14. 
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(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/RocheJ 


*Duc  to  susceptible  organisms.  Please  see  next  page  for  summary  of  product  information. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which 
follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter,  Proteus 
mlrabills,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that  Initial  episodes 
of  uncomplicated  urinary  tract  Infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  frequency  of  resistant  orga- 
nisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections. 
For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influen- 
zae or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers  an  advan- 
tage over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of  repeated 
use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  Is  not  indicated  for  prophy- 
lactic or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains  of 
Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment 
It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel  when 
antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  docu- 
mented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term,  nursing  mothers 
because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus;  infants  less 
than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 0-hemolytic  streptococcal 
tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim 
than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides 
Experience  with  trimethoprim  is  much  more  limited  but  occasional  interference  with  hema- 
topoiesis has  been  reported  as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC’s  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6- 
phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  Dur- 
ing therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful 
microscopic  examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function  Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin;  reassess  coag- 
ulation time  when  administering  Bactrim  to  these  patients. 

Pregnancy:  Teratogenic  Effects;  Pregnancy  Category  C Because  trimethoprim  and  sulfa- 
methoxazole may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only  if  poten- 
tial benefits  justify  the  potential  risk  to  the  fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness, pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gastro- 
intestinal reactions  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  pseudomembranous  colitis  and  pancreatitis.  CNS  reactions  Headache,  periph- 
eral neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insom- 
nia, apathy,  fatigue,  muscle  weakness  and  nervousness  Miscellaneous  reactions  Drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L E phenom- 
enon Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goi- 
ter production,  diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents 
may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults.  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d for  10-14  days.  Use  identical  daily  dosage 
for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment.  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen.  Bactrim  is  not  recommended  If  creatinine  clearance  is  below 

15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or  4 teasp 
(20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS. 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  20  and 
28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of 
100  and  500.  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40  Pediatric  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml);  cherry 
flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension,  containing  40  mg  trimethoprim 
and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml),  fruit-licorice  flavored — bottles  of 

16  oz  (1  pint). 
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OPPORTUNITY 

WITHOUT 

RISK. 


The  biggest 
improvement  in 
Savings  Bonds  in 
40  years. 


New  Variable 
Interest  Rate. 

Looking  for  an  ideal  invest- 
ment? One  with  a variable 
interest  rate?  But  one 
where  rates  can’t  drop 
below  a certain  level? 

Well,  there  is  one  avail- 
able to  everyone,  even  if 
you  have  only  $25  to  invest. 

It’s  U.S.  Savings 
Bonds.  Now  changed  from 
a fixed  to  a variable  interest 
rate,  with  no  limit  on  how 
much  you  can  earn. 

A Guaranteed 
Minimum. 

Although  interest 
rates  will  fluctuate,  you’re 
protected  by  a guaranteed 
minimum.  And  if  you  hold 
your  Bond  to  maturity, 
you’ll  double  your  money. 
You  may  do  even  better. 

Take  another  look  at 
Savings  Bonds.  We  did,  and 
made  them  better. 


I A public  service  of  this  publication 
Cra nfl  and  The  Advertising  Council. 


b 

600 mg  Tablets 


More  conv< 


nt|or  your  patients 


■ ■ '■ 

; .v 

>9043-4  Juyi981 

• . 

:• 

: ",  i o.  ■ : ■ 


© 1981  The  Upohn  Comparv 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 




The  abused  child 
will  grow  up  someday. 

Maybe. 


Each  year,  over  one  million 
American  children  suffer  from  child 
abuse.  And  over  2,000  children  die 
from  it. 

But  what  about  those  who  survive? 

Statistics  show  that  an  abused  child- 
hood can  affect  a person’s  entire  life. 

Many  teenage  drug  addicts  and 


many  teenage  prostitutes  report 
being  abused  children.  So  do  juvenile 
delinquents  and  adult  criminals. 

Yet  child  abuse  can  be  prevented. 

The  National  Committee  for 
Prevention  of  Child  Abuse  is  a private, 
charitable  organization  that  knows 
how  to  prevent  child  abuse. 

But  we  need  your  help  to  do  it. 


We  need  your  money.  We  need 
more  volunteers. 

Send  us  your  check  today,  or  write 
for  our  booklet. 

Because  if  we  don't  all  start 
somewhere,  we  won’t  get  anywhere. 


National  Committee  for 
Prevention  of  Child  Abuse 


Help  us  get  to  the  heart  of  the  problem. 

Write:  Prevent  Child  Abuse,  Box  2866,  Chicago,  Illinois  60690 


A Public  Service  of  This  Magazine  & The  Advertising  Council. 


Briel  Prescribing  Information 
CONTRAINDICATIONS:  Patients 
with  severe  hypertension,  severe 
coronary  artery  disease,  and  in  pa- 
tients on  MAO  inhibitor  therapy, 
narrow-angle  glaucoma,  urinary 
retention,  peptic  ulcer,  during  an 
asthmatic  attack. 

Hypersensitivity:  Contraindicated 
in  patients  with  hypersensitivity  or 
idiosyncrasy  to  sympathomimetic 
amines  or  phenanthrene  derivatives 

Nursing  Mothers  Contraindi- 
cated because  of  the  higher  than 
usual  risk  for  infants  from  sym- 
pathomimetic amines 
WARNINGS:  Use  judiciously  and 
sparingly  in  patients  with  hyperten- 
sion. diabetes  mellitus,  ischemic 
heart  disease,  increased  intraocular 
pressure,  hyperthyroidism,  or  pros- 
tatic hypertrophy  May  produce  CNS 
stimulation  and  convulsions  or  car- 
diovascular collapse  with  accom- 
panying hypotension 

Use  with  caution  in  patients  with 
increased  intraocular  pressure,  car- 
diovascular disease,  hypertension 
or  in  patients  with  a history  of 
bronchial  asthma  Do  not  exceed 
recommended  dose. 

Use  in  Elderly:  The  elderly  (60 
years  and  older)  are  more  likely  to 
have  adverse  reactions  to  sympatho- 
mimetics  Overdosage  in  this  age 
group  may  cause  hallucinations,  con- 
vulsions, CNS  depression  and  death 
PRECAUTIONS:  General  Should  be 
used  with  caution  in  patients  with 
diabetes,  hypertension,  cardiovas- 
cular disease  and  hyperreactivity  to 
ephedrme  The  antihistaminic  may 
cause  drowsiness  and  ambulatory 
patients  who  operate  machinery  or 
motor  vehicles  should  be  cautioned 
accordingly. 

Information  tor  Patients:  Antihis- 
tamines may  impair  mental  and 
physical  abilities  required  for  the 
performance  of  potentially  hazard- 
ous tasks,  such  as  driving  a vehicle 
or  operating  machinery,  and  mental 
alertness  in  children 

Drug  Interactions  MAO  inhib- 
itors and  beta  adrenergic  blockers 
increase  the  effect  of  sympatho- 
mimetics  Sympathomimetics  may 
reduce  the  antihypertensive  effects 
of  methyldopa,  mecamylamine,  re- 
serpine  and  veratrum  alkaloids 
Concomitant  use  of  antihistamines 
with  alcohol,  tricyclic  antidepres- 
sants, barbiturates  and  other  CNS 
depressants  may  have  an  additive 
effect. 

Pregnancy  Category  C:  Animal 
reproduction  studies  have  not  been 
conducted  with  NOVAFED  A cap- 
sules. It  is  also  not  known  whether 
NOVAFED  A capsules  can  cause  fetal 
harm  when  administered  to  a preg- 
nant woman  or  can  affect  reproduc- 
tion capacity  NOVAFED  A capsules 
may  be  given  to  a pregnant  woman 
only  if  clearly  needed 

Nursing  Mothers.  Pseudoephe- 
drine  is  contraindicated  in  nursing 
mothers  because  of  the  higher  than 
usual  risk  for  infants  from  sympatho- 
mimetic amines 

ADVERSE  REACTIONS:  Hyperreac- 
tive individuals  may  display 
ephedrine-like  reactions  sucn  as 
tachycardia,  palpitations,  head- 
ache, dizziness,  or  nausea  Patients 
sensitive  to  antihistamines  may 
experience  mild  sedation.  Sympatho- 
mimetic drugs  have  been  associated 
with  certain  untoward  reactions 
including  fear,  anxiety,  tenseness, 
restlessness,  tremor,  weakness, 
pallor,  respiratory  difficulty,  dysuria, 
insomnia,  hallucinations,  convul- 
sions, CNS  depression,  arrhyth- 
mias. and  cardiovascular  collapse 
with  hypotension 

Possible  side  effects  of  anti- 
histamines are  drowsiness,  rest- 
lessness, dizziness,  weakness,  dry 
mouth,  anorexia,  nausea,  head- 
ache, nervousness,  blurring  of 
vision,  heartburn,  dysuria  and  very 
rarely  dermatitis.  Patient  idiosyn- 
crasy to  adrenergic  agents  may  be 
manifested  by  insomnia,  dizziness, 
weakness,  tremor  or  arrhythmias 
OVERDOSAGE:  Acute  overdosage 
with  NOVAFEO  A capsules  may 
produce  clinical  signs  of  CNS  stim- 
ulation and  variable  cardiovascular 
effects  Pressor  amines  should  be 
used  with  great  caution  in  the  pres- 
ence of  pseudoephedrine  Patients 
with  signs  of  stimulation  should  be 
treated  conservatively. 

DOSAGE  AND  ADMINISTRATION: 
One  capsule  every  12  hours  Do  not 
give  to  children  under  1 2 years  of  age 
CAUTION:  Federal  law  prohibits  dis- 
pensing without  prescription 
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Prescription  relief 

For  the  wet  symptoms  of  allergies... 


^ ■ ■ I each  capsule  contains  pseudoephedrine 

I [ )V£|  11^3^2  hydrochloride  120  mg,  chlorpheniramine 

VHI/WUlVW  maleate  8 mg 

(also  available  in  liquid  forms) 


Controlled- release  decongestant  plus  antihistamine 


Works  for  12  full  hours 


• stops  runny  nose  with  decongestant 

• relieves  allergy  symptoms  with  antihistamine 

• dries  watery  eyes  as  a result 
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Novafed 


(pseudoephedrine  hydrochloride)  decongestant 
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Physicians 
Alliance 
Districts 
and 

Field  Consultants 


Physicians  Alliance  is  a socio- 
economic-legislative-govern- 
mental division  of  the  State 
Medical  Society  of  Wisconsin 
and  is  under  the  direction  of  the 
Physicians  Alliance  Commis- 
sion. 
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NEVER FORGET 
A PROMISE 


The  plain  truth  is  that  some  of  your 
patients  make  promises  they  forget  to  keep. 

You  know  how  it  goes.  They’re 
delinquent  in  paying  the  bill.  So  they  promise 
to  pay  a certain  amount  every  month.  Some 
months  you  get  paid  and  some  you  don’t. 

At  Management  Systems  of  Wausau,  we 
have  a simple  philosophy  about  medical  office  collection: 
Better  soon  than  late;  better  late  than  never. 

With  our  computer  system,  your  bills  go  out  on 
time.  There  are  no  delayed  payment  schedules  or  unbilled 
patients. 

And  every  patient  who  promises  to  pay  a certain 
amount  each  month  will  actually  see  that  promise  on  your 
invoice!  It  becomes  a point  of  honor. 

We’ll  train  your  people  to  enter  the  promises  on  a 
typewriter  like  computer  terminal.  Our  computers 
“remember”  these  promises  when  automatically  issuing 
invoices  to  your  patients. 

This  is  one  of  the  many  services  we  perform  with 
systems  and  procedures  tailored  to  your  needs.  Phone 
us  for  other  ways  to  boost  medical  collection  rates,  speed 
accounts-receivable  turnaround,  and  improve  financial 
control. 

You  won’t  be  disappointed.  That’s  a promise. 


MANAGEMENT 
SYSTEMS 
of  WAUSAU 


1 800  826-0028.  We  work  hard  to  support  you. 

In  Wisconsin:  1 800  472-0023 


flTfl 


advanced  technology  associates 

Medical  Computer  Systems 
4710  West  North  Avenue 
Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


Maintain  records  for  up  to  8000  patients 

Good  things  do  come  in  small  packages.  Like  the  new, 
compact  Medical  Computer  System  from  Advanced 
Technology  Associates.  Occupying  no  more  space  than 
a typewriter,  this  powerful  desktop  microcomputer  can 
handle  up  to  8000  patients  and  support  two  terminals 
and  a printer.  Good  things  that  make  your  clinic  more 
efficient. 

Cost-effective  business  management 

In  fact,  ATA’s  full  line  of  Medical  Computer  Systems  can 
help  streamline  your  business  operations,  regardless  of 
your  clinic’s  size . . . whether  you’re  one  or  twenty 
physicians.  They  can  handle  all  the  details  of  your  daily 
business  management  with  touch-button  convenience 
. . . from  billing  to  filling  out  insurance  claim  forms. 
Simplify  all  aspects  of  patient  account  information.  Print 
forms,  lists,  labels  and  reports  quickly  and  easily. 

Search  out  patients  on  whom  certain  procedures  were 
performed.  Even  give  you  reports  on  all  services 
rendered  by  every  doctor  and  department  in  your  office. 
And  much  more.  All  for  significantly  less  cost  than  any 
other  computer  system  or  billing  service. 

So  call  us,  and  find  out  just  how  many  good  things  our 
advanced  technology  can  do  for  you. 
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SMS  SERVICES,  INC. 

FOR  MEMBERS  OF  THE 
STATE  MEDICAL  SOCIETY 
OF  WISCONSIN 
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RATES:  50$  per  word,  with  a minimum  charge  of  $20.00  per  ad.  BOXED  AD  RATES:  $32.00  per  column  inch. 
DEADLINE:  Copy  must  be  received  by  the  20th  of  the  month  preceding  month  of  issue;  e.g.,  copy  for  the  August 
issue  is  due  July  20.  Send  copy  to:  Wisconsin  Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
(area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


The  Department  of  Family  Practice,  Medical  College  of  Wis- 
consin, is  recruiting  for  a half-time  faculty  position  at  a 12-resi- 
dent  Family  Practice  Program.  A half-time  accompanying 
private  practice  opportunity  is  available.  Board  eligibility  or 
certification  is  required.  City  of  50,000  in  southeastern  Wis- 
consin, 20  miles  from  Milwaukee,  community  hospital  of  405 
beds  with  no  competing  residencies.  Faculty  rank,  salary,  and 
fringes  are  competitive.  Send  curriculum  vitae  and  references  to: 
Director,  Waukesha  Family  Practice  Residency  Training  Pro- 
gram, 434  Madison  St,  Waukesha,  Wis  53186.  The  Medical 
College  of  Wisconsin  is  an  equal  opportunity/affirmative  action 
employer.  5-6/83 

Neurologist,  Psychiatrist,  Orthopedist,  and  Internist 

needed,  (Board  eligible  or  board  certified),  for  part-time  diag- 
nostic outpatient  workups  in  Beloit,  Wisconsin.  No  calls,  no 
weekends,  or  long-term  treatment  involved.  Flexible  hours.  Send 
CV  to  Personnel,  Box  8320,  Chicago,  Illinois  60680.  p5-7/83 

Board  eligible/certified  Family  Practitioner  needed  at  Kiel, 
Wisconsin,  located  in  N/E  rural  Wisconsin.  Financial  assistance 
available  and  negotiable.  Fine  community,  recreation  activities, 
and  professional  atmosphere.  Eleven  miles  from  excellent  hos- 
pital facility.  Near  numerous  metropolitan  areas.  Contact  J 
Schumacher,  Admin,  Calumet  Memorial  Flospital,  Chilton,  Wis 
53014;  ph  414/849-2386.  p5-7/83 

Student  Health  Physician  wanted  to  join  two  others,  an  in- 
ternist and  gynecologist,  in  outpatient  care  of  8000  college  stu- 
dents. Residency  in  primary  care  and  interest  in  sports  medicine 
preferred.  Certified  lab  and  physical  therapy  unit  included 
within  facilities.  Academic  year  appointment,  no  night/week- 
end call.  MD  license  to  practice  in  Wisconsin.  Effective  date 
8/22/83.  Salary  dependent  upon  experience.  Send  CV  and  ref- 
erences to  S M Johnson,  MD,  Director  of  Health  Services, 
University  of  Wisconsin-La  Crosse,  La  Crosse,  Wis  54601  by 
6/20/83.  Tel:  608/785-8559.  EOE.  5/83 

Family  Physician  or  Internist  to  join  three-man  family  and 
general  practice  group  in  the  heart  of  North  Central  Wisconsin 
vacationland.  First  year  guaranteed  salary.  Numerous  fringe 
benefits.  Clinic  across  from  hospital.  Send  CV  to:  O M Fran- 
cisco, MD,  221  E Washington  Ave,  Tomahawk,  Wis  54487;  ph 
715/453-2147.  5tfn/83 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 


Family  Physicians.  Unique  opportunity  for  BC/BE 
family  practice  physician  to  join  prepaid  group  practice 
in  Kansas  City.  To  staff  and  develop  a family  practice 
facility  15  minutes  from  established  multispecialty  group 
practice.  Facility  will  include  laboratory,  x-ray,  and  phar- 
macy. Attractive  salary  structure  and  liberal  fringes. 
Starting  salary  based  on  experience.  Recruitment  and 
relocation  expenses  covered.  Send  CV  to  Michael  R 
Soper,  MD,  6801  E 1 17th  St,  Kansas  City,  MO  64134;  or 
call  816/765-6200.  5/83 


Family  Practitioner  to  function  primarily  in  Occupational 
Medicine  Department,  with  possibility  of  sharing  responsibilities 
in  other  departments  of  large  multispecialty  clinic  in  beautiful 
Milwaukee,  Wis.  New  facility  of  long-established  clinic.  Office 
space  and  all  equipment  supplied  by  group.  Preemployment 
exam,  diagnostic  evaluations,  on-the-job  injury  treatment  for 
more  than  750  Milwaukee  area  companies.  Challenging  position 
with  great  future  for  advancement.  Excellent  starting  salary  with 
opportunity  to  become  member  of  Service  Corporation  and 
Building  Company  at  very  low  entry  fees.  Many  fine  benefits  in- 
cluding liberal  profit-sharing  plan.  Write  or  phone:  Admin- 
istrator, Medical-Surgical  Clinic,  SC,  2400  West  Lincoln  Ave, 
Milwaukee,  Wis  53215;  tel  414/671-7000.  5-10/83 

Family  Medicine  and  Internal  Medicine  specialists.  Medical 
Placement  Associates  has  been  commissioned  by  a midwestern 
multispecialty  group  to  seek  three  additional  associates  interested 
in  adult  medicine.  As  the  principle  provider  of  primary  health- 
care for  an  established  HMO  (independent  group  model),  this 
opportunity  offers  financial  and  practice  security,  a lucrative 
bonus  program,  and  an  extremely  satisfying  environment  of  pro- 
fessionalism. To  learn  further  particulars,  call  collect  313/557- 
3350  or  forward  your  CV  to:  18877  West  Ten  Mile  Rd,  South- 
Field,  Michigan  48075.  p5/83 

Primary  Care— Union  Grove  Opportunity.  Physician  with 
background  in  general  practice,  pediatrics,  or  internal  medicine 
sought  for  fulltime  position  with  Department  of  Health  and 
Social  Services  at  Southern  Wisconsin  Center.  This  State  facility, 
20  miles  south  of  Milwaukee,  is  engaged  in  the  care  of  the  de- 
velopmentally  disabled.  Contact  John  F Brown,  MD,  Med- 
ical Director,  c/o  Southern  Wisconsin  Center,  21425  Spring 
Street,  Union  Grove,  Wis  53183;  ph  414/878-241 1,  ext.  362. 

5/83 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621.  lltfn/82 


US  Air  Force  Medical  Corps  currently  is  accepting  ap- 
plications for  physicians  in  the  following  specialties: 
Orthopedic,  Ear,  Nose  & Throat,  Obstetrics/Gyne- 
cology, General  Surgeons.  For  further  information,  call 
collect.  MSGT  Charles  Brown  Jr,  414/258-2430.  5-6/83 


La  Crosse — Neonatologist  needed  to  join  50-physi- 
cian multispecialty  clinic  with  four  pediatricians/one  neo- 
natologist. Will  be  co-director  of  14-bed,  Level  III,  Re- 
gional Infant  Intensive  Care  Unit  in  modern  350-bed  hos- 
pital immediately  adjacent  to  clinic.  CT  scanner  and  com- 
plete ultrasound  available.  Consultants  available  in 
neurosurgery,  pediatric  cardiology,  neurology,  and  sur- 
gery. Complete  transport  team  with  four  neonatal  nurse 
clinicians.  La  Crosse  is  a progressive,  family-oriented  city 
of  50,000  in  the  beautiful  Mississippi  River  Valley  with 
medical,  cultural,  educational,  and  recreational  oppor- 
tunities locally.  Contact  P S Shultz,  MD,  Medical  Direc- 
tor, Skemp-Grandview-La  Crosse  Clinic,  815  S 10th  St, 
La  Crosse,  Wis  54601 ; ph  608/782-9760.  5-7/83 
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PHYSICIANS  EXCHANGE  continued 


Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401,  or  call  collect  715/847-3351 . 6tfn/82 

Occupational  Medicine.  Occupational  physician  for  a large 
multispecialty  group  in  beautiful  Milwaukee,  Wisconsin  area. 
New  facility  of  long-established  clinic.  Office  space  and  all 
equipment  supplied  by  group.  Pre-employment  exam,  diagnostic 
evaluations,  on-the-job  injury  treatment  for  more  than  750  Mil- 
waukee area  companies.  Challenging  position  with  great  future 
for  advancement.  Excellent  starting  salary  with  opportunity  to 
become  member  of  Service  Corporation  and  Building  Com- 
pany at  very  low  entry  fees.  Many  fine  benefits  including  liberal 
profit-sharing  plan.  Write  or  phone:  Administrator,  Medical- 
Surgical  Clinic,  SC,  2400  W Lincoln  Ave,  Milwaukee,  WI 
53215;  tel:  414/671-7000.  3-8V83 

Family  Practitioner  and  neurologist  needed  to  join  multi- 
specialty group  of  33  physicians  dedicated  to  primary  care  in 
East  Central  Wisconsin  community.  City  population  38,000, 
drawing  area  100,000.  Attractive  income  arrangements,  as- 
sociation membership  possible  after  one  year,  pension  and 
profit  sharing,  extensive  fringe  benefits.  Contact  R B Windsor, 
MD,  1011  North  8th  St,  Sheboygan  Wis  53081;  ph  414/457- 
4461.  3tfn/83 

Family  Physician  needed  to  join  one  family  practitioner. 
Board  certified,  and  one  board  certified  general  surgeon.  Com- 
munity medical  complex  includes  clinic  facilities,  42-bed  hospital 
and  40-bed  nursing  home.  Located  in  scenic  St  Croix  River 
Valley  45  miles  from  St  Paul-Minneapolis.  Excellent  salary, 
benefits,  and  ownership  potential.  Contact  Keith  Petersen, 
Administrator,  Simenstad  Medical  Clinic,  SC,  PO  Box  218, 
Osceola,  Wl  54020.  Tel:  715/294-21 1 1 . 4-6/83 


Two  Family  Practitioners  needed  to  associate  with 
busy.  Board  certified  general  practitoner  in  Tomah, 
Wisconsin.  Modern  clinic,  79-bed  local  hospital,  and  for- 
mal association  with  50-physician  multispecialty  clinic  in 
La  Crosse,  Wis.  Tomah  is  an  active,  growing  community 
of  7,000  with  a medical  service  area  of  20,000.  Contact 
P S Shultz,  MD,  Medical  Director,  Skemp-Grandview- 
La  Crosse  Clinic,  815  S 10th  St,  La  Crosse,  Wis  54601; 
ph  608/782-9760.  5-7/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and  Endo- 
scopy. We  are  located  in  a fast  growing,  scenic,  lake 
country  area  between  Milwaukee  and  Madison  and  can 
offer  excellent  hospital,  schools,  and  recreational  facil- 
ities. Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/569-2300. 

10tfn/82-c3tfn/83 


Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  lltfn/82 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty  bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153  or  call  collect 
414/834-2201.  p4-7/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 

General  Surgeon.  Board  certified  or  eligible  to  locate  in  East 
Central  Wisconsin  near  Oshkosh,  Fond  du  Lac.  Excellent  recrea- 
tion opportunities  and  one  hour  to  Milwaukee,  Madison.  40- 
bed,  active  JCAH  hospital,  guaranteed  first  year  income  and 
other  incentives  offered.  Send  CV  to  or  call  CEO,  Ripon  Mem- 
orial, 933  Newbury,  Ripon,  Wl  54971;  ph  414/748-3101.  4tfn/83 

Family  Practitioners,  two,  Wautoma,  Wisconsin.  In  the  heart 
of  Wisconsin’s  pine  forests  and  beautiful  crystal  clear  lakes,  a 
quiet  peaceful  community  is  waiting  for  you.  Duck  and  geese 
hunting,  fishing,  18-hole  golf  course,  recreational  boating  and 
swimming.  Vacant  clinic  next  to  hospital,  fully  equipped  and 
ready  to  move  into.  Financial  options  open.  Write  to  William  G 
Richards,  MD,  Memorial  Hospital,  Wautoma,  Wis  54982  or  call 

1-414/885-9231.  4-6/83 


Pediatrics  Practice  available  in  Wisconsin  Rapids. 
Riverwood  Clinic  is  offering  a fully  established  practice. 
One  of  the  respected  pediatricians  in  this  10-physician 
group  will  soon  be  moving  to  the  Southwest.  Wisconsin 
Rapids  is  a prosperous  and  progressive  community  of 
37,000,  with  an  excellent  hospital,  located  in  Central 
Wisconsin.  The  new  pediatrician  will  enjoy  an  above 
average  financial  package  and  share  a modern  spacious 
office  facility  connected  to  Riverview  Hospital.  Write  or 
phone  collect:  F A Kopp,  Consultant,  11512  Woodside 
Dr,  Hales  Corners,  Wis  53130;  ph  414/425-8957  or 
425-5999.  p5/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 
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PHYSICIANS  EXCHANGE  continued 


Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  26  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  W1  53406;  ph  414/886- 
5000.  4tfn/83 

General  Practitioner,  age  42,  looking  for  nonpatient  oppor- 
tunity. Experience  in  clinical  work,  pharmacology  research,  and 
administration.  Contact  Dept  518  in  care  of  the  Journal.  5/83* 

Obstetrics/Gynecology.  Associate  needed  for  two-man  de- 
partment in  large  multispecialty  group.  Board  certified/eligible. 
Clinic  has  been  established  about  34  years  and  presently  occu- 
pies a modern  well-equipped  new  facility  located  on  the  near 
southside  of  Milwaukee,  WI.  Challenging  position  with  great 
future  for  advancement.  Liberal  starting  salary  with  many  fine 
fringe  benefits  including  a generous  profit-sharing  plan.  Re- 
plies will  be  confidential.  Write  or  phone:  Administrator,  Med- 
ical-Surgical Clinic,  SC,  2400  West  Lincoln  Ave,  Milwaukee, 
Wl  53215;  tel:  414/671-7000.  3-5/83 

Family  Practice  opportunity  to  join  a four-physician  family 
practice  group  in  south  central  Wisconsin  city  of  15,000.  Pleas- 
ant community  atmosphere  within  1-1  Xi  hours  of  Madison  and 
Milwaukee.  Excellent  recreational  area.  First  year  guaranteed 
salary.  Contact:  Chad  Burchardt,  Business  Manager,  Medical 
Associates  of  Beaver  Dam,  SC,  1200  N Center  St,  Beaver  Dam, 
Wisconsin  53916;  tel:  414/887-7101 . 3-5/83 

Family  Practice  Physicians.  St.  Joseph’s  Hospital,  a 567- 
bed  teaching  hospital,  is  seeking  interested  physicians  to  join 
medical  staff  and  to  discuss  practice  opportunities  within  the 
surrounding  area.  Community  hospital  specializing  in  obstet- 
rics, cardiovascular  and  oncology  care.  Contact  Dr  John  Grade, 
Chairman,  Dept  of  Family  Practice,  Medical  Staff  Office,  St 
Joseph’s  Hospital,  5000  West  Chambers  St,  Milwaukee,  WI 
53210;  or  call  Diane  Otto,  Medical  Staff  Office,  at  414/447- 
2197.  5-7/83 

Family  Practitioner.  Associate  needed  for  established  medical 
clinic  in  Milwaukee.  Prefer  physician  with  interest  in  sports 
medicine  and  fitness.  Excellent  opportunity  for  practice  de- 
velopment and  future  involvement  in  establishment  of  a new 
health  and  fitness  center  employing  many  unique  health  care 
concepts.  Challenging  situation  with  outstanding  earnings  po- 
tential. Contact  Zoran  Bogunovic,  Olympic  Sports  Medicine 
Center,  2504  W Mitchell,  Milwaukee,  Wl  53204;  ph  414/ 
643-8383.  5/83 

Pediatrician  BE/BC  wanted  to  join  general  pediatrician  in  solo 
practice.  Write  Gene  Numsen,  MD,  1700  Clark  St,  Stevens 
Point,  Wis  54481;  or  call  (office)  715/341-1500  or  (home)  715/ 
341-3168.  5-8/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street.  Madison.  Wisconsin  5371 5 
Phone:  608/263-4095 

10/82;  1-6/83 


Emergency  Room  Physician.  Lakeland  Medical  Associates, 
Woodruff,  Wisconsin,  is  seeking  ER  director.  Must  be  ACLS 
and  BE/BC  in  either  FP,  IM,  ER,  or  general  surgery.  Duties 
include  ER  directorship  for  109-bed  hospital  and  regular  ER 
work.  Experience  preferred.  Competitive  salary  and  benefits. 
Contact  Raymond  J Sloan,  MD,  715/356-3292.  5-7/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Office  space,  professional  building  entire  level.  West  Allis. 
Near  hospital.  Call  414/543-8864.  12tfn/82 

Existing  clinic  pharmacy  seeking  new  location  in  small 
clinic  or  medical  building.  Prefer  southern  Wisconsin.  Phone 
715/845-7594.  p5-6/83 

Wanted.  Good  used  x-ray  machine,  adequate  for  small 
clinic.  Contact  Deb  Randall,  Monday-Friday,  9 to  5;  ph  608/ 
375-4144.  p5/83 

Wanted:  X-Ray — Ultrasonic — Diathermy  equipment.  Contact 
414/444-7525.  4tfn/83 


MISCELLANEOUS 


Professional  Resume  Services,  1125  South  Cedar  Crest 
Boulevard,  Allentown,  Pennsylvania  18103.  We  provide  resume 
preparation  for  physicians.  Prompt  and  confidential.  All 
specialties.  Call  or  write  for  information.  Tel:  215/433-4112. 

g5-6/83 

Reception  Area  Aquariums.  Beautify  your  reception  area  or 
office  with  a relaxing  decorator  aquarium — many  styles  to 
choose  from — designed  even  for  small  areas.  Complete  mainte- 
nance service  available.  Lease  or  purchase  option.  Contact: 
Creative  Pet  Designs,  PO  Box  26172,  Milwaukee,  Wis  53226; 
ph  414/778-1999.  pl2/82;  ltfn/83 


Contributions  to  the 

CE*S  Foundation 

of  the  State  Medical  Society  of  Wisconsin 

provide  support  to  the  following: 
■Student  loans 
■Charitable  assistance 

■ Medical  student  externship  program 

■ Research  activity 
■Continuing  medical  education 

CONTRIBUTIONS  ARE  TAX  DEDUCTIBLE 

Checks  should  be  made  payable  to:  CES  Foun- 
dation, and  sent  to  CESF,  State  Medical  Society 
of  Wisconsin,  Box  1109,  Madison,  Wis  53701. 
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MeetirwCME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50c  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


JUNE  10,  1983:  H hat's  New  in  Psychiatric  and  Anti-Inflam- 
matory Drugs,  Madison.  Sponsored  by  Wisconsin  University 
Medical  School,  Department  of  Medicine  and  Wisconsin  Uni- 
versity-Extension CME.  AMA  Category  I;  AAFP  elective 
credit;  AOA  Category  2-D;  Wisconsin  University  CEUs.  Info: 
Sarah  Aslakson,  CME,  465B  WARF  Bldg,  610  Walnut  St,  Mad- 
sion  53705;  ph  608/263-2856.  5/83 

JUNE  15-18,  1983:  1983  Annual  Meeting  of  Wisconsin  Acad- 
emy of  Family  Physicians,  Americana  Resort  Hotel,  Lake 
Geneva.  Info:  Wisconsin  Academy  of  Family  Physicians,  850 
Elm  Grove  Rd,  Elm  Grove,  WJ  53122;  ph  414/784-3656.gltfn/83 

JUNE  16-18,  1983:  Wisconsin  Academy  of  Family  Physicians, 
Lake  Geneva.  g2-5/83 

JUNE  17-18,  1983:  Pulmonary  Medicine  Update,  Madison. 

Sponsored  by  Wisconsin  University  Medical  School  Pulmonary 
Medicine  Section;  Continuing  Medical  Education.  AMA,  AOA, 
CEU  credit.  Contact  Sarah  Aslakson,  465  WARF  Bldg,  610 
Walnut  St,  Madison  53705.  Ph  608/263-2856.  5/83 

JULY  15-16,  1983:  Wisconsin  Society  of  Obstetrics  & Gyn- 
ecology Annual  Meeting,  American  Club,  Kohler.  Info:  J W 
Utrie,  MD,  Secretary-Treasurer,  Wisconsin  Society  of  Obstetrics 
& Gynecology,  1821  South  Webster  Ave,  Green  Bay,  W1  54301. 

g3-6/83 


UPCOMING  CONTINUING 
MEDICAL  EDUCATION  CONFERENCES 

Sponsored  by  Marshfield  Clinic 

July  27-30,  1983:  Medical/Surgical  Summer  Con- 
ference, Olympia  Resort  and  Spa,  Oconomowoc,  Wis. 
Sept  30-Oct  1,  1983:  Wisconsin  Heart  Association’s 
Advanced  Cardiac  Life  Support  Course,  Marshfield, 
Wis. 

Oct  20,  1983:  The  Veterinarian  and  The  Physician  on 
Common  Ground,  Marshfield,  Wis. 

Jan  18-20, 1984:  Clinical  Cancer  Conference,  Telemark 
Lodge,  Cable,  Wis. 

For  further  information  concerning  these  or  other  edu- 
cational opportunities  available  from  Marshfield  Clinic, 
please  contact  Office  of  Medical  Education,  Marshfield 
Clinic,  1000  N Oak  Ave,  Marshfield,  Wis  54449;  ph 
715/387-5207.  p5-6/83 


JULY  14-18  1983  (Missouri):  Eighth  Annual  Convention  of 
the  American  College  of  International  Physicians,  Inc,  at  the 
Henry  VIII  Inn  and  Lodge,  located  at  Bridgeton,  Missouri. 
Site  is  two  miles  from  Lambert  International  Airport  which 
serves  St  Louis.  AC1P  was  organized  in  1975  as  a nonprofit 
participatory  Fellowship  for  physicians  educated  in  medical 
schools  abroad  who  are  now  practicing  in  the  United  States. 
Category  1 CME  credits  will  be  given  to  those  attending.  Further 
info:  ACIP,  3030  Lake  Ave,  Fort  Wayne,  Ind  46805;  ph  219/ 
424-7414.  g5-6/83 

JULY  21-22,  1983:  3rd  Annual  Common  Emergency  Care 
Problems:  Old  Dilemmas  in  the  Emergency  Department,  Shera- 
ton Inn,  Madison.  Sponsored  by  University  of  Wisconsin, 
Continuing  Medical  Education,  UW  Emergency  Services  Pro- 
gram, US  Surgeon  General.  AMA  Category  I,  AOA,  CEU’s. 
Sarah  Aslakson,  465B  WARF  Bldg,  610  Walnut  St,  Madison 
53705;  ph  608/263-2856.  5/83 


JULY  27-30,  1983:  Medical/Surgical  Summer  Conference, 
Olympia  Resort  and  Spa,  Oconomowoc.  Info:  Office  of  Med- 
ical Education,  Marshfield  Clinic,  1000  N Oak  Ave,  Marshfield, 
Wis  54449;  ph  715/387-5207.  g5-6/83 


SEPTEMBER  9-10,  1983:  Wisconsin  Surgical  Society,  Pioneer 
Inn,  Oshkosh.  g2-8/83 

SEPTEMBER  15-17,  1983:  Annual  Meeting  of  the  Wisconsin 
Society  of  Internal  Medicine,  at  the  Abbey  on  Lake  Geneva. 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1983-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1 109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 
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OTHERS 


Info:  Kim  Marggraf,  Executive  Director,  WSIM,  61 1 East 
Wells  St,  Milwaukee,  Wis  53202  (phone:  414/276-6445).  g2/83 

SEPTEMBER  24,  1983:  Wisconsin  Society  of  Pathologists, 
La  Crosse.  g2-8/83 


OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy , at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St , Minneapolis,  MN  554 1 6;  telephone  6 1 2/927-309 1 . g 1 -9/83 


SEPTEMBER  29-30,  1983:  Wisconsin  Otolaryngological  So- 
ciety, American  Club,  Kohler.  g5-8/83 

SEPTEMBER  30-OCTOBER  1,  1983:  Wisconsin  Heart  As- 
sociation's Advanced  Cardiac  Life  Support  Course , Marshfield. 
Info:  Office  of  Medical  Education,  Marshfield  Clinic,  1000  N 
Oak  Ave,  Marshfield,  Wis  54449;  ph  715/387-5207.  g5-8/83 

OCTOBER  8,  1983:  Wisconsin  Society  of  Radiation  Oncolo- 
gists/Wisconsin Radiological  Society  Joint  Meeting,  Sheraton 
Inn,  Madison.  g2-9/83 

OCTOBER  15-16,  1983:  Wisconsin  Allergy  Society,  American 
Club,  Kohler.  g2-9/83 

OCTOBER  20,  1983:  The  Veterinarian  and  The  Physician  on 
Common  Ground,  Marshfield.  Info:  Office  of  Medical  Educa- 
tion, Marshfield  Clinic,  1000  N Oak  Ave,  Marshfield,  Wis 
54449;  ph  715/387-5207.  g5-9/83 

NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2-10/83 


OCTOBER  23-27,  1983:  (Illinois):  49th  Annual  Scientific  As- 
sembly, American  College  of  Chest  Physicians,  at  Hyatt 
Regency  Hotel,  Illinois  Center,  Chicago,  IL.  Info:  Dept  of 
Education,  American  College  of  Chest  Physicians,  91 1 Busse 
Highway,  Park  Ridge,  IL  60068.  g4/83 


AMA 


JUNE  19-23,  1983:  Annual  AMA  House  of  Delegates,  Chi- 
cago, IL. 

DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.® 


ADVERTISERS 
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Therapy  & Research 


1973-1983 

WCCC  TENTH  ANNIVERSARY  LECTURE  SERIES 


Associate  Dean  at  USC 

School  of  Medicine 

to  visit  UW-Madison  June  20-21 

Dr  Denman  Hammond,  Professor  of  Ped- 
iatrics and  Associate  Dean  at  the  University  of 
Southern  California  School  of  Medicine,  will 
be  the  distinguished  visiting  professor  at  the 
UW-Madison  Campus  June  20-21.  He  will 
speak  on  “The  Contribution  of  Pediatric  On- 
cology to  the  Clinical  Investigation  of  Cancer” 
at  the  Wisconsin  Clinical  Cancer  Center  Grand 
Rounds  for  the  Department  of  Human  On- 
cology, Room  G5 / 1 13,  at  4:00  PM,  June  20. 

Doctor  Hamman  also  serves  as  chairman  of 
Children’s  Cancer  Study  Group  and  is  the 
founding  director  of  USC  Comprehensive 
Cancer  Center  and  the  University  of  Southern 
California  Cancer  Research  Hospital  in  Los 
Angeles. 
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HELP  FOR  THE  IMPAIRED  PHYSICIAN 

The  State  Medical  Society  of  Wisconsin’s  Im- 
paired Physician  Program  wishes  to  identify,  inter- 
vene, and  bring  about  the  rehabilitation  of  physicians 
impaired  by  use  of  alcohol  and  other  drugs,  or 
mental  or  physical  infirmity.  Persons  may  call  608/ 
257-6781  or  toll-free:  800/362-9080  and  explain  their 
concern  to  Mr  John  LaBissoniere  or  Mr  H B 
Maroney  of  the  Impaired  Physician  program  staff. 
The  caller’s  identity  will  be  kept  in  complete  confi- 
dence.* 


Medical 

Assistants 


MAY  1983 


1983  NORTH  CENTRAL  REGIONAL  MEETING 

June  25-26.  1983/Paper  Valley  Hotel 
and  Conference  Center,  Appleton.  Wis 

The  educational  meeting  will  feature  such  speakers  as  Ivy 
Reade.  CMA-AC.  Vice  President,  AAMA,  speaking  on 
"Finance,”  followed  by  Frank  Kroll,  of  the  Lakeshore  Technical 
Institute,  speaking  on  "Written  Communications."  The  after- 
noon session  will  be  devoted  to  Dr  Alma  Baron,  speaking  on 
"How  To  Get  From  Here  To  There;  Maximizing  Opportunity, 
Understanding  Self,  and  Preparing  For  The  Future."  The  theme 
of  the  day  will  be  Positions  of  Responsibility  for  the  Profes- 
sional Medical  Assistant.  Sunday  will  be  devoted  to  round  table 
discussions  and  a wrap  up  of  the  sessions. 

The  meeting  is  open  to  all  members  of  the  North  Central 
Region.  This  region  encompasses  Wisconsin,  Minnesota.  Iowa. 
North  Dakota.  South  Dakota,  and  Nebraska. 

Fee:  $50/members;  $75/nonmembers.  Includes  all  supplies  and 
materials.  Room  arrangements  are  to  be  made  on  your  own. 

Registration  deadline,  June  3,  1983. 

The  American  Association  of  Medical  Assistants,  Wisconsin 
Society,  is  endorsed  by  the  American  Medical  Association  and 
the  State  Medical  Society  of  Wisconsin. 

Info:  Sheila  Sue  Carlson,  608/756-7119  (work)  or  608/868-7486 
(home). 


Make  Checks  Payable  to:  AAMA,  Inc,  Wisconsin  Society 
Mail  to:  Carol  Jean  Beaver-Maul.  RT,  Financial  Chrmn 
1983  North  Central  Regional  Meeting 
7003-C  North  Green  Bay  Road 
Milwaukee.  WI  53209 


NAME 


TITLE 


ADDRESS 


PHONE. 


(city) 


(state) 


(zip) 


PATIENT  PUBLICATIONS 
ORDER  FORM 

If  you  are  an  SMS  member,  you  are  entitled  to  200  free 
copies  of  each  brochure.  You  will  be  charged  on  a per 
cost  (plus  5 °7o  sales  tax)  basis  for  any  additional  copies. 
Nonmember  physicians,  outside  agencies,  and  organiza- 
tions may  receive  up  to  10  complimentary  copies.  Addi- 
tional copies  will  be  charged  on  a per-cost  basis  (plus  5% 
sales  tax)  and  a $3.00  minimum  charge  for  postage  and 

handling. 

Please  send  me  the  following  SMS  patient  publications: 

Quantity  Title 

Cost/Each  Total 

Rubella — Red 

$ Free  $ 

Measles 
Mini-brochure 
Alcohol  and  Your 

Free 

Unborn  Baby 
Mini-brochure 
Make  Yours  a 

Free 

Smokeless  Preg- 
nancy— Mini- 
brochure 
Partners  in  Good 

.03 

Health — Brochure 
Partners  in  Good 

.02 

Health — Statement 
Stuffer 

Partners  in  Good 

.05 

Health — Poster 
1 Want  to  Know 

.03 

What  You  Think 
(Patient  question- 
naire) 

To  Your  Good 

.03 

Health — Brochure 
(Medical  care  costs) 
If  You  Have  a 

.05 

Complaint  About 
Medical  Care — 
Brochure 
Some  Straight 

.04 

Dope  on  Marijuana- 
Brochure 

Putting  the  UCR  Fee 

.04 

Puzzle  Together 
Brochure 

TOTAL  COST  $ 

Postage  & handling  $ 3.00 

Plus  5%  state  sales  tax  $ 

Enclosed  is  my  check  (made  out  to  the  State 
Medical  Society  of  Wisconsin)  in  the  amount 
of  $ 

Phone  calls  are  acceptable,  with  billing 
to  you  for  any  amount  due. 

State  Medical  Society  of  Wisconsin,  PO  Box  1109, 
Madison,  Wis  53701;  phone  (608)  257-6781  or  800- 
362-9080. 
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NEWS  YOU  CAN  USE  continued  from  following  page 

such  activities  are  intended  to  protect.  Currently  many  beneficial  activities  are  being  abandoned  by  profes- 
sional associations  for  fear  of  becoming  involved  in  an  expensive  and  time-consuming  battle  with  the  FTC. 

During  the  debate  in  Congress  the  FTC  supported  legislation  that  would  place  limits  on  its  authority  to  regu- 
late the  professions.  The  FTC  stated  that  it  did  not  want  to  regulate  the  quality  or  clinical  side  of  medical 
practice.  It  did  not  wish  to  interfere  with  professional  review  of  exorbitant  fees  or  with  responsible  self-regu- 
latory activities  against  unethical  practices  and  unqualified  members  of  the  profession.  The  FTC  has  ex- 
pressed its  intention  to  regulate  only  the  business  and  commercial  aspects  of  the  practice  of  medicine.  Even 
with  such  assurance,  however,  associations  must  be  extremely  cautious  in  these  areas  because  of  the  risk  of 
expensive  and  time-consuming  administrative  action  . . . 

The  need  is  clear  for  Congress  to  enact  legislation  to  set  limits  on  the  role  of  the  FTC  concerning  the  profes- 
sions. Actions  in  the  last  Congress  indicated  strong  support  for  legislation  limiting  the  authority  of  the  FTC 
concerning  the  professions.  Congress  should  protect  traditional  state  regulatory  activities  and  make  clear 
that  responsible  self-regulatory  activities,  such  as  accreditation  of  educational  programs,  accreditation  of 
educational  and  health  care  institutions,  certification  of  entry-level  competence  of  members,  peer  review  ac- 
tivities to  assure  quality  services  and  reasonable  charges,  and  regulation  of  unethical  conduct  are  appropriate 
roles  for  the  professions. 

Until  Congress  acts  to  place  some  limits  on  the  FTC’s  authority  to  invalidate  state  laws  and  regulations  con- 
cerning education,  training  and  experience  requirements  for  licensing  and  permissible  tasks  and  duties  of 
state  regulated  professionals,  however,  there  is  serious  concern  over  the  breadth  of  FTC  authority.  Further, 
it  could  take  many  years  for  the  courts  to  define  with  specificity  the  allowable  role  of  professional  self-regula- 
tion, and  during  this  period  the  self-regulatory  activities  of  professional  associations  will  be  limited  or  could 
be  terminated.  We  believe  Congress  should  limit  the  application  of  the  FTC  Act  to  the  professions  and  their 
professional  associations  in  such  a way  as  to  provide  adequate  safeguards  that  will  allow  continuation  of  the 
beneficial  patient  advocacy  activities  of  responsible  professional  self-regulation  and  that  would  continue  the 
traditional  role  of  state  regulation. 

In  calling  for  a limitation  on  FTC  authority  it  must  be  stated  again  that  the  AMA  does  not  condone  viola- 
tions of  the  antitrust  laws,  such  as  unlawful  boycotts  or  price-fixing.  FTC  antitrust  authority  in  commercial 
areas  of  professional  activities  has  been  upheld  by  a divided  U.S.  Supreme  Court.  In  our  view,  when  profes- 
sional regulatory  activities  involving  public  benefit  and  patient  advocacy  are  before  the  courts,  a rule  of 
reason  analysis  should  be  applied. 

In  addition  to  the  foregoing  changes,  we  support  other  modifications  to  the  Act  such  as  a definition  of  un- 
fair acts  or  practices  to  require  substantial  consumer  injury  that  is  not  outweighed  by  countervailing  benefits, 
the  inclusion  of  the  prevalence  requirement  for  rulemaking,  repeal  of  the  intervenor  funding  program  and  in- 
corporation of  the  state  action  doctrine  into  the  FTC  Act. 

It  is  time  ...  to  send  a clear  message  to  the  FTC  as  to  the  scope  of  its  authority.  We  urge  this  Committee  to 
adopt  necessary  amendments  to  the  FTC  Act  that  will  clearly  address  the  concerns  we  have  raised  today 
about  FTC  activity  in  regulating  the  professions. 

American  College  of  Physicians:  The  Federal  Trade  Commission  has  a legitimate  role  in  monitoring  the 
business  aspects  of  healthcare  delivery  . . . Still,  the  medical  profession  must  maintain  its  leadership  role  in 
quality  assurance,  education,  and  accreditation  activities . . . The  ACP  . . . believes  it  is  unrealistic  that  the 
whole  spectrum  of  healthcare — from  clinical  decisions  to  the  most  clear  commercial  transactions — be  com- 
pletely exempt  from  FTC  scrutiny  ...  the  courts  have  clearly  held  that  the  professions  are  subject  to  anti- 
trust law  . . . The  College  felt  it  would  be  uncharacteristically  self-serving  for  the  medical  profession  to 
demand  a complete  exemption  . . . The  business  aspects  of  healthcare  delivery  should  be  subject  to  the  same 
scrutiny,  for  the  public  good,  as  the  business  aspects  of  other  activities  . . . The  hallmark  of  any  profession 
is  the  right  to  set  and  to  enforce  appropriate  standards  of  behavior.  This  right  can  be  maintained  only  if  it  is 
subject  to  valid  public  scrutiny,  since  the  grant  of  the  right  is  an  expression  of  the  public  will,  and  the  as- 
sumption of  the  right  implies  public  accountability  . . . The  College’s  FTC  policy  . . . took  more  than  a year 
to  develop.  ■ 


Nev\£  'tbu  Can  Uge 

By  EARL  THAYER,  Secretary  / BERNIE  MARONEY,  Assistant  Secretary 


IN  THE  PUBLIC  INTEREST  . . . FTC  regulation  of  the  professions  must  be  limited,  say 
two  medical  groups.  In  March  during  separate  appearances  before  House  and  Senate  committees,  the 
American  Medical  Association  and  the  American  College  of  Physicians  presented  testimony  that  voiced  their 
concerns  about  the  breadth  of  FTC  authority  and  its  impact  on  the  patient  public.  The  following  statements 
highlight  the  testimony  before  the  Subcommittee  on  Commerce,  Transportation  and  Tourism  of  the  Com- 
mittee on  Energy  and  Commerce,  US  House  of  Representatives: 

American  Medical  Association:  The  AMA  is  a physician  membership  association,  but  our  goals  and  con- 
cerns extend  beyond  the  profession  to  the  betterment  of  public  health.  Our  principal  interest  as  physicians  is 
the  health  and  welfare  of  our  patients.  We  are  concerned  about  a broad  range  of  health  issues  including  pro- 
motion of  healthful  lifestyles,  prevention  of  disease  and  injuries,  improvements  in  the  practice  of  medicine, 
publication  and  distribution  of  new  medical  information,  accreditation  of  both  undergraduate  and  graduate 
medical  education,  upholding  of  standards  of  professional  conduct  by  members  of  the  medical  profession, 
the  elimination  of  practices  that  are  not  beneficial  or  are  potentially  harmful  to  the  public  regardless  of 
whether  performed  by  physicians  or  others,  as  well  as  participation  in  activities  to  lower  the  increases  in  the 
cost  of  medical  care.  In  our  view,  activities  in  such  areas — expected  by  the  public  to  be  fostered  by  the  pro- 
fession— are  socially  desirable  activities  that  should  be  encouraged  in  the  public  interest.  The  AMA  and  other 
medical  associations  have  been  discouraged,  however,  from  pursuing  many  public  interest  activities  because 
of  prior  actions  of  the  FTC  and  concerns  about  potential  FTC  intervention  which  may  involve  undue  fi- 
nancial risk  and  other  burdens. 

It  is  our  intention  today  to  state  briefly  our  concerns  and,  most  importantly,  elaborate  on  our  goals  so  that 
any  misunderstanding  will  be  disspelled.  When  it  comes  down  to  the  bottom  line,  our  common  goal — that 
is,  the  goal  of  the  Congress,  the  FTC,  and  the  professions — must  be  furtherance  of  the  public  interest  . . . 
that  is  our  objective  and  we  know  it  is  yours,  too.  We  are  willing  to  work  with  all  parties  to  achieve  this  goal. 

. . . Only  a few  months  ago  the  House  of  Representatives . . . voted  a moratorium  on  FTC  jurisdiction  over 
the  professions  . . . FTC  regulation  of  the  professions  and  the  general  application  of  antitrust  laws  to  the 
professions  are  relatively  recent  developments.  These  areas  were  opened  in  1975,  not  by  Congress,  but  by  the 
Supreme  Court  in  the  Goldfarb  case.  The  ruling  in  Goldfarb  initiated  rapidly  evolving  interpretations  of  how 
the  antitrust  laws  are  to  apply  to  the  voluntary  self-regulatory  activities  of  professional  associations.  The 
courts,  the  Justice  Department,  and  the  FTC  all  assumed  active  roles  in  carving  out  new  areas  for  antitrust 
enforcement.  Little  attention  was  paid  to  the  special  form  of  regulation  imposed  upon  the  professions  by 
the  states  and  the  incompatibility  of  unrestricted  competitive  practices  with  such  professional  regulation. 
We  are,  therefore,  in  a relatively  new  and  dynamic  area  of  the  law.  The  boundaries  and  principles  of  this 
law  are  being  set  by  the  courts  since  Congress  has  not  acted  to  modify  the  FTC  Act  to  reflect  the  unique- 
ness of  the  professions  and  their  self-regulatory  activities. 

FTC  regulation  of  the  professions  has  been  the  subject  of  extensive  Congressional  debate  during  the  last 
several  years.  The  appropriate  role  of  the  FTC  has  been  discussed  in  light  of  the  traditional  state  function 
of  regulating  the  professions  under  our  system  of  federalism  and  the  authority  of  the  Department  of  Justice, 
the  states  and  individuals  to  enforce  the  antitrust  laws.  The  action  of  the  House  of  Representatives  and 
Senate  Commerce  Committee  would  have  allowed  the  states  to  continue  to  regulate  the  professions,  and  the 
federal  antitrust  laws  could  have  been  enforced  by  the  Department  of  Justice,  state  attorneys  general,  and 
private  citizens. 

Our  concerns  can  best  be  understood  within  the  context  of  the  activities  of  professionals  and  their  profes- 
sional associations.  Public  interest  activities  of  nonprofit  professional  associations  include  establishing  vol- 
untary standards  for  certification  of  professional  competence,  participating  in  the  accreditation  of  medical 
and  other  professional  schools,  working  to  hold  down  the  cost  of  medical  care  and  other  professional  serv- 
ices, striving  to  make  quality  care  available  to  those  who  are  in  need,  and  setting  standards  to  protect  the 
public  from  deception  and  incompetence.  If  these  activities  are  halted,  the  real  loser  is  the  consumer  whom 

continued  on  preceding  page 
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© 

Jlurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.112 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
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Dalmane^  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving)  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead 
edness,  staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze 
pam  HCI. 
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Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights.2 

•Seldom  produces  morning  hangover.' 
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•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 
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Presidents  Fc^e 


The  forensic  factor  in  medical  practice 


The  term  “forensic”  conjures  up  a mental  picture 
of  an  oratorical  contest  or  debate,  remote  from  the 
usual  circumstances  of  most  medical  practice.  But 
forensic  pursuits  and  techniques  are  pervasive  in 
everyday  life,  including  medical  practice.  They  con- 
sist, as  the  Random  House  Dictionary  reminds  us,  of 
things  “ . . . pertaining  to,  connected  with,  or  used 
in  courts  of  law  or  public  discussion  and  debate.” 
Items  relating  to  the  courts  of  law  are  a major  part 
of  this  definition.  The  habits,  style,  and  thought  pat- 
terns characteristic  of  the  courts,  their  practitioners 
and  devotees  are  very  evident  in  society.  And  they 
are  increasingly  present  in  medical  practice.  It  is  the 
“forensic  factor”  in  medicine  about  which  I will 
write. 

Forensic  techniques  evolved  over  time.  Some  of 
them  took  centuries  to  develop,  at  least  in  their  ear- 
lier forms.  They  came  in  response  to  the  need  to 
establish  responsibility  and,  at  times,  culpability  for 
various  wrongs,  whether  criminal  or  civil.  The  pri- 
marily adversarial-accusatorial  methods  character- 
istic of  many  (if  not  most)  early  forensic  systems 
often  did  not  seem  to  require  much  underpinning 
with  observed  facts  (facts  frequently  have  a tendency 
to  controvert  flights  of  undisciplined  fancy).  But,  bit 
by  bit,  it  was  realized  that  some  people  were  accused 
of  actions  they  did  not  commit.  Accuracy  and  fair- 
ness in  the  courts  and  in  the  general  pursuits  of  jus- 
tice needed  to  be  improved  by  the  use  of  objective 
methods  to  establish  the  cause  of  lesions  or  observed 
changes,  the  complications  attendant  on  such 
changes,  and — within  limits — the  identity  of  the  per- 
sons responsible.  Achieving  such  information  is  the 
objective  of  the  various  forensic  disciplines — foren- 
sic pathology  (a  subdivision  of  forensic  medicine), 
forensic  tool  mark  analysis,  forensic  dentistry  (odon- 
tology), jurisprudence,  physical  anthropology,  fo- 
rensic psychiatry,  questioned  document  analysis,  fo- 
rensic toxicology,  or  related  other  disciplines.  Re- 
sults from  the  use  of  such  multiform  techniques  are 
incomplete  and  frequently  flawed.  But  they  usually 


have  less  aberration  than  results  from  over-reliance 
on  the  “witness  mystique,”  with  its  convoluted  sub- 
jectivity and  its  high  index  of  inaccurate  observa- 
tions. 

The  practicing  physician  deals  on  an  everyday 
basis  with  some  material  related  to  the  “forensic 
factor.”  He  does  not  deal  so  much  with  studies  on 
criminal  action.  These  are  left  mostly  to  law-enforce- 
ment officers  and  experts  in  ballistics  and  poly- 
graphs. Most  physicians  deal  with  human  illnesses, 
accidents,  or  complications  from  these  two  that  may 
eventually  be  declared  to  be  within  the  purview  of 
civil  wrongs.  The  declared  “wrongs,”  in  turn,  may 
bring  on  liability  suits,  accident  hearings,  and  insur- 
ance settlements  to  which  medical  data  may  relate. 

The  widespread  (and  growing)  presence  of  foren- 
sic thinking  and  forensic  standards  has  an  influence 
on  most  medical  practice.  What  are  some  of  the  per- 
sonal attributes  that  any  physician  would  be  well- 
advised  to  cultivate  to  ease  his  involvement  with  the 
“forensic  factor”  when  it  appears  in  his  practice? 
First  and  foremost,  the  physician  needs  objectivity, 
“unflappability,”  and  “non-Jovian”  acceptance 
that  he  is  not  God,  does  not  know  all  the  answers, 
and  is  perfectly  willing  to  say  so  and  maintain  this 
position  even  under  duress  from  attorneys,  the  press, 
or  the  neighbors.  (Be  wary  of  cocktail  parties.) 

Careful  consideration  of  the  care  and  cultivation 
of  observed  facts  is  another  attribute  needed  to  deal 
with  the  “forensic  factor.”  Henry  David  Thoreau 
said  (paraphrased)  that  “ . . . finding  a trout  in  the 
milk  pail  furnished  substantial  evidence.”  Hercule 
Poirot  (Agatha  Christie)  said,  “One  must  exercise 
the  little  gray  cells.”  I agree  with  both  of  these  gen- 
tlemen. Use  your  head! 

There  is  much,  much  more  that  needs  to  be  said  to 
understand  the  “forensic  factor”  in  medicine.  Some 
of  it  can  only  be  fully  appreciated  by  actually  “do- 
ing.” As  time  goes  on  this  year,  I will  discuss  this 
topic  more  thoroughly.  ■ 
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Now  you  can  transfer  patients  with  acute 
left  ventricular  failure  by  air  ambulance, 

...even  if  they  require  an  intra-aortic  balloon  pump. 


BMRA  critical  care  ambulance  teams  serve  rural  and 
metropolitan  communities  coast  to  coast.  We  stand 
ready  with  pilots,  fully  equipped  aircraft  and  specially 
trained  medical  crews  to  serve  your  critical  care 
needs.  We  set  the  highest  standards  in  air  ambulance 
service;  providing  services  and  equipment  that  are 
not  available  in  many  intensive  care  units. 


We  provide: 

• Full  physiolgic  monitoring  by  critical  care  nurses 
utilizing  state-of-the-art  life  support  equipment. 

• Hemodynamic  monitoring,  intraortic  balloon  pump 
and  advanced  respiratory  therapy  techniques. 

• Bio-medical  telemetry  to  physician  medical  control. 

• Air  or  ground  mobile  intensive  care  units. 
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Editorials 


WAYNE  J BOULANGER,  MD,  Editorial  Director 


Official  positions  ot  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society 


Toadstools 

Welcome,  sweet  springtime,  we  greet  thee  in  song! 
And  at  times  also  with  rather  violent  sickness.  This  is 
the  season  when  the  woodsy  folk  seek  out  the  delec- 
table morel  mushroom. 

Unfortunately,  there  are  also  some  less  knowl- 
edgeable types  who  don’t  know  a morel  from  a 
deadly  toadstool.  However,  they  still  blithely  harvest 
a crop  for  consumption. 

Last  year  a city  slicker  who  migrated  to  our  rural 
community  gathered  mushrooms  from  his  lawn.  He 
prevailed  upon  five  other  friends  and  relatives  to 
join  him  in  eating  this  dainty  dish.  He  assured  one 
and  all  that  he  knew  all  about  mushrooms. 

Soon  thereafter  there  were  six  hospital  admissions 
— two  to  intensive  care,  the  others  not  quite  so  ser- 
iously stricken.  One  of  the  patients  was  pregnant,  to 
add  to  the  consternation.  At  this  point,  the  harvester 
confessed  to  the  emergency  room  physician  that  he 
knew  absolutely  nothing  about  mushrooms. 

Fortunately,  the  mushroom  species  turned  out  to 
be  only  mildly  toxic  and  the  patients  all  recovered 
promptly. 

The  moral  is  know  your  morels. — VSF 


Go  back  to  sleep,  Rip 

If  Rip  Van  Winkle  were  a physician,  and  he  had 
fallen  asleep  in  1963  instead  of  200  years  ago,  he 
would  find  the  changes  in  the  practice  of  medicine 
mind-boggling  upon  awakening  in  1983.  A lot  has 
happened  in  the  last  20  years.  Certainly  the  science 
of  medicine  has  changed  for  the  better  in  many 
ways.  But  what  would  Rip  think  about  the  rest  of 
it? 

He  wouldn’t  know  anything  about  Medicaid  or 
Medicare.  One  wonders  what  he  would  do  when  he 
showed  up  at  the  hospital  to  make  rounds.  The  dress 
code  might  give  him  pause,  and  the  din  in  the  nurs- 
ing stations  would  probably  trouble  him.  He  might 
not  get  the  kind  of  reception  he  had  expected  from 
the  nurses  either. 

But  perhaps  the  greatest  shock  would  come  from 
the  changes  he  would  see  in  the  hospital  staff  struc- 
ture itself.  He  would  quickly  sense  the  weakening  in 
the  clout  of  the  medical  staff  and  the  corresponding 
gain  in  the  numbers  and  strength  of  the  administra- 
tion and  ancillary  services.  If  he  read  the  hospital 
Bylaws  and  Rules  and  Regulations  he  would  find  de- 
scriptions of  committee  after  committee  after  com- 
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mittee,  each  of  them  composed  of  representatives 
from  disciplines  jealously  protecting  their  own  turfs. 
He  would  no  longer  see  problems  nipped  in  the  bud 
by  a single  incisive  act  of  a department  chairman. 
Instead  he  would  see  the  problem  being  referred  to 
the  appropriate  committee. 

What  do  you  suppose  would  happen  if  on  his 
rounds  Rip  found  a patient  whose  life  should  be 
allowed  to  end  but  is  being  sustained  through  our 
modern  machinery?  In  1963  he  could  simply  have 
turned  off  the  machinery,  and  the  patient  and  the 
family  would  have  thanked  him,  and  that  would 
have  been  it. 

Not  so  in  1983. 

In  1983  the  decision  is  no  longer  in  the  hands  of 
the  family  and  the  doctor — it’s  up  to  the  committee. 

Now  let’s  see,  who  should  be  on  a committee 
that  decides  whether  a patient  should  be  kept  alive? 
Certainly  not  the  family  physician — what  does  he 
know?  And  the  family  itself  can’t  be  consulted. 
They’re  a bunch  of  amateurs.  No,  we  need  profes- 
sionals: 

First  of  all  we  need  a committee  chairman — an  in- 
tensivist  would  be  good;  he  knows  all  about  those 
marvelous  machines  and  Swan-Ganz  catheters. 

A neurologist  is  a must,  in  case  the  question  of 
brain  death  comes  up. 

A “clinical  specialist”  would  be  nice  to  have. 
They  spend  a lot  of  time  in  intensive  care  units  where 
these  patients  tend  to  congregate. 

A psychiatrist. 

A clinical  psychologist. 

A clergyman. 

An  attorney. 

A social  worker. 

That  makes  eight  members,  but  we  need  an  odd 
number  in  case  of  a tie. 

Maybe  a transplant  surgeon  would  be  good,  but  is 
actually  unacceptable  because  of  a potential  con- 
flict of  interest,  so  we’ll  have  to  have  a cardiologist 
instead. 

How  would  the  committee  function?  It  would 
have  to  be  on  call  during  regular  working  hours, 
Monday  through  Friday,  if  it  is  to  be  cost-effective. 
When  convened,  the  family  doctor  would  present  the 
case  history  and  then  be  excused  while  the  nine  pro- 
fessionals deliberated.  Undoubtedly  consultants 
would  have  to  be  engaged  to  review  the  material 
prior  to  a second  meeting  a week  or  so  later.  By 
that  time  the  candidate  will  have  really  died,  but 
once  in  the  hands  of  the  committee  the  case  can’t 
be  closed  until  a decision  is  handed  down,  so  the 
respirator  would  have  to  keep  pumping. 
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By  now,  needless  to  say,  Rip  Van  Winkle  would 
have  decided  to  go  back  to  sleep.  By  now  the  cre- 
dentials committee  would  have  suspended  him  any- 
way because  of  his  lack  of  CME  credits. 

Does  this  sound  far-fetched?  It  probably  is,  but 
only  because  none  of  the  467  DRGs  covers  a corpse 
on  a respirator  and  a balloon  pump. — WJB 


Congratulations,  Wisconsin 

The  United  States  Public  Health  Service  recently 
released  the  figures  for  the  nation’s  infant  mortality 
rate  for  1982.  These  were  compared  to  figures  for 
1972.  In  both  of  1972  and  1982  Wisconsin  had  the 
next  to  the  lowest  infant  mortality  rate  of  all  50 
states.  In  1972  Wisconsin  had  14.1  deaths  under  one 
year  of  age  per  1,000  live  births.  In  1982  the  figure 
was  7.3.  Although  Wisconsin’s  standing  was  excel- 
lent in  1972,  the  mortality  rate  was  cut  almost  in  half 
in  the  past  decade. 

The  figures  for  the  entire  United  States  were  18.5 
in  1972  and  11.2  in  1982.  The  1982  figures  were  the 
lowest  level  ever  obtained.  This  is  another  indication 
of  overall  improvement  of  health  conditions. 

The  infant  death  rate  for  blacks  continues  almost 
twice  as  high  as  that  for  whites.  Thus  the  states  of 
South  Carolina,  Mississippi,  Alabama,  North  Caro- 
lina, and  Tennessee  were  consistently  high.  The  same 
is  true  of  Illinois  because  of  its  concentration  of 
black  population  in  the  urban  areas. 

For  this  outstanding  record,  congratulations  are 
extended  to  the  Society’s  diligent  Committee  on 
Maternal  and  Child  Health,  the  obstetricians  and 
pediatricians  in  the  state,  and  the  State  Division  of 
Health.— VSF 


New  award 

A new  award,  the  VSF  Prz,  has  just  been  an- 
nounced. It  will  be  given  to  the  first  author  who 
submits  a manuscript  or  case  report  without  using  a 
single  complete  word.  This  is  considered  appropriate 
because  of  the  increasing  and  confusing  use  of  ab- 
breviations in  writing  scientific  papers. 

The  use  of  the  standard  introduction  to  physical 
exams  (67  yo  WD,  WN,  W M,  or  x3)  will  not  influ- 
ence the  judges. 

Two  other  unusual  awards  have  recently  been 
made.  One,  the  “Long  ^ Award”  went  to  an  author 
who  submitted  a single  paragraph  four  typewritten 
pages  long.  The  other,  the  “All  Caps  Award”  was 
presented  for  the  use  of  18  unnecessary  capital  letters 
in  a single  sentence. 

The  new  award  was  conceived  by  and  named  for 
VSF,  that  chronic  hypertrophic  (CH)  curmudgeon 
(SOB)  who  got  that  way  after  having  been  affiliated 
with  the  Wisconsin  Medical  Journal  (WMJ)  for  30 
yrs. — VSF  ■ 


BENEFITS 


PLAYSCAPE™  centers.  Compact,  dur- 
able, enticing  centers  of  activity  for  the 
waiting  room.  Young  patients  find  a visit  to 
the  doctor  is  fun.  Come  to  you  calm, 
cheerful  and  cooperative. 


Over  60,000  Wisconsin  children  explored 
the  colorful,  carpeted  interiors  of  a high 
quality  Playscape  last  year.  A proven  mar- 
keting idea  for  building  and  retaining  your 
medical  practice.  And  it  qualifies  for 
investment  tax  credit  and  accelerated 
depreciation. 

A quieter,  clutter-free  waiting  room  eases 
staff  pressures.  A relaxed,  happier  child 
saves  parent  chagrin.  Play  stations  edu- 
cate, develop  skills  and  spark  imaginations. 
Show  your  total  concern  for  the  little 
persons  in  your  care. 

No  schedule  interruptions  because  Play- 
scapes  are  easy  to  assemble  with  Euro- 
pean “knock-down”  connectors.  They’re 
moveable.  And  described  in  detail  in  our 
free  color  brochure.  Write  or  call  today! 


Children’s  Environments 
902  Spaight  Street,  Madison,  Wl  53703 
(608)251-0238 
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SNAPPY 

RETURNS. 


activation  of  an  entire  billing  cycle.  No 
envelopes.  No  stamps.  No  frantic  typing. 

No  lost  charges.  No  forgotten  payments.  No  missing 
patients.  No  month’s  end  commotion.  Just  the  satisfaction 
of  knowing  that  our  computers  have  dispatched  your  bills 
with  speed  and  certainty 

Which,  of  course,  may  be  the  most  important  ben- 
efit we  offer.  The  sooner  all  your  bills  go  out,  the  sooner 
the  money  comes  in. 

Besides  speeding  cash  flow,  our  customized 
systems  and  procedures  can  improve  your  collection  rate, 
process  insurance  forms,  monitor  patient  care,  issue  recall 
notices,  examine  your  financial  condition,  and  more. 

We  ll  train  your  staff  and  give  them  our  continual 
support. 

Please  phone  for  full  details  promptly  Time  is 
money,  and  there’s  no  sense  in  wasting  either. 

MANAGEMENT 

SYSTEMS 

ofWVLISAU 

® 

1 800  826-0028.  We  work  hard  to  support  you. 

In  Wisconsin:  1 800  472-0023 


273^.7  ■ 


You  stand  at  the  door  of  your  medical 
office.  The  receptionist  is  pressing  a few  keys 
Nn  ^ on  your  typewriter- like  computer  terminal. 

- In  seconds,  it’s  over. 

have  just  witnessed  the 


The  AMA  Announces... 

20  A/£l/y  PATIENT 
MEDICATION 
INSTRUCTION  SHEETS 


Nowthereare  40  PMIs  available  to  help 
your  patients  understand  more  about 
the  drugs  you  prescribe  for  them. 


THE  AMA  PATIENT  MEDICATION 
INSTRUCTION  PROGRAM 
Benefits  both  you  and  your  patients. 

Join  the  thousands  of  doctors  nationwide  who 
contribute  to  better  patient  education  by  dis- 
tributing Patient  Medication  Instruction  sheets. 
Providing  this  service  requires  little  time  or  effort, 
yet  may  significantly  strengthen  your  profes- 
sional relationship  with  your  patients,  enhance 
patient  compliance  in  the  use  of  drugs,  and 
decrease  adverse  reactions. 

Simplified  drug  information. 

PMIs  contain  easily  understood  language  and 
include  only  commonly  accepted,  scientific 
statements  on  drugs.  To  minimize  the  risk  of 
alarming  patients  with  an  "overload"  of  infor- 
mation, PMIs  do  not  list  all  reported  rare 
adverse  reactions. 

PMIs  are  available  in  pads  of  100  and  are 
designed  to  be  distributed  at  the  time  the 
prescription  is  written. 

Order  your  PMIs  today!  Remember. . . 

You  pay  only  postage  and  handling. 


m 

Pill 


ORDER  FORM 

PMI  Order  Dept. 

American  Medical  Association 
P O Box  52 

Rolling  Meadows,  IL  60008 


PMI  pads  are  provided  to  you  by  the  American 
Medical  Association  To  defray  the  cost  of 
postage  and  handling  a charge  of  $ 50  per 
pad  has  been  established 

Minimum  order  is  ten  pads  (100  PMIs  per  pad) 


Name 


Q 


Address 


City 


State Zip 

Occupation  (check  one): 

1 □ Physician 

2 □ Pharmacist 

3 □ Dentist 

4 □ Other 


Your  check,  payable  to  the  AMA.  must 
accompany  order  Please  allow  three  weeks 
for  delivery 

Please  send  me  PMIs  in  the  following  quantities 


Number 

of  Pads  PMI  Number  and  Title 


001 

Furosemide 

002 

Thiazide  Diuretics 

003 

Penicillins — Oral 

004 

Beta-Blockers 

005 

Digitalis  Medicines 

006 

Coumarin-Type 

Anticoagulants 

007 

Oral  Antidiabetic  Medicine 

008 

Tetracyclines 

009 

Cephalosporins  — Oral 

010 

Erythromycin 

_ on 

Nonsteroidal  Anti- 
Inflammatory  Drugs 

012 

Benzodiazepines 

013 

Nitroglycerin  Sublingual 
Tablets 

014 

Methyldopa 

015 

Insulin 

016 

Corticosteroids  — Oral 

017 

Cimetidine 

018 

Belladonna  Alkaloids  and 
Barbiturates 

019 

Phenytoin 

020 

Sulfonamides 

NEW  PMIs  Now  Available 

021  Lithium 

022  Halopendol 

023  Hydralazine 

024  Guanethidine 

025  Valproic  Acid 

026  Ethosuximide 

027  Allopurinol 

028  Oral  Xanthine 

Derivatives 

029  Thyroid  Replacement 

030  Metronidazole 

031  Oral  Clindamycin/Lincomycin 

032  Oral  Chloramphenicol 

033  Levodopa/Carbidopa  and 

Levodopa 

034  Ergot  Derivatives 

035  Indomethacin 

036  Phenylbutazone/ 

Oxyphenbutazone 

037  Quinidine/Procainamide 

038  Iron  Supplements 

039  Verapamil 

040  Nifedipine 


Total  number  of  pads 

x$  50 Per  pad  for  postage  and  handling 

S SUBTOTAL 

$ Residents  of  IL  and  NY,  please  add 

appropriate  sales  tax  to  SUBTOTAL. 
$ TOTAL  PAYMENT  (CHECK  ENCLOSED) 


Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  Is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1 109,  Madison,  Wis  53701. 


Eleventh  way  suggested 
to  radiologists 

To  The  Editor:  I have  read  with  interest  the  article 
by  Dr  Edward  Kolner  regarding  “Ten  Ways  To  Get 
More  Out  Of  Your  Radiologist.”  I certainly  agree 
with  the  salient  points  which  he  has  made  in  the 
article.  I would  suggest  an  eleventh  way  which  would 
involve  personal  review  of  the  x-ray  studies  by  the 
clinician  involved  with  the  attending  radiologist. 
Over  my  years  of  clinical  practice,  I have  found  this 
to  be  an  excellent  way  of  making  difficult  diagnoses. 
1 also  believe  that  the  radiologist  will  do  a superior 
job  in  the  studies  knowing  that  the  clinician  is  truly 
interested  in  the  case  and  will  be  reviewing  the  films 
with  him. 

David  L Nelson,  MD 

481  E Division  Street 

Fond  du  Lac,  Wisconsin  54935 


Legal  drinking  age 

To  the  Editor:  Enclosed  for  your  consideration  is 
“Traffic  Accidents  and  the  Legal  Drinking  Age  in 
Wisconsin:  A Second  Opinion.” 

Based  on  a more  thorough  review  and  analysis  of 
the  scientific  studies  available  than  the  March  WMJ 
article  (by  Nancy  Cross  Dunham,  MS  and  Don  E 
Detmer,  MD)  on  the  same  subject,  my  colleagues 


Radio  dispatched  truck  fleet  for 

INDUSTRY,  INSTITUTIONS, 
SCHOOLS,  ETC. 

AUTHORIZED  PARTS  & SERVICE  FOR 
CLEAVER— BROOKS 

Throughout  Wisconsin  and  Upper  Michigan 

SALES 

Boiler  room  accessories 
O,  trims 

Cleveland  controls 

and-Car  automatic  bottom  blowdown  systems 

SERVICE— CLEANING  ON  ALL  MAKES 

Complete  Mobile  Boiler  Room  Rentals 

Stevens  Point— 715/344-7310 
Green  Bay— 414/494-3675 
M ad  i son — 608  / 249-6604 

PBBS  EQUIPMENT  CORP. 

5401  N Park  Dr-PO  Box  365-Butler,  Wl  53007 
Phone: 414/781 -9620 


(Leonard  J Ganser,  MD  and  Michael  A Quirke, 
MSW)  and  I found  significantly  different  results; 
results  which  indicate  that  raising  the  legal  drinking 
age  is  to  highway  crash  fatalities  as  placebo  therapy 
is  to  lymphosarcoma  mortality  rates. 

However  well-intentioned  and  reasonable-sound- 
ing they  may  be,  predictions  that  raising  the  legal 
drinking  age  will  reduce  highway  crashes  among 
those  affected  tend  to  generate  public  confidence  in 
this  patent  non-remedy,  thereby  inhibiting  develop- 
ment and  administration  of  more  appropriate  and 
effective  prophylactic  measures  and  contributing  to 
perpetuation  rather  than  reduction  of  mortality  and 
morbidity  associated  with  highway  crashes  among 
the  target  population. 

We  urge  you  to  share  our  opinion  with  those  who 
can  do  much  to  effect  and  assist  the  general  public  in 
preventing  and  reducing  the  incidence  of  highway 
crashes  and  other  negative  consequences  of  alcohol 
abuse  among  our  young  people. 

Michael  M Birkley 
6413  Hammersley  Road 
Madison,  Wisconsin  53711 


EDITORIAL  COMMENT:  The  Editorial  Board  carefully  con- 
sidered the  article  of  Birkley  et  al,  and  it  was  the  Board 
members’  decision  not  to  publish  the  article  for  two 
reasons:  First,  the  study  had  already  been  released  to  the 
lay  press  ( The  Janesville  Gazette , May  3,  1983);  and 
secondly,  Mr  Birkley's  position  as  executive  director  of 
the  Tavern  League  of  Wisconsin  (as  of  May  1,  1983) 
makes  the  paper  inappropriate  for  publication  in  a med- 
ical journal.  (At  the  time  of  the  study  Birkley  was  a Plan- 
ning Analyst,  as  is  Quirke,  and  Doctor  Ganser  is  Direc- 
tor of  Research,  Training  and  Evaluation  for  the  Wiscon- 
sin Department  of  Health  and  Social  Services,  Division  of 
Community  Services,  Madison.)  Physicians  who  are  in- 
terested in  the  article  are  encouraged  to  contact  Mr 
Birkley  at  the  address  noted  above.— VSF 


Second  author  noted 

To  the  Editor:  It  has  come  to  my  attention  that 
David  Schiedermayer,  MD  should  have  been  in- 
cluded and  credited  as  a secondary  coauthor  of  the 
paper,  “Urban  Leptospirosis  in  Milwaukee,”  which 
was  published  in  the  December  1982  issue  of  the 
Wisconsin  Medical  Journal.  If  you  need  to  contact 
Doctor  Schiedermayer,  his  mailing  address  is:  6930 
West  Wells  Street,  Wauwatosa,  Wisconsin  53213. 

Ludwig  A Lettau,  MD 
2318  Lemon  Street 
Metairie,  Louisiana  70001  ■ 
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Anxious  patients 


improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

Valium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur.  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vi  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Valium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  Valium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\filium 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page.  Z ROCHE 


Valium®  (diazepam, 'Roche )(W  Tablets 

Valrelease™  ( diazepam/Roche ) (V  slow-release  Capsules 

Injectable  Valium®  (diazepam/Roche  )(jv 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome  Ora l forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age, 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency'  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  w ith  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarefy  vascular  impairment  when  used  I V inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (I  ml)  given,  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  urist . use  extreme  care  to  avoid  intraarterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  w ith  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest  , concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  w'ith 
increased  risk  of  apnea;  have  resuscitative  facilities  available  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates. MAO  inhibitors  and  antidepressants  Protective  measures  indicated  in 
highly  anxious  patients  w'ith  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated) 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  w'ith  Tagamet  (cimetidine)  administration  The  clinical  significance  of 
this  is  unclear 

injectable  Although  promptly  controlled,  seizures  may  return,  readmmister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated 
Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche) tablets,  2 to  10  mg  bid  to  q.i  d ; or  1 or  2 Vhlrelease  capsules  (15  to 
30  mg)  daily  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q i d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q i d as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunctively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i  d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunctively  in  convulsive  disorders — tablets.  2 to  10  mg  bid  to  q.i  d.;  or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients  Tablets — 2 to  2Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions)  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily 

dose. 

Children  Tablets — 1 to  2‘/2  mg  t.i.d.  or  q i d initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months)  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months) 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  IV. 
depending  on  indication  and  severity  Larger  doses  may  be  required  in  some 
conditions  (tetanus)  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  'Xftrnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below,  have  resuscitative  facilities 
available 

I.M  use  by  deep  injection  into  the  muscle 

IV  use  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (i  ml)  given  Do 
not  use  small  veins,  i.e.,  dorsum  of  band  or  wrist  Use  extreme  care  to  avoid 
intra  arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
uitb  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  I V,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I.Y,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety  5 to  10  mg  I.M  or  I V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  I V initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults,  5 to  10  mg 
I.M.  or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  IV  slowly:  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  I.M.  or  I V,  repeat  even’  3 to  4 hours  if  necessary, 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (l.V  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status  InfanLs  (over  30  days)  and  children 
( under  5 years).  0.2  to  0.5  mg  slowly  even-  2 to  5 min  , up  to  5 mg  ( I V pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min  , up  to  10  mg  (slow  l.V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful 
In  endoscopic  procedures,  titrate  l.V  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  ( if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  l.V  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  prior 
to  procedure  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  l.V  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ 
general  supportive  measures,  l.V  fluids,  adequate  airway.  Use  Ievarterenol  or 
metaraminol  for  hypotension  Dialysis  is  of  limited  value 

How  Supplied: 

oral  Valium  scored  tablets — 2 mg,  white;  5 mg.  yellow;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30. 

injectable  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (dis- 
posable syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol.  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  15%  benzyl  alcohol  as  preservative. 
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There’s  a unicorn  in  the  healthcare  garden 

A perspective  on  healthcare  costs  and  healthcare  crises 

Darold  ATreffert,  MD,  Fond  du  Lac,  Wisconsin 


It  was  during  the  Falkland  Islands  crisis  that  an 
ambassador  appeared  in  the  office  of  Margaret 
Thatcher  to  announce  that  he  had  good  news  and  he 
had  bad  news.  The  good  news  was  that  the  British 
Navy  had  sunk  three  expensive  Argentine  ships;  the 
bad  news  was  that  they  were  insured  by  Lloyds  of 
London. 

America  has  the  finest  healthcare  system  in  the 
world;  that’s  the  good  news.  That  system  costs  an 
enormous  amount  of  money;  that’s  the  bad  news. 

For  physicians,  James  Thurber’s  story  of  “The 
Unicorn  in  the  Garden”  from  A Thurber  Carnival 
is  appropriate  in  that  regard: 

Once  upon  a sunny  morning,  a man  who  sat  in 
a breakfast  nook  looked  up  from  his  scrambled 
eggs  to  see  a white  unicorn  with  a gold  horn 
quitely  cropping  the  roses  in  his  garden.  He  went 
upstairs  to  the  bedroom  where  his  wife  was  still 
asleep,  and  he  woke  her.  “There’s  a unicorn  in 
the  garden,  eating  roses.”  She  opened  one  un- 
friendly eye  and  looked  at  him.  “The  unicorn  is  a 
mythical  beast,”  she  said,  and  she  turned  her 
back  at  him.  The  man  walked  quietly  downstairs 
and  back  into  the  garden.  The  unicorn  was  still 
there.  He  was  now  browsing  among  the  tulips. 
“Here,  unicorn,”  and  he  pulled  up  a lily  and  gave 
it  to  him.  The  unicorn  ate  it  bravely.  With  a high 
heart,  because  there  was  a unicorn  in  his  garden, 
the  man  went  back  upstairs  and  roused  his  wife 
again.  “The  unicorn  ate  a lily,”  the  man  said.  His 
wife  sat  up  in  bed  and  looked  at  him  coldly.  “You 
are  a booby,  and  I am  going  to  have  you  put  in 
the  booby-hatch,”  she  said.  Now,  the  man  who 
had  never  liked  the  word  booby  and  booby-hatch 
and  who  liked  them  even  less  on  a shiny  morning 
when  there  was  a unicorn  in  his  garden,  thought 
for  a moment.  “We’ll  see  about  that,”  he  said, 
and  he  walked  to  the  door.  “It  has  a golden  horn 
in  the  middle  of  its  forehead,”  he  shouted.  Then 
he  went  back  downstairs  and  into  the  garden  to 
watch  the  unicorn,  but  the  unicorn  had  gone 
away,  so  the  man  sat  down  among  the  roses  and 
went  to  sleep. 
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As  soon  as  her  husband  was  out  of  the  house, 
the  wife  got  up  and  dressed  as  fast  as  she  could. 
She  was  very  excited  and  there  was  a strange 
gloat  in  her  eye.  She  telephoned  to  the  police  and 
she  telephoned  to  a psychiatrist.  She  told  them 
to  hurry  on  over  to  her  house  and  to  bring  with 
them  a straight  jacket. 

When  the  police  and  the  psychiatrist  arrived 
at  the  house,  they  sat  themselves  down  in  chairs 
and  they  looked  at  the  wife  with  great  interest. 
“My  husband  saw  a unicorn  this  morning.”  The 
police  looked  at  the  psychiatrist  and  the  psychi- 
atrist looked  at  the  police.  “He  told  me  it  ate  a 
lily,”  she  told  them.  The  psychiatrist  looked  at 
the  police  and  the  police  looked  at  the  psychia- 
trist. “He  told  me  it  had  a gold  horn  in  the  middle 
of  its  forehead,”  she  said.  At  a solemn  signal 
from  the  psychiatrist,  the  police  leaped  out  of 
their  chairs  and  seized  the  wife.  They  had  a hard 
time  subduing  her  for  she  put  up  a terrific  strug- 
gle, but  they  finally  did  subdue  her.  Just  as  they 
got  her  into  the  straight  jacket,  the  husband 
came  back  into  the  house.  The  policeman  said, 
“Did  you  tell  your  wife  you  saw  a unicorn?” 
“Of  course  not,  the  unicorn  is  a mythical  beast,” 
the  husband  said.  The  psychiatrist  said,  “That's 
all  I wanted  to  know;  I’m  sorry,  sir,  but  your  wife’s 
as  crazy  as  a jaybird.” 

So  they  took  her  away,  cursing  and  screaming, 
and  they  shut  her  up  in  an  institution. 

The  husband  lived  happily  ever  after. 

Senator  Robert  Dole  has  said  that  1983  will  be 
the  year  of  healthcare  cuts.  A good  share  of  the 
blame,  and  a great  deal  of  the  responsibility,  has 
been  put  on  the  medical  profession  for  the  crisis  in 
healthcare  costs.  In  that  regard,  physicians  are  much 
like  the  wife  in  James  Thurber’s  story,  who  was  car- 
ried away,  cursing  and  screaming,  and  put  into  an 
institution,  even  though  it  was  her  husband  who  saw 
the  unicorn.  Physicians  have  been  put  into  the 
straight  jacket  of  Federal  Trade  Commission  (FTC) 
regulation,  poorly  thought  out  and  untested  health 
planning  schemes,  arbitrary  freezes  in  governmental 
reimbursement  schedules,  and  other  restrictive  meas- 
ures while  the  public  at  large,  the  beneficiaries  of  the 
healthcare  system,  are  left  relatively  unblamed  to  live 
“happily  ever  after.” 
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For  example,  it  has  been  society  at  large,  not  phy- 
sicians as  such,  that  has  insisted  on  quality  patient 
care,  no  matter  the  cost.  Life  expectancy  of  the  ave- 
rage American  rose  2.3  years  in  the  decade  of  the 
70s;  through  triage  changes  and  new  technology, 
cardiovascular  deaths  have  decreased  17%  in  the 
past  10  years.  Hospital  stays  have  become  shorter 
and  shorter  and  patient  lives  longer  and  longer.  New 
drugs  appear  regularly  to  relieve  suffering  and  pro- 
long life.  While  society  has  wished,  required,  and 
benefited  from  this  progress  in  healthcare,  physi- 
cians are  somehow  being  blamed  for  the  high  cost 
of  that  care;  that  has  a unicorn-in-the-garden  twist 
as  far  as  physician  blame  for  that  predicament  is 
concerned. 

And  it  has  been  the  federal  government,  not  the 
medical  profession,  that  has  pledged  to  Americans 
that  healthcare  is  a right,  not  a privilege.  First-dol- 
lar  coverage  for  cradle  to  grave  healthcare  has  been 
meted  out  to  a variety  of  groups  by  government,  be 
those  persons  disabled,  Medicaid  recipients,  el- 
derly or  government  employees  covered  by  gov- 
ernmental health  insurance.  Efforts  to  ration  care 
under  those  programs  have  been  rightly  resisted, 
and  often  access  and  quality  of  care  for  persons  in 
those  entitlement  programs  exceed  that  available 
even  to  the  average  middle-class  American.  There  is 
no  free  lunch;  comprehensive  healthcare  coverage 
has  a comprehensive  price  tag  attached  to  it. 

Further,  it  was  industry  and  labor,  and  not  the 
medical  profession,  that  struck  contracts  in  which 
first-dollar  healthcare  coverage  was  provided  at  no 
out-of-pocket  cost  to  employees.  Industry  has 
openly  admitted  that  it  knowingly  and  willingly 
made  trade-offs  of  generous  healthcare  benefits  for 
what  were  perceived  to  be,  at  that  time,  potentially 
higher  other  contract  costs  and  concessions.  Now 
that  inflation  has  occurred,  healthcare  technology 
has  advanced,  and  the  cost  of  health  care  has  risen, 
industry  is  alarmed  at  what  it  gave  away  at  the  bar- 
gaining table.  Retrenchment  from  those  total  cover- 
age packages  is  very  difficult  to  achieve,  but  how 
can  the  medical  profession  be  held  responsible  for 
that  predicament?  There  is  a unicorn-in-the-garden 
twist  here  for  the  medical  profession. 

As  a final  example,  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  and  a variety  of  govern- 
mental regulatory  bodies,  and  not  the  medical  pro- 
fession as  such,  promulgate  a variety  of  standards 
which  have  been  directly  linked  to  rapidly  rising  hos- 
pital costs.  Each  specialty  can  point  to  numerous 
examples  of  harshly  escalated  healthcare  costs  be- 
cause of  extraordinarily  rigid,  oftentimes  inappro- 
priate standards,  whether  promulgated  by  the  Joint 
Commission,  by  governmental  regulations  (H-24  or 
H-32),  or  by  prevailing  standard-of-care  malpractice 
considerations.  Once  again,  it  is  the  medical  profes- 
sion that  is  being  blamed  for  having  reported  that 
there  is  a unicorn  in  the  healthcare  garden. 


Receiving  both  the  blame  for  and  responsibility  to 
correct  this  crisis  in  healthcare  costs  is  perplexing  to 
the  average  physician  who  feels  that,  while  a partici- 
pant in  this  scenario,  it  is  not  entirely  of  the  physi- 
cian’s doing  that  this  predicament  exists,  nor  is  it  up 
to  the  physician  alone  to  correct  what  are  larger 
societal  problems  and  expectations.  To  the  physi- 
cian struggling  with  that  blame  and  responsibility,  I 
would  put  forth  several  recommendations  that  might 
help  him  or  her  to  deal  with  this  difficult  unicorn- 
in-the-healthcare-garden  dilemma. 

A.  A sense  of  perspective 

There  is  an  axiom  called  Forrester’s  Law  which 
reads  that  “in  complicated,  complex  situations, 
sometimes  the  proposed  solution  can  have  disas- 
trous, cataclysmic  results.”  It  is  no  wonder  then  that 
with  the  present  crisis  in  healthcare  costs,  drastic 
solutions  are  being  proposed,  ranging  from  prospec- 
tive reimbursement  schemes  such  as  diagnostic 
related  groupings  (DRGs),  to  Federal  Trade  Com- 
mission regulation  of  medicine,  to  a nationalized 
healthcare  system.  Before  physicians  panic  or  de- 
spair about  those  disastrous,  cataclysmic,  proposed 
solutions,  however,  they  need  to  remind  themselves 
that  in  the  medical-political  arena,  fortunately  and 
reassuringly,  calmer  heads  do  prevail,  and  reason 
and  sanity  surface  ultimately  through  what  is  ad- 
mittedly a somewhat  awkward  democratic  process. 

In  psychiatry,  for  example,  there  have  been  mas- 
sive revisions  in  the  mental  health  system  with  the 
abolution  of  entire  facilities  and  systems  of  care, 
creating  a crisis  for  chronic  mentally  ill  persons. 
Clinically  unsound  involuntary  commitment  cri- 
teria, having  surfaced  and  been  enacted  into  harsh 
and  unrealistic  commitment  laws,  are  now  yielding 
to  more  reasonable  midpoints.  Lawmakers  and 
public  policymakers  did  come  to  realize,  finally, 
that  slogans  about  community  mental  health  cannot 
blot  out  the  reality  of  major  mental  illness  and  mere 
hopes  and  aspirations  cannot  be  allowed  to  be  pre- 
sented as  if  they  were  a reality.  Commitment  stand- 
ards are  now  being  revised  toward  a more  reason- 
able middle  ground  that  balances  clinical  realities 
with  legal  rights,  and  systems  are  being  recreated 
that  acknowledge  that  chronic  mental  illness  is  not  a 
myth.  That  has  occurred  through  a somewhat  awk- 
ward, pendulum-like  gait  that  characterizes  our 
progress  as  a society. 

Society  has  moved  forward  from  the  beginning  of 
time  with  this  pendulum-like  gait  which  has  always 
propelled  us,  fortunately,  further  forward  than  our 
steps  backward.  Ultimately  reason,  sanity,  and 
rational  solutions  do  prevail.  Physicians  must  main- 
tain some  trust,  optimism,  and  perspective  that  we 
do  move  by  this  pendulum  gait;  and  they  must  in- 
culcate into  their  thinking  as  well  the  difficult  reality 
that  for  society,  some  things  can  be  learned,  but  they 
cannot  be  taught.  The  Britain  populous  is  learning, 
for  example,  35  years  later,  about  the  serious  crisis 


14 


WISCONSIN  MEDICAL  JOURNAL,  JUNE  1983:  VOL.  82 


that  the  National  Health  Services  is  presently  fac- 
ing. Four  million  Britains  are  covered  by  private 
health  insurance  and  120  private  hospitals  exist  with 
20  more  being  built  and  20  additional  being  planned. 
Seven-hundred  and  fifty-thousand  people  are  wait- 
ing for  operations,  and  in  many  areas  of  that  coun- 
try, 40%  of  nonurgent  cases  have  been  waiting  over 
one  year.  One  trade  union  recently  obtained  an 
astonishing  new  benefit  at  the  bargaining  table — 
private  health  insurance  coverage  for  all  of  its  mem- 
bers. 

Quality  will  surface  ultimately.  Some  things  can 
be  learned,  but  they  cannot  be  taught. 

With  all  these  proposed  solutions,  then,  cata- 
strophic or  cataclysmic  as  they  may  seem,  physi- 
cians should  be  concerned  but  not  paralyzed;  in- 
volved but  not  excessively  preoccupied;  appropri- 
ately irritated  but  not  demoralized.  Wiser  heads  and 
sounder  solutions  do  emerge.  The  State  Medical  So- 
ciety of  Wisconsin  needs  to  maintain  its  activity,  to 
be  sure,  in  pointing  out  the  difficulties  with  these 
proposals  and  solutions;  but  it  need  not,  and  should 
not,  adopt  a “sky  is  falling”  mentality,  nor  should 
physicians  huddle  together  in  crippling  paranoia  or 
simply  give  up  in  a paralyzing  dejection.  There  is 
ample  evidence  that  points  toward  the  pendulum- 
effect  coming  to  a more  reasonable  mid-ground, 
and  that  tendency  will  continue  in  the  years  ahead 
as  it  has  through  all  of  history. 


B.  Problem  ownership 

Problem  ownership  is  defined  as  taking  responsi- 
bility for  one’s  own  problems  and  those  solutions 
and  allowing  other  persons  to  take  responsibility  for 
their  problems  and  their  own  solutions.  An  example 
might  clarify  this  best. 

The  physician’s  son  comes  up  and  announces  to 
his  father  that  he  is  “bored.”  There  are  a number  of 
stock  responses  that  fathers,  who  have  worked  their 
way  through  medical  school  and  now  work  a 20- 
hour-a-day,  can  give  to  their  sons  who  announce 
that  they  are  “bored.”  Stock  response  number  one 
is:  “Young  man,  when  I was  your  age,  I didn’t 
have  time  to  be  bored.  I was  out  shoveling  snow, 
peddling  papers,  and  chopping  wood.  1 was  going  to 
and  from  school  through  knee-deep  drifts.  It  was  up- 
hill both  ways.”  Stock  response  number  two  is: 
“What  right  have  you  got  to  be  bored — what  about 
the  poor  children  in  the  third  world — now  they  have 
a right  to  be  bored.”  Or  stock  response  number 
three  is:  “Oh,  no,  my  child  is  bored,  and  now  he  is 
going  to  grow  up  to  be  a juvenile  delinquent.” 

A more  healthy  response  to  that  predicament 
might  be  “Son,  I’m  sorry  that  you  are  bored.  1 know 
that  is  a difficult  feeling  to  struggle  with.  But  the 
fact  that  you  are  bored  is  really  your  problem,  and 
you  are  going  to  have  to  deal  with  that.”  There  are 
two  parts  to  that  message.  Part  A is:  “I  am  sorry 
that  you  feel  that  way,  and  I recognize  that  you  have 


a real  and  legitimate  problem;”  Part  B,  however,  ap- 
propriately suggests  “but  that  is  really  your  problem, 
and  you  are  going  to  have  to  deal  with  that;  Dads 
can’t  be  responsible  to  see  to  it  that  little  boys  are 
never  bored.” 

Boredom  really  is  the  little  boy’s  problem.  Not 
that  father  is  insensitive  or  unfeeling,  but  ultimately, 
the  solution  to  the  boredom  problem  lies  with  the 
little  boy.  So  it  is  with  healthcare  costs.  The  medical 
profession  is  going  to  have  to  say  gently,  not  glibly, 
to  society  at  large  that  the  crisis  in  healthcare  costs 
is  really  society’s  problem,  and  not  that  of  the  med- 
ical profession  alone.  Industry  that  has  bargained 
away  benefits  which  have  now  come  back  to  haunt 
them,  and  a government  which  has  overextended  it- 
self beyond  its  ability  to  pay  for  that  which  it  has 
promised,  and  a society  that  wants  quality  care  but 
does  not  want  to  pay  the  price  tag,  together  are 
going  to  have  to  come  up  with  some  solutions.  As  a 
profession  medicine  can  offer  to  do  what  it  can  to 
help,  but  it  cannot,  need  not,  and  must  not  accept 
the  entire  blame  for  that  crisis  because  it  cannot 
singlehandedly  solve  it  nor  even  accept  the  responsi- 
bility for  solving  it.  That  is  not  a callous  posture,  but 
a realistic  one  which  recognizes  that  the  medical  pro- 
fession in  and  of  itself  is  but  a small  part  of  a whole 
society  that  has  put  that  premium  that  it  apparently 
wishes  to  put  on  healthcare  and  there  are  costs  at- 
tached thereto.  Society  cannot  have  it  both  ways.  If 
it  is  to  have  quality  care  at  the  level  it  presently 
wishes  to  have  that  quality  care,  it  is  going  to  be  ex- 
pensive. If  it  wishes  to  have  less  than  that  quality 
care,  or  if  it  wishes  to  lessen  the  expense  of  that 
care,  then  society,  and  not  the  medical  profession,  is 
going  to  have  to  make  some  very  difficult  choices 
about  rationing  care,  diluting  the  quality  of  care,  or 
lessening  the  entitlement  of  persons  to  that  care. 

It  is  estimated  there  are  50,000  eligible  heart  im- 
plant patients  each  year  in  the  United  States  and 
each  implant  operation  costs  $24,000  to  $75,000. 
Average  life  expectancy  of  a recipient  is  one  year. 
The  pump,  tethering  the  patient  on  six-foot  hoses 
for  life,  costs  $16,450.  Difficult  choices,  but  choices 
ultimately  society  must  decide. 

C.  Health  vs  healthcare 

Healthcare  may  be  a right,  but  health,  as  dis- 
tinguished from  healthcare,  is  a responsibility.  So- 
ciety has  chosen  to  define  healthcare  as  a right;  but 
health  cannot  be  defined  as  a right,  it  is  rather  a 
responsibility  of  each  individual.  Health,  like  sleep, 
needs  to  be  interrupted  before  it  is  truly  appreciated. 

One  does  not  realize  what  a good  night’s  sleep  is 
until  one  is  deprived  of  it.  So  it  is  with  health  also. 
Most  persons  do  not  appreciate  health  until  it  too  is 
interrupted.  One  manner  of  helping  to  control 
healthcare  costs  is  to  have  society  take  better  care  of 
its  health  before  illness  rather  than  focusing  on 
healthcare  after  illness.  If  society  can  become  as  fas- 
cinated with  health  as  it  is  with  disease,  there  will  be 
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a useful  impact  on  morbidity  and  longevity,  and 
healthcare  costs  correspondingly  will  decrease.  Phy- 
sicians can  help  with  disease,  in  most  cases,  but  they 
can  only  point  the  way,  toward  health.  The  medical 
profession  can  take  more  responsibility  toward  pre- 
vention, rather  than  simply  focusing  on  treatment, 
and  some  of  the  newer  technologies  such  as  health- 
hazard  appraisal  and  health-risk  appraisal  can  be 
useful  educational  devices  to  help  change  a cultural 
lifestyle  toward  a healthier  one. 

Healthcare  may  be  a right,  but  health  is  a respon- 
sibility of  each  and  every  individual.  The  profession 
can  do  something  to  help  with  healthcare  costs  by 
trying  to  have  persons  take  that  responsibility  more 
seriously,  to  stay  healthier,  and  to  live  not  only 
longer  but  also  more  disease-free.  Balancing  efforts 
at  prevention  with  efforts  at  treatment  can  have  so- 
cietal benefits,  not  as  an  empty  slogan  under  a ban- 
ner of  wellness,  but  as  a bonafide  effort  to  enlist 
the  patient  in  his  or  her  own  responsibility  for 
health. 

D.  Quality  patient  care 

Finally,  whatever  else  occurs  in  the  crisis  in  health- 
care costs,  the  physicians  must  keep  their  sights  un- 
erringly on  quality  patient  care.  The  reason  for,  and 
survival  of,  our  profession  has  always  been  and  will 
continue  to  be  quality  patient  care.  Whatever  else  we 
do,  or  change,  we  dare  not  change  our  unrelenting 
focus  on  doctor-patient  care,  one-on-one.  That  is  the 
essence  of  medicine,  its  creation,  its  continuation, 
its  purpose,  and  its  perpetuation.  It  is  the  only  sub- 
stance of  our  profession  which  will  endure. 

If  physicians  continue  to  practice  the  best  quality 
of  medicine,  one-on-one,  as  is  humanly,  humanely, 
and  professionally  possible,  then  that  will  assure  not 
just  the  survival  of  a profession,  but  its  thriving. 
Quality  patient  care,  competent,  compassionate, 
dedicated,  and  gentle  is  the  essence  of  what  we  must 
do  and  the  essence  of  what  has  preceded  and  what 
must  follow.  Quality  patient  care  is  the  unswerving 
challenge,  responsibility,  purpose,  and  privilege  of 
the  profession.  And  if  it  is  carried  out,  then  that  is 
the  most  vital  thing  that  each  physician  can  do  in 
this  healthcare  crisis,  to  assure  its  eventual  resolution 
and  ensure  that  for  physicians  this  crisis  does  not 
have  a unicorn-in-the-garden  twist. 

Physicians  have  in  the  past  pointed  out  the  chal- 
lenge, opportunity,  and  privilege  of  quality  patient 
care.  Dr  Walter  Kempster,  the  first  Superintendent 
of  Winnebago  State  Hospital,  who  sat  in  that  chair 
100  years  before  I did,  made  an  interesting  observa- 
tion and  challenge. 


“Who  can  think  of  the  number  of  unfortunate 
beings  now  confined  in  the  receptacles  of  the  dif- 
ferent counties  in  this  state,  and  realize  in  the 
most  remote  degree,  the  sorrowing  hearts  their 
fortunes  have  created;  of  the  hopes  once  bright, 
now  dashed;  of  ambitions  which  lured  beyond 
strength;  of  life’s  work  begun,  but  left  unfinished; 
of  affections  ripened,  only  to  be  blasted  . . . Who 
can  consider  these  calamities  of  our  fellow 
mortals  rendered  insane  by  no  act  of  their  own, 
unwittingly  thrown  upon  the  charity  of  the  state, 
bound  by  the  unyielding  fetters  of  a terrible  dis- 
ease, knowing  not  how  soon  it  may  be  our  turn 
to  take  our  place  among  these  pitiable  creatures; 
who  can  think  of  these  things  and  turn  idly  away, 
closing  eye  and  hand,  withholding  that  which  is 
known  to  be  required  to  make  life  comfortable? 
We  can  conceive  no  argument,  economical  or 
humanitarian,  that  can  be  adduced  to  show  why 
aid  should  be  postponed;  why  the  sufferer  must 
be  compelled  to  suffer  on.” 

If  physicians  continue  to  hold  that  challenge 
before  society,  and  couple  that  with  quality  patient 
care,  then  there  will  be  no  argument,  economical  or 
humanitarian,  that  will  be  brought  forth  to  show 
why  aid  should  be  postponed  or  why  sufferers  must 
be  compelled  to  suffer  on. 

As  far  as  our  responsibilities  are  concerned  in  this 
healthcare  crisis,  if  we  continue  to  focus  on  good  pa- 
tient care,  and  maintain  a perspective,  and  gently  but 
firmly  bring  about  problem  ownership,  then  we  can 
use  the  same  measuring  stick  with  respect  to  our  ef- 
forts as  Doctor  Kempster  used  with  his  efforts,  100 
years  before  us.  He  delineated  an  interesting  manner 
of  judging  his  efforts  and  those  of  his  colleagues  in 
the  1880s,  and  we  could  use  that  same  measuring 
stick  for  ourselves  in  the  1980s. 

As  Doctor  Kempster  looked  backward  in  the 
1880s  to  a year  a century  before,  he  stated: 

“The  results  attained  in  the  past  100  years  are 
certainly  gratifying,  and  should  stimulate  us  to 
carry  forward  the  good  work,  constantly  endeav- 
oring to  advance  the  interest  of  the  people  in 
whose  cause  we  are  engaged,  so  that,  when  the 
record  of  the  next  100  years  shall  be  written  up, 
it  may  be  said  of  us,  that  our  eyes  were  not  al- 
together blinded,  or  that,  with  the  light  we  had, 
our  opportunities  were  not  unimproved.” 

As  people  look  back  in  the  year  2082,  back  to  this 
conference  in  Brookfield,  Wisconsin  on  healthcare 
costs  and  healthcare  crises,  we  can  use  that  same 
measuring  stick,  and  if  we  continue  to  practice  qual- 
ity medical  care,  one-on-one,  caring,  competent, 
compassionate,  then  we  can  be  certain  as  we  en- 
deavor to  advance  the  interest  of  the  people  in  whose 
cause  we  are  engaged,  that  those  persons  looking 
back  at  our  efforts  will  be  able  to  say  of  us  that  our 
eyes  were  not  altogether  blinded,  and  that  with  the 
light  we  had,  our  opportunities  did  not  go  unim- 
proved.* 


16 


WISCONSIN  MEDICAL  JOURNAL,  JUNE  1983:  VOL.  82 


Famous 

Pairs 

The  Columbia  space  shuttle  was  a 
triumph  of  teamwork.  And  along 
with  Young  and  Crippen  went 
Anusol-HC  Cream  to  treat  prior 
anorectal  conditions  aggravated  by 
“G-Force"  stresses  of  exiting  and 
reentering  the  earth's  atmosphere. 


Anusd-HC 

&Tucks 


. . . another  well-known  pair  that  work  so  well 
together!  Ninety-five  percent  of  colon/ 
rectal  surgeons  surveyed * added 
Tucks  pads  concomitantly  to 
hemorrhoidal  treatment  programs. 

Anusol-HC 

Supposi  tories  / Cream 
with  Hydrocortisone  Acetate 

The  # 1 physician- 
prescribed  product  for 
hemorrhoids  and  other 
common  anorectal 
disorders ** 

□ Antiinflammatory  to  relieve 
itch,  pain,  and  edema. 

□ Astringent,  to  protect  against  further  tissue 
damage. 

□ Emollient,  for  easier  bowel  movements. 


And,  when  pain  is  a special  problem,  Anusoi® 

Ointment  offers  the  benefits  of  the  topical  anesthetic  pramoxine  HC1. 
TUCKS R Pre-Moistened  Hemorrhoidal/Vaginal  Pads 


Please  see  opposite  page  for 
brief  summary  of  prescribing 
information. 

'Meeting  of  Am  Soc  Colon  Rectal  Surgeons,  May  1980 
"Data  on  file,  Marketing  Research  Dept.  Parke-Davis 
« 1983  Warner-Lambert  Company 
PD-85-JA-I336-P-1  (11-82) 


The  # 1 hemorrhoidal**  pad  for  added  external  relief  and  gentle 
cleansing. 

□ Soothes,  cools,  comforts,  and  cleanses  irritated  anorectal  areas. 

Once  pain  and  inflammation  subside,  for  dual  action  recommend 
regular  ANUSOI?  and  TUCKS* 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950 


TUCKS^ 

Pre- Moistened  Hemorrhoidal/ Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses  — TUCKS  extra- 
soft  cloth  pads  allow  for  the  gentlest  possible  application  to 
tender,  inflamed,  hemorrhoidal  tissue  TUCKS  are  effective 
cleansing  pads  for  everyday  personal  hygiene  Used  on 
outer  rectal  areas,  they  remove  residue  that  can  bring  on 
more  irritation  Pads  are  premoistened  with  50%  witch 
hazel.  10%  glycerin  USP  and  de- ionized  purified  water 
USP  which  acts  as  a cooling,  soothing  lotion  to  help  com- 
fort sensitive  anorectal  tissue 

Vaginal  Uses  — Comforting  as  an  adjunct  in  postoperative 
care  after  episiotomies  and  other  vaginal  surgery  or  when 
relief  from  vaginal  itching,  burning  or  irritation  is  required 


ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription 

Description:  Each  Anusol-HC  Suppository  contains  hydro- 
cortisone acetate,  10  0 mg,  bismuth  subgallate,  2 25%  bis- 
muth resorcin  compound.  1.75%;  benzyl  benzoate,  1.2%; 
Peruvian  balsam,  1 8%,  zinc  oxide,  110  mg,  also  contains 
the  following  inactive  ingredients  dibasic  calcium  phos- 
phate. and  certified  coloring  in  a hydrogenated  vegetable 
oil  base 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate,  5 0 mg.  bismuth  subgallate.  22  5 mg.  bismuth 
resorcin  compound,  17  5 mg  benzyl  benzoate.  12  0 mg; 
Peruvian  balsam.  18  0 mg,  zinc  oxide,  110  0 mg,  also  con- 
tains the  following  inactive  ingredients  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbi- 
tan  monostearate  in  a water-miscible  base  of  mineral  oil. 
glyceryl  stearate  and  water 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help 
to  relieve  pain,  itching  and  discomfort  arising  from  irritated 
anorectal  tissues  These  preparations  have  a soothing, 
lubricant  action  on  mucous  membranes,  and  the  antiinflam- 
matory action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily 
effective  because  of  its  antiinflammatory,  antipruritic  and 
vasoconstrictive  actions 

Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the  sympto- 
matic relief  of  pain,  itching  and  discomfort  in  external  and 
internal  hemorrhoids,  proctitis,  papillitis,  cryptitis,  and  fis- 
sures. incomplete  fistulas,  pruritus  am  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  are  contraindicated  in  those  patients  with  a his- 
tory of  hypersensitivity  to  any  of  the  components  of  the 
preparations 

Warnings:  The  safe  use  of  topical  steroids  during  preg- 
nancy has  not  been  fully  established  Therefore,  during 
pregnancy,  they  should  not  be  used  unnecessarily  on 
extensive  areas,  in  large  amounts  or  for  prolonged  periods 
of  time 

Precautions:  General:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects 

If  irritation  develops.  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  until  the  infec- 
tion has  been  adequately  controlled 

Anusol-HC  is  not  for  ophthalmic  use 
Pregnancy:  See  WARNINGS " 

Pediatric  Use:  Care  should  be  taken  when  using  the  corti- 
costeroid hydrocortisone  acetate  in  children  and  infants 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults  Remove  foil  wrapper  and  insert  suppository  into 
the  anus  Insert  one  suppository  in  the  morning  and  one 
at  bedtime  for  3 to  6 days  or  until  inflammation  subsides 
Then  maintain  comfort  with  regular  Anusol  Suppositories 

Anusol-HC  Cream  — Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  the  tube  cap  and  apply  to 
the  exterior  surface  and  gently  rub  in  For  internal  use.  at- 
tach the  plastic  applicator  and  insert  into  the  anus  by 
applying  gentle  continuous  pressure  Then  squeeze  the 
tube  to  deliver  medication  Cream  should  be  applied  3 or 
4 times  a day  for  3 to  6 days  until  inflammation  subsides 
Then  maintain  comfort  with  regular  Anusol  Ointment 

NOTE  If  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories  — boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in 
silver  foil  strips  with  Anusol-HC  printed  in  black 

Anusol-HC  Cream  — one-ounce  tube  (N  0071-3090-13) 
with  plastic  applicator 

Store  between  15°  - 30°  C (59°  - 86°  F). 
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Bactrim  DS 

(trimethoprim  and  sulfamethoxazole/Roche] 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli.  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
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Kill  curve  kinetics  of  Bactrim 
and  its  individual  components 
against  E.  co/i  in  vitro. 1 


Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems,  Inc  , Winter  Series,  1981-82 
Numbers  under  percentages  refer  to  the  projected  number  of  isolates  tested 
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strains5-12  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
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Ultrasonographic  determination  of  intrauterine 
central  nervous  system  trauma 

B Rafael  Elejalde,  MD;  Maria  Mercedes  de  Elejalde,  RN, 
and  Stephen  Machinton,  MD,  Milwaukee,  Wisconsin 


ABSTRACT.  The  diagnosis  of  severe  central  nervous 
system  trauma  in  a fetus  at  21  weeks  of  gestation  was 
done  by  ultrasound  in  a woman  who  had  been  leaking 
amniotic  fluid  for  several  weeks , producing  oligohydram- 
nios. The  trauma  was  produced  by  pulsations  of  the  ma- 
ternal aorta  against  the  parietal  bone  transmitted  to  the 
central  nervous  system  producing  severe  motor  damage 
that  appeared  in  the  fetus  as  absent  movements,  fixed 
position  in  utero,  contractures  and  deformations.  The 
autopsy  confirmed  severe  central  nervous  system  damage 
consisting  of  extradural,  subarachnoid,  central  nervous 
system,  spinal,  cortical  and  intraventricular  hemorrhages. 
The  functional  examination  of  the  fetus  in  utero  by  real- 
time ultrasound  allowed  us  to  recognize  the  neurological 
damage  and  diagnose  the  impairment  of  the  neurological 
and  functional  performance  of  the  human  fetus.  The 
systematic,  functional,  and  neurological  evaluation  of 
the  human  fetus  in  utero  opens  the  possibility  of  a similar 
diagnosis  at  this  early  gestational  age. 

The  fetus  is  protected  from  trauma  in  the  uterus  by 
different  layers  of  soft  tissue  that  include  the  skin 
and  the  subdermic  tissues,  the  abdominal  wall,  the 
uterine  wall,  but  most  of  all  by  the  amniotic  fluid. 
Different  opinions  have  been  presented  in  the  lit- 
erature to  manage  premature  rupture  of  the  am- 
niotic membranes.'  With  the  use  of  ultrasound  in 
clinical  genetics  and  obstetrics,  new  possibilities  in 
the  assessment  of  the  consequences  of  the  loss  of 
amniotic  fluid  have  been  opened. 

Recently  we  examined  a patient  who  had  been 
leaking  amniotic  fluid  since  early  pregnancy  and 
who  was  referred  to  us  for  evaluation  of  the  fetus 
because  of  the  suspicion  of  oligohydramnios  due  to 
renal  malformations. 

An  extensive  evaluation  of  the  morphological,  de- 
velopmental, and  functional  characteristics  allowed 
us  to  detect  the  absence  of  fetal  movements,  with 
possible  deformities  (clubfoot),  in  a fetus  at  21  weeks 
of  gestation. 


From  the  Genetics  Section,  Department  of  Obstetrics  and  Gynecology, 
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It  is  the  purpose  of  this  paper  to  present  the  meth- 
odology and  findings  in  this  patient  in  order  to  pro- 
mote the  use  of  similar  evaluations  of  pregnant 
women  who  are  leaking  amniotic  fluid  to  detect  its 
possible  consequences  to  the  fetus  and  pregnancy. 

Case  report.  A 28-year-old  woman,  pregnant  for 
the  first  time,  began  to  leak  amniotic  fluid  at  14 
weeks  of  gestation.  The  obstetrician  attempted  to  de- 
termine the  amount  leaked;  and  since  a conclusion 
could  not  be  reached,  the  obstetrician  ordered  an 
ultrasound  that  reported  oligohydramnios  probably 
due  to  renal  abnormality.  The  gestation  progressed 
another  two  weeks,  and  the  leakage  of  fluid  con- 
tinued. 

The  patient  was  referred  to  the  Genetics  Service 
for  evaluation  and  to  rule  out  the  possibility  of  a 
more  complex  fetal  abnormality. 

A thorough  analysis  of  the  family  did  not  reveal 
any  major  abnormality,  and  the  mother  was  very 
clear  in  describing  the  leakage  of  fluid.  At  ultra- 
sound the  amniotic  fluid  was  almost  completely  ab- 
sent with  only  a small  remnant  of  fluid  in  the  poster- 
ior sac  of  the  uterine  cavity. 

All  the  measurements  of  the  fetus,  including  all 
the  long  bones,  corresponded  to  a fetus  growing  at 
the  50th  percentile  at  20  weeks  of  gestation.  The  left 
side  of  the  skull  was  flattened  (Fig  1).  It  was  this 
side  that  was  lying  on  top  of  the  maternal  aorta  and 
it  was  through  the  parietal  bone  of  this  side  that 
the  movement  was  transmitted;  and  each  time  that 
the  aorta  expanded  the  fetal  central  nervous  system 
was  compressed,  displacing  the  ventricular  system 
and  the  falx  cerebri.  The  medial  and  posterior  cer- 
ebral arteries  were  also  displaced  as  the  aorta 
bounced  the  parietal.  The  examination  of  the  face, 
thorax,  limbs,  back,  and  anterior  aspects  of  the  fetal 
body  did  not  reveal  any  morphological  abnormality. 
The  heart  was  normal,  including  its  chambers,  aorta, 
pulmonic  artery,  and  vena  cava.  The  stomach  was 
filled  with  fluid,  both  kidneys  were  visualized,  and 
the  bladder  was  full  during  the  entire  examination. 

The  most  striking  observation  was  limited  move- 
ment of  the  extremities  and  the  total  absence  of 
movement  of  the  right  side.  The  opposite  side  ex- 
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FIGURE  1 — Note  the  position  of  upper  and  lower  extremi- 
ties; the  fingers  are  flexed  and  the  toes  are  overextended 
on  the  left  foot.  Note  the  flattening  of  the  nose. 


hibited  the  incomplete  extension  and  flexion  of  the 
extremities.  The  movements  that  are  normal  for  a 
fetus  at  this  gestational  age  were  very  infrequent. 
They  also  were  limited  because  of  the  absence  of 
space  due  to  the  reduced  amount  of  amniotic  fluid. 
On  the  right  side  there  was  no  evidence  of  even  very 
minor  movements  during  a period  of  observation  of 
about  one  hour  and  a half.  We  interpreted  this  find- 
ing as  a consequence  of  the  chronic  central  nervous 
system  (CNS)  trauma  producing  motor  damage.  Ro- 
tation of  the  fetal  body  was  absent.  When  the 
mother  coughed  or  moved,  the  fetus  received  a more 
severe  impact  of  her  movements  on  its  body  due  to 
the  absence  of  the  amniotic  fluid  and  its  shock- 
absorbing function. 

Based  on  these  findings,  the  severe  oligohydram- 
nios due  to  the  continued  leakage  of  fluid  and  the 
poor  prognosis  for  the  fetus,  the  patient  decided  to 
have  the  pregnancy  terminated.  Delivery  was  in- 
duced by  the  use  of  prostaglandin  suppositories,  and 
the  fetus  was  delivered  within  a period  of  two  hours 
after  the  first  suppository.  Labor  was  very  mild  and 
lasted  only  five  minutes. 


a 3 b 


FIGURE  2— The  figures  marked  "a"  are  similar  to  those 
marked  “b”  which  are  numbered  and  indicate  (1)  pari- 
etals;  (2)  right  frontal;  (3)  external  wall  of  the  ventricles; 
(4)  falx  cerebri;  (5)  left  frontal;  (6)  lamboidal  suture;  (7) 
aorta.  In  2b  the  transverse  view  of  the  skull  just  above  the 
thalamus  shows  the  left  frontal  L (black  arrow)  and  the 
distance  that  it  was  moved  into  the  brain  noticeable  by 
its  change  in  position,  when  compared  with  1 a-b  and  by 
the  distance  between  the  frontal  and  the  adjacent  pari- 
etal visible  at  the  coronal  suture  (two  white  arrows).  The 
aorta  (7)  is  outlined  on  "b”  and  its  walls  visible  on  “a.” 
The  open  arrow  indicates  the  place  and  direction  in  which 
the  aorta  applied  its  force  when  expanding.  "P"  in- 
dicates placenta.  3 a-b  shows  the  coronal  view  of  the 
fetal  skull  at  the  level  of  the  anterior  fontanel.  Note  the 
asymmetry  of  the  skull  and  brain.  Note  the  asymmetry  of 
ventricles  (3A  and  3B). 
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FIGURE  3— "A’’  shows  the  skull  and  brain  after  removing 
the  frontal  and  parietal  bones  of  the  right  side.  Note  the 
parenchymal  hemorrhage  (PH)  over  the  cortex  (P— pari- 
etal; O— occipital;  F— frontal;  T— temporal).  Note  that  the 
sylvian  fissure  (SF)  contains  an  extensive  hemorrhage. 
"B”  presents  a view  of  the  base  of  the  brain  with  multiple 
cortical  (parenchymal)  hemorrhages  as  well  as  a right 
subcerebral  organized  clot. 


The  placenta  did  not  reveal  any  abnormality  in 
the  maternal  or  the  fetal  side.  The  chorionic  and  am- 
niotic  membranes  were  very  strongly  attached  and 
it  was  not  possible  to  separate  them.  The  chorionic 
membrane  was  thickened  and  showed  clear  signs 
of  chorioamnionitis,  with  fibrosis  and  formation  of 
scar  tissue.  There  was  an  opening  of  about  10  x 10 
cm  that  was  surrounded  by  fibrotic  tissue.  The  vol- 


ume that  the  gestational  sac  could  contain  was  not 
enough  to  contain  the  fetus,  indicating  that  probably 
the  fetus  was  out  of  it  when  it  was  in  utero. 

The  examination  of  the  female  fetus  revealed  a 
fetus  with  normal  development  for  21  weeks  of  ges- 
tation with  flattening  of  the  left  side  of  the  skull  and 
subdermic  hematoma.  The  upper  limbs  were  ex- 
tended, the  left  externally  rotated,  the  right  intern- 
ally rotated.  Their  range  of  motility  was  analyzed  by 
manual  movement  and  it  was  impossible  to  flex  or 
extend  them  normally.  The  hands  were  mildly 
flexed.  The  left  foot  was  contracted  in  mild  flexion 
and  had  abnormally  positioned  toes. 

There  was  an  organized  cephalohematoma  over 
the  left  parietal  region  that  was  continuous  with  a 
subperiostial  hemorrhage.  When  the  skull  was 
opened,  CNS  fluid  darkly  stained  with  blood  was 
observed.  The  cortex  of  both  sides  was  hemorrhagic, 
more  on  the  left.  There  was  a subtentorial  organized 
clot  adjacent  to  the  brain  stem  and  cerebellum.  The 
brain  was  sectioned  coronally,  and  the  ventricular 
system  revealed  a generalized  hemorrhage  involv- 
ing all  of  its  components. 

The  spine  was  open  in  coronal  sections  and 
showed  that  the  medulla  was  surrounded  by  an 
extradural  hemorrhage  in  all  its  extension  from  the 
cervical  to  the  sacral  areas. 

The  internal  examination  of  the  organs  of  the 
neck  and  thorax  did  not  reveal  any  abnormality; 
their  development  corresponded  to  the  gestational 
age.  The  abdominal  cavity  contained  blood  and  an 
organized  clot  that  involved  the  stomach,  the  spleen, 
the  colon,  the  right  kidney,  and  the  right  lobe  of  the 
liver.  There  was  no  evidence  of  malformations  of 
the  abdominal  organs. 

Discussion.  The  introduction  of  realtime  ultrasound 
to  the  practice  of  obstetrics  and  gynecology  has  pro- 
vided us  with  the  possibilities  of  diagnosing  not  only 
the  fetal  growth  development  and  morphological 
characteristics  but  also  its  maturation,  functionality, 
and  neurological  performance. 

In  this  case  the  evaluation  of  the  leakage  of  am- 
niotic  fluid  in  two  different  ultrasonographic  exam- 
inations ruled  out  agenesis  of  the  kidneys  (which 
were  clearly  seen  by  ultrasound  and  were  of  normal 
size  and  without  evidence  of  cystic  formations). 
Their  normal  functioning  was  confirmed  by  the  pres- 
ence of  a bladder  that  filled  normally  with  urine 
during  the  period  of  the  examination  without  any 
signs  of  retention.  The  pounding  of  the  aorta  over 
the  parietal  bone  and  the  displacement  of  the  central 
nervous  system  gave  us  the  suspicion  that  there  was  a 
severe  trauma  inflicted  to  the  brain  of  this  fetus. 
This  was  confirmed  by  the  observation  of  severe  bi- 
lateral motor  impairment  and  positional  deformi- 
ties. This  phenomenon,  although  described  here  for 
the  first  time,  should  be  common  since  rupture  of 
membranes  is  a common  complication  of  preg- 
nancy, creating  the  circumstances  that  may  induce 
this  syndrome  of  intrauterine  CNS  trauma. 
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This  observation  opens  the  possibility  of  similar 
observations  when  looking  at  patients  who  have  se- 
vere leakage  of  amniotic  fluid  producing  oligo- 
hydramnios. Most  of  the  severe  cases  miscarry  due 
to  chorioamnionitis  and/or  to  premature  labor. 
Since  the  fetal  functional  status  is  not  routinely  doc- 
umented by  realtime  ultrasound,  this  phenomenon 
has  not  been  reported  previously.  It  has  been  pro- 
posed that  the  management  of  the  premature  rup- 
tured membranes  could  be  conservative  and  that  in 
some  of  the  cases  that  they  are  approached  in  this 
way  certainly  they  achieve  good  results.  It  would  be 
important  to  evaluate  the  neurological  development 
and  performance  of  the  individuals  whose  mothers 
leaked  amniotic  fluid  during  pregnancy,  especially 
their  neurological  performance.  Variation  on  the 
severity  of  fetal  damage  will  be  related  to  the  amount 
of  amniotic  fluid  retained  in  the  uterus  and  the  abil- 
ity of  the  fetus  to  move  and  position  in  relation 
with  organs  such  as  the  maternal  aorta  that  can  pro- 
duce acute  damage  to  the  fetus.  When  the  rupture 
occurs  at  such  an  early  age,  as  in  this  case,  the  prog- 
nosis for  a term  delivery  is  very  poor  due  not  only 
to  fetal  damage  by  trauma  but  also  to  infection. 

Based  on  our  experience  on  autopsies  of  spon- 
taneously miscarried  fetuses  and  of  those  aborted  by 
intraamniotic  and  vaginal  prostaglandins  and  urea, 
we  could  say  that  the  central  nervous  system  finding 
differs  greatly  from  the  subarachnoid  and  ventricu- 
lar hemorrhage  occasionally  seen  in  those  cases.  By 
all  means  they  are  not  associated  with  the  motor 
impairment  and  deformities  seen  in  this  case,  and 
they  certainly  do  not  represent  organized  clots  in  the 
CNS  and  spine. 

We  are  not  aware  of  any  other  similar  case  in 
the  literature  diagnosed  by  ultrasound  and  proven  by 
the  autopsy  to  have  severe  central  nervous  system 
damage,  with  hemiparesis  and  functional  deforma- 
tions, contractures,  and  generalized  motor  damage. 

Recently,  Johnson  et  al, 1 have  performed  a retro- 
spective study  of  8,320  patients  with  premature 
rupture  of  membranes  and  analyzed  its  outcome. 
Most  of  the  cases,  82.2%,  were  over  37  weeks  of 
gestation.  (They  did  not  describe  specific  abnormal- 
ities in  the  babies  born  in  this  group.)  They  reported 
1.1%  perinatal  mortality  in  the  group  above  37 
weeks  and  59%  for  the  group  below  37  weeks,  in- 
dicating that  the  consequences  are  more  severe  than 
in  the  former  group.  They  did  not  describe  the  cause 
of  fetal  death  and  we  cannot  determine  how  many 
were  due  to  infection  or  to  damage  as  in  the  patient 
described  here. 
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Cowden’s  disease 

(multiple  hamartoma  syndrome) 

James  H Barnett,  MD,  Milwaukee 

Cowden’s  disease  or  multiple  hamartoma  syn- 
drome is  an  uncommon,  genetically  inherited  dis- 
order. Various  ectodermal,  mesodermal,  and  endo- 
dermal  tissue  hamartomas  give  rise  to  a wide  range 
of  structural  and  metabolic  abnormalities.  The  de- 
velopment of  dermatologic  lesions  usually  precedes 
other  stigmata  seen  in  this  disease  complex.  The 
distinct  clinical  picture  of  cutaneous  lesions  may 
often  alert  the  clinician  to  the  presence  of  frequently 
associated  breast  and  thyroid  neoplasms. 

Case  report.  A 35-year-old  man  presented  for 
dermatologic  consultation  for  removal  of  lesions 
that  were  present  at  the  corners  of  his  mouth.  The 
asymptomatic  lesions  were  present  for  several  years 
and  had  never  been  treated  by  a physician.  No 
family  members  were  known  to  have  similar  lesions. 
The  patient  attempted  to  remove  the  lesions  on  his 
own,  but  the  lesions  always  recurred. 

The  patient’s  medical  history  was  significant  for 
a benign  thyroid  adenoma  which  had  been  surgically 
removed  in  1980.  This  lesion  presented  initially  as 
a multinodular  goiter.  Family  history  revealed  that 
the  patient’s  mother  had  died  of  breast  carcinoma. 
No  other  family  members  had  known  thyroid,  gas- 
trointestinal, or  breast  tumors.  Review  of  systems 
was  noncontributory. 

Physical  examination  revealed  a 35-year-old  male, 
afebrile  with  normal  vital  signs.  Dermatologic  exam- 
ination revealed  multiple  1-2  mm,  fleshy  papules 
giving  a cobblestone  appearance  to  the  patient’s 
central  face  area,  being  most  prominent  around  the 
eyes,  nose,  cheeks,  and  forehead  (Fig  1).  Over  the 
patient’s  dorsal  hand  areas  and  extensor  arm  areas 
were  multiple  discrete,  1-5  mm,  hyperkeratotic,  ver- 
rucous-like papules.  The  extensor  left  arm  area  had 
three  1-cm  subcutaneous  nodules.  Over  the  joints 
of  the  extensor  surfaces  of  the  fingers  were  papil- 
lomatous, hyperkeratotic,  hyperpigmented  plaques. 
Examination  of  the  patient’s  lip  revealed  two  slightly 
raised,  2-mm  papules  and  at  the  angles  of  the  mouth 
were  clusters  of  pink,  filiform  papules.  The  patient’s 
buccal  mucosa  and  tongue  had  multiple  1-2  mm, 
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cobblestone,  pink  papules  (Fig  2).  The  remainder 
of  the  head,  ears,  nose,  and  throat  examination  was 
normal  except  for  a well-healed  neck  scar  from  his 
previous  thyroid  surgery.  Cardiopulmonary  exami- 
nation was  normal,  and  abdominal  examination 
showed  no  evidence  of  organomegaly  or  other 
masses.  Genitourinary  and  musculoskeletal  exami- 
nations were  normal. 

Laboratory  studies  of  complete  blood  cell  count, 
SMA-20,  T4,  T3  resin  uptake,  and  thyroid  stimu- 
lating hormone  were  all  within  normal  limits.  The 
test  for  antinuclear  antibodies  was  negative  and  the 
rapid  plasma  reagin  test  was  nonreactive.  Chest  x- 
ray  films,  bone  survey,  upper  gastrointestinal  series, 
and  barium  swallow  were  all  normal.  The  histology 
of  the  cutaneous  papules  revealed  only  benign 
squamous  acanthomas. 

No  siblings  were  available  for  examination;  how- 
ever, of  the  patient’s  seven  children  six  were  avail- 
able for  examination.  The  ages  of  his  children 
ranged  from  2 to  14  years.  Of  the  six  who  were  ex- 
amined three  had  multiple  1-2  mm,  pink  papules 


FIGURE  1 — Highlighted  by  side  lighting  are  mul- 
tiple, fleshy,  1-2  mm  papules  over  the  patient's 
nose,  giving  a cobblestone-like  appearance. 


over  the  dorsal  of  their  tongue  without  other  skin  or 
mucosal  lesions  except  for  one  child  with  a 15-cm 
soft  tissue  lipoma  in  the  upper  right  side  of  the  chest. 
No  child  had  evidence  of  thyromegaly.  The  re- 
mainder of  the  physical  examinations  of  these  child- 
ren were  unremarkable. 

Discussion.  Since  first  described  in  1963,'  about  40 
cases  of  Cowden’s  disease  have  been  previously  doc- 
umented. The  pattern  of  inheritance  is  autosomal 
dominant.  Patients  have  multiple  anatomic  and 
metabolic  anomalies  affecting  almost  all  organ  sys- 
tems of  the  body. 

The  most  common  finding  in  Cowden’s  disease  is 
dermatologic  lesions.  Characteristically,  multiple 
1-2  mm,  flesh  or  pink  papules  are  present  over  the 
face.  These  papules  are  most  often  seen  around 
facial  orifices,  especially  around  the  mouth  and 
nose.2  Histologic  examination  of  these  facial  papules 
has  revealed  either  tricholemmomas  or  squamous 
acanthomas.  Another  common  cutaneous  finding 
in  Cowden’s  disease  is  the  presence  of  verrucous- 
like  papules  over  the  arms  and  hands  of  these  pa- 
tients. Other  associated  cutaneous  lesions  that  have 
been  reported  include  lipomas,  hemangiomas,  cafe 
au  lait  spots,  neuromas,  xanthomas,  and  acanthosis 
nigrican-like  changes.3 

The  mucous  membranes  and  tongue  are  also 
involved  in  Cowden’s  disease.  Not  uncommonly  the 
presence  of  many  flat-topped  papules  on  the  dorsum 
of  the  tongue  can  be  seen  and  these  papules  may 
coalesce  to  form  a smooth  lingual  surface  in  severe 
cases.  The  lingual  papules  may  often  precede  all 
other  clinical  manifestations  in  multiple  hamartoma 
syndrome.  In  addition  to  the  tongue  the  oral  mucosa 
also  may  have  multiple  papules  giving  a cobblestone- 
like appearance.2-4 

Of  all  reported  cases  of  Cowden’s  disease  to  date, 
about  two-thirds  have  been  associated  with  the  pres- 
ence of  thyroid  tumors.  The  most  common  thyroid 
tumor  in  this  syndrome  is  a benign  thyroid  adenoma 
usually  presenting  clinically  as  a goiter.  Thyroid 
carcinomas  also  have  been  documented  in  several 
cases. 2 3 -5 

Females  with  Cowden’s  disease  frequently  have 
fibrocystic  breast  disease.  A significant  number  of 
women  with  this  syndrome  have  developed  breast 
adenocarcinoma,  some  occurring  at  an  early  age. 

1 ,2,6,7 

Pathologic  lesions  found  in  the  genitourinary  tract 
of  females  with  multiple  hamartoma  syndrome  have 
included  ovarian  cysts,  uterine  leiomyomas  and 
fibroids,  menstrual  irregularities,  and  an  increased 
incidence  of  miscarriages. 2-5-6  No  genitourinary 
anomalies  have  been  reported  in  males. 

Less  frequently  involved  are  the  skeletal  and 
neuromuscular  systems  with  reports  of  neuromas, 
meningiomas,  electroencephalographic  abnormal- 
ities, hearing  loss,  scoliosis,  pectus  excavatum,  and 
bone  cysts.2-3  Infrequent  cardiovascular  abnormali- 
ties have  included  atrial  septal  defects  and  atrio- 
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FIGURE  2— The  surface  of  the  tongue  revealing  multiple  1-2  mm  papules.  Multiple  filiform  papules 
can  be  seen  at  the  angles  of  the  mouth. 


ventricular  malformations.  The  gastrointestinal  tract 
has  presented  with  polyposis  and  even  colonic 
adenocarcinoma. 2-3-7'8  The  most  recent  article  on 
this  syndrome  described  the  occurrence  of  a T-cell 
defect  with  the  development  of  acute  myelogenous 
leukemia.9 

The  patient  and  his  family  demonstrate  multiple 
features  of  Cowden’s  disease.  The  inheritance  pat- 
tern is  consistent  with  that  of  autosomal  dominant. 
The  patient  and  three  offspring  have  mucocutaneous 
lesions,  and  soft  tissue  masses  were  noted  in  the  pa- 
tient and  one  of  his  sons.  The  patient  and  his  mother 
had  neoplasms  of  the  thyroid  gland  and  breast  re- 
spectively. Long-term  followup  of  this  family  will 
lead  to  more  findings  associated  with  Cowden’s  dis- 
ease as  lesions  develop  and  progress  with  age. 

Cowden’s  disease  is  probably  more  common  than 
previously  recognized.  The  early  detection  of  af- 
fected individuals  by  means  of  thorough  derma- 


tologic examination  may  reduce  the  morbidity  and 
mortality  of  tumors  found  in  connection  with  this 
unusual  syndrome. 
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Serum  ferritin  as  a means  of  assessing 


body  iron  stores 


ABSTRACT.  Serum  ferritin  levels  can  be  a reliable  means  of 
confirming  the  diagnosis  of  iron  depletion  in  certain 
anemic  patients.  Low  levels  of  ferritin  in  the  serum  are 
accurate,  reproducible,  and  reflect  the  body 's  iron  stores. 
Normal  or  elevated  serum  levels  of  ferritin  may  be  present 
in  a variety  of  clinical  conditions,  including  iron  de- 
ficiency and  cannot  be  relied  upon  as  an  accurate  assess- 
ment of  total  body  iron  stores.  We  have  presented  16  pa- 
tients with  a wide  variety  of  clinical  disorders  and  show 
the  correlation  of  serum  ferritin  levels  with  serum  iron, 
iron-binding  capacity,  and  bone  marrow  iron  stores  to 
emphasize  these  points. 

Sixteen  patients  at  our  institution  were  studied  in 
an  attempt  to  correlate  various  laboratory  para- 
meters with  the  level  of  body  iron  stores.  The  group 
of  patients  represented  a broad  spectrum  of  clinical 
situations  and  pathological  conditions,  some  having 
uncomplicated  iron-deficiency  states  while  others 
had  multi-system  diseases  with  compiled  labora- 
tory data  showing  many  abnormal  results.  Serum 
iron,  iron-binding  capacity  and  serum  ferritin  levels 
were  determined  to  assess  iron  stores  of  each  in- 
dividual. Bone  marrow  aspiration  and  biopsy  speci- 
mens were  used  to  correlate  these  studies  with  tissue 
iron  stores. 

Summary  of  patients  studied  (Fig  1).  Three  pa- 
tients with  documented  chronic  bleeding  problems 
(menorrhagia  or  gastrointestinal  bleeding)  uncompli- 
cated by  other  disorders  showed  correlation  of  their 
serum  iron,  iron-binding  capacity,  serum  ferritin 
with  bone  marrow  iron  depletion  (patients  MB,  WR, 
and  LS). 

Three  patients  presented  with  low  serum  iron 
levels  and  a transferrin  saturation  of  less  than  15%, 
but  bone  marrow  iron  stores  were  present.  Serum 
ferritin  levels  in  all  four  of  these  patients  were  nor- 
mal or  elevated  (patients  CS,  SV,  FW). 

Three  patients  with  low  serum  iron  levels,  de- 
creased transferrin  saturation,  and  absent  bone  mar- 
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row  iron  stores  had  normal  serum  ferritin  levels. 
All  three  of  these  patients  had  active  chronic  inflam- 
matory disease  (patients  MK,  ST,  and  VI). 

Note  patient  CR  who  had  a systemic  inflamma- 
tory disease  with  low  serum  iron  and  low  transferrin 
saturation.  Her  serum  ferritin  level  was  less  than 
normal,  indicating  iron  depletion.  This  was  con- 
firmed by  the  absent  bone  marrow  iron  stores. 

All  patients  with  a low  serum  ferritin  level  who 
were  studied  had  complete  absence  or  depleted  iron 
stores  on  their  bone  marrow  examination. 

Discussion.  The  signs,  symptoms,  and  laboratory 
data  in  evaluation  of  the  patient  with  iron-deficiency 
anemia  are  not  always  obvious,  and  assessment  of 
the  body’s  iron  stores  is  frequently  necessary  to  de- 
termine the  cause  of  the  anemia.  The  clinical  situa- 
tion that  presents  as  anemia  is  often  complex  and  the 


Correlation  of  Body  Iron  Stores 
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FIGURE  1— Summary  of  patients  studied.  Abbrevi- 
ations: D.H.  = diaphragmatic  hernia;  SLE  = sys- 
temic lupus  erythematosis;  A. S. O.  = arterioscle- 
rotic occlusive  disease;  PCT  = porphyria  cutanea 
tarda;  P.  anemia  = pernicious  anemia. 
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FIGURE  2— Serum  ferritin  levels  in  152  normal 
female  and  174  normal  male  subjects.  The  values 
are  plotted  on  a logarithmic  scale.  The  horizontal 
bars  depict  the  geometric  means  of  34  ng/ml  and  94 
ng/ml  in  females  and  males,  respectively  (Cook  et 
al:  originally  published  in  Am  J Clin  Nutr  1974;27: 
681). 
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FIGURE  3— Effect  of  repeated  venesection  in  a 
normal  man  on  haemoglobin  concentration,  trans- 
ferrin saturation,  and  serum  ferritin  concentration. 
Three  iron  tablets  were  taken  two  days  after  last 
venesection  (Jacobs  et  al:  originally  published  in 
Brit  Med  J 1972;4:206). 


usual  features  and  hallmarks  of  iron  deficiency  may 
be  clouded  by  a chronic  disease  state  with  multi- 
system dysfunction.  The  use  of  serum  iron  and  iron- 
binding capacity  determinations  can  be  misleading 
to  the  clinician  and  provide  only  indirect  informa- 
tion on  body  iron  stores.1  Special  stains  of  the  bone 
marrow  aspirate  and  biopsy  specimens  has  been  the 
standard  by  which  iron  stores  are  assessed  and  the 
diagnosis  of  iron  deficiency  is  substantiated.  This 
method  of  measuring  iron  stores,  however,  is  pain- 
ful, invasive,  semiquantitative,  and  poorly  reproduc- 
ible. 

Ferritin,  a large  complex  iron-containing  protein, 
is  the  major  storage  form  of  iron  in  the  body.  It  is 
located  primarily  intracellularly  and  in  highest  con- 
centrations in  the  cells  of  the  reticuloendothelial 
system  (RES).  Normally,  small  amounts  of  ferritin 
are  found  circulating  in  the  plasma  ranging  from  10 
to  200  fxg/\.2  The  mean  concentration  varies  with 
sex,  being  somewhat  higher  in  men  than  in  women 
(Fig  2). 3 This  correlates  with  the  previously  known 
fact  that  iron  stores  in  men  are  significantly  higher 
than  in  women,  owing  to  the  increased  monthly  iron 
loss  due  to  menses  in  a large  population  of  women.4 

Only  recently  has  it  been  possible  to  measure 
levels  of  ferritin  in  normal  serum.  Over  the  past 
decade  by  using  sensitive  immunoradiometric  assay 
methods  to  determine  ferritin  in  serum,  Addison  et 
al  was  able  to  detect  levels  of  ferritin  in  the  sera  of 
normal  as  well  as  iron-deficient  individuals.5  Studies 
showing  repletion  of  iron  stores  with  treatment  in 
uncomplicated  iron-deficiency  anemia  was  accom- 
panied by  a significant  rise  in  serum  ferritin  con- 
centration.6 

Jacobs  et  al  showed  the  prompt  and  sensitive  cor- 
relation of  serum  ferritin  levels  in  normal  healthy 
subjects  who  were  phlebotomized  to  anemia,  then 
given  oral  iron  supplements  (Fig  3). 7 Good  correla- 
tion between  body  iron  stores  and  iron  overload  syn- 
drome also  has  been  demonstrated;8  thus,  showing 
that  serum  ferritin  concentration  can  be  a sensitive 
reliable  means  of  assessing  body  iron  stores  in  nor- 
mal and  certain  disease  states. 

The  release  of  ferritin  in  the  plasma  appears  to  be 
related  to  the  status  of  the  tissue  ferritin,  namely 
those  tissues  that  make  up  the  RES  (liver,  spleen, 
and  bone  marrow).  This  concept  is  supported  by  the 
elevated  levels  of  serum  ferritin  found  in  patients 
with  chronic  disease  states  where  iron  stores  are 
usually  normal  or  increased.9  However,  serum  fer- 
ritin may  be  normal  or  elevated  in  instances  where 
body  iron  stores  are  depleted  owing  to  its  response 
as  an  acute  and  chronic  phase  reactant  (Fig  4),  thus 
not  reflecting  the  true  status  of  body  iron  stores.10 
Serum  ferritin  levels  have  been  noted  to  be  elevated 
in  a variety  of  pathological  conditions  which  include 
iron  overload  syndromes,  refractory  anemias,  acute 
and  chronic  infections,  chronic  inflammatory  dis- 
eases, acute  and  chronic  liver  disease,  and  a wide 
variety  of  malignant  disease.815 
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FIGURE  4— Measurements  of  serum  ferritin  in  un- 
complicated iron  deficiency,  inflammation,  liver 
disease,  and  iron  overload.  Geometric  mean  values 
for  each  group  are  indicated  by  a horizontal  line. 
Patients  with  iron  deficiency  (total  iron-binding  cap- 
acity 400  mg  per  100  ml  and  transferrin  saturation 
16  percent  or  absent  marrow  iron  or  both)  are  repre- 
sented by  open  circles.  The  shaded  area  represents 
the  normal  range.  (Lipschitz  et  al:  originally  published 
in  N EnglJ  Med  1974;  290:1213). 

Good  correlation  between  bone  marrow  iron 
stores  and  serum  ferritin  concentration  has  been 
shown  by  Ali  et  al  who  studied  a hospital  population 
and  found  that  none  of  the  patients  whose  bone 
marrow  specimens  contained  stainable  iron  had  a 
serum  ferritin  concentration  below  the  normal 
limits  (Fig  5). 16  Thus,  a low  serum  ferritin  concentra- 
tion should  be  interpreted  as  evidence  of  low  body 
iron  stores  or  an  iron-deficiency  state.  Conversely, 
as  indicated  above,  a normal  or  elevated  serum  fer- 
ritin level  cannot  always  be  interpreted  as  being  con- 
sistent with  normal  or  elevated  iron  stores. 

In  summary,  we  have  shown  in  the  small  popula- 
tion of  patients  studied  at  our  institution  that  a low 
serum  ferritin  level  is  a sensitive,  reliable  and  re- 
producible indicator  of  depleted  iron  stores.  It 
should  prompt  the  clinician  to  pursue  an  iron-de- 
ficiency workup  on  the  anemic  patient  and  consider 
beginning  supplemental  iron  therapy.  A normal  or 
elevated  serum  ferritin  level  may  be  present  in  a 


FIGURE  5— Relation  between  status  of  bone  mar- 
row iron  stores  assessed  histologically  and  serum  fer- 
ritin concentration  in  248  hospital  patients  (Ali  et  al: 
originally  published  in  Can  Med  J 1978;  1 18:945) 


wide  variety  of  clinical  situations  and  it  is  not  a de- 
pendable indicator  of  the  status  of  body  iron  stores. 
Iron  stores  may  very  well  be  completely  depleted 
when  the  serum  ferritin  level  is  normal  or  even  ele- 
vated. 
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ABSTRACTS 


Arterial  graft  infections 

WILLIAM  D TURNIPSEED,  MD;  HERBERT  A BERKOFF, 
MD;  DON  E DETMER,  MD;  CHARLES  W ACHER,  MD; 
FOLKERT  O BELZER,  MD,  Center  for  Health  Sciences,  Uni- 
versity of  Wisconsin  Hospital  and  Clinics,  Madison,  Wis: 
Arch  Surg  1 18:410-414  (Apr)  1983 

The  authors  evaluated  the  treatment  and  clinical 
outcome  of  20  patients  with  major  abdominal  vascu- 
lar graft  infections  and  found  that  immediate  recon- 
struction of  arterial  inflow  to  the  lower  extremities 
after  complete  removal  of  contaminated  graft  ma- 
terial may  not  always  be  necessary  or  advisable.  Pa- 
tients were  treated  by  the  following  categories:  group 
1,  graft  removal  with  immediate  vascular  recon- 
struction (seven  patients,  two  aortoiliac  and  five 
aortofemoral  grafts);  group  2,  graft  removal  with 
delayed  vascular  reconstruction  (13  patients,  three 
aortoiliac,  five  aortofemoral,  and  five  extra-ab- 
dominal grafts).  The  mortality  (57%)  and  the  in- 
cidence of  major  amputation  (14%)  were  highest 
when  immediate  vascular  reconstruction  was  at- 
tempted. Patient  survival,  the  incidence  of  recurrent 
graft  infection,  and  the  need  for  major  amputation 
were  favorably  altered  with  delayed  reconstruction 
even  when  prosthetic  material  was  used.  ■ 


Digital  subtraction  angiography 
and  continuous-wave 
Doppler  studies 

CHARLES  W ACHER,  MD;  WILLIAM  D TURNIPSEED, 
MD;  JOSEPH  F SACKETT,  MD;  CHARLES  M STROTHER, 
MD;  ANDREW  CRUMMY,  MD;  CHARLES  MISTRETTA, 
MD,  Center  for  Health  Sciences,  University  Hospital  and 
Clinics,  University  of  Wisconsin,  Madison,  Wis:  Arch  Surg 
118:462-464  (Apr)  1983 

Postoperative  study  of  40  patients  who  underwent 
carotid  endarterectomy  was  performed  using  digital 
subtraction  angiography  (DSA)  and  transcutaneous 
continuous-wave  Doppler  (CWD)  studies.  The  two 
techniques  were  comparable  in  defining  recurrent 
stenosis  in  the  reconstructed  carotid  arteries  and  pro- 
gressive disease  in  the  contralateral  carotid  artery. 
Digital  subtraction  and  angiography  appeared  to  be 
more  sensitive  than  the  CWD  method  in  detecting 
minor  progression  of  carotid  disease.  The  authors’ 


data  suggested  that  CWD  and  DSA  have  compar- 
able ability  to  identify  significant  (greater  than  50%) 
carotid  artery  stenosis  in  this  group  of  patients. 
However,  DSA  provided  more  detailed  imaging  of 
the  carotid  system  and  may  give  enough  information 
about  progression  of  carotid  disease  to  avoid  pre- 
operative arteriography  in  some  patients.  ■ 


US  not  liable  for 
patient’s  polymyalgia 

A patient  failed  to  prove  that  his  poly- 
mylagia  rheumatica  was  caused  by  a swine  flu 
vaccine,  a federal  trial  court  in  Wisconsin 
ruled. 

The  58-year-old  patient  received  a swine  flu 
vaccination  on  December  2,  1976.  After  the 
vaccination  he  experienced  weakness  in  his 
arms  and  legs  and  severe  fatigue.  By  early 
March  he  was  frequently  unable  to  raise  him- 
self from  a chair  to  dress  himself.  He  visited 
a clinic  on  March  17,  1977,  and  his  condition 
was  diagnosed  as  polymyalgia  rheumatica. 

In  an  action  against  the  government,  the 
patient  contended  that  the  swine  flu  vaccine 
caused  his  condition.  The  government  pre- 
sented expert  testimony  and  an  epidemio- 
logical study  of  the  swine  flu  program.  A rheu- 
matologist who  examined  the  patient  testified 
that  the  vaccine  did  not  cause  the  patient’s  con- 
dition and  that  there  was  no  support  in  the 
medical  literature  for  any  causal  connection. 

Weighing  the  conflicting  testimony  on  caus- 
ation, the  court  concluded  that  the  patient’s 
evidence  was  based  on  too  many  assumptions 
to  be  credible,  the  court  said.  The  swine  flu 
immunization  program  vaccinated  over  40  mil- 
lion people;  coincidence  of  the  vaccine  and 
other,  unrelated  events,  was  inevitable,  the 
court  said. — Kubs  v.  U.S.,  537  F.Supp.  560 
(D.C.,  Wis.,  March  31,  1982) 

©1983,  American  Medical  Association  from 
THE  CITATION,  Vol  46,  No  7,  January  15, 1983H 
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Care  of  the  patient 
receiving  therapy 
with  betamimetic 
agents 
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EDITORIAL  NOTE:  Preterm  labor  continues  to  be  the  most 
common  cause  of  prematurity  and  perinatal  mortality. 
The  use  of  betamimetic  agents  has  been  shown  to  be  the 
most  effective  way  of  presently  treating  the  patient  in  pre- 
term labor.  The  accompanying  article  deals  with  nursing 
aspects  of  the  care  of  such  patients,  which  are  essential  to 
enhance  the  likelihood  of  a successful  outcome. — LBC 

Women  at  less  than  37  weeks  gestation  with  a 
history  of  any  of  the  following  symptoms  may  be  at 
risk  for  preterm  delivery. 

1.  Contractions  that  are  occurring  every  ten 
minutes  or  less  while  at  rest  for  one  hour 

2.  Back  discomfort 

3.  Cramping  sensation  in  lower  abdomen 

4.  Pelvic  pressure 

5.  Rupture  of  membranes 

6.  Vaginal  discharge  that  has  changed  its 
characteristics  to  watery  or  blood  tinged  and/ 
or  has  increased  in  amount 

7.  Vaginal  bleeding 

Such  patients  must  be  carefully  evaluated  in  order 
to  detect  the  early  onset  of  preterm  labor.  The  ear- 
lier treatment  is  started  the  higher  the  chances  for  a 
successful  outcome. 

While  evaluating  the  woman  with  symptoms  of 
preterm  labor,  she  should  be  placed  on  bedrest, 
preferably  on  her  left  side.  This  will  increase  uterine 
blood  flow  and  decrease  pressure  on  the  cervix  and 
lower  uterine  segment.'  If  available,  an  external  fetal 
monitor  should  be  applied  in  addition  to  an  exam- 
iner gently  palpating  the  uterus  for  at  least  20  min- 
utes to  assess  the  frequency,  intensity,  and  duration 
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of  any  uterine  activity.  After  the  initial  observation 
period,  a pelvic  examination  may  be  done  with  a 
sterile  speculum  to  document  or  rule  out  premature 
rupture  of  membranes  and  visualize  the  condition  of 
the  cervix.  A digital  exam  to  more  accurately  evalu- 
ate cervical  dilatation  should  be  done  only  if  mem- 
branes are  intact. 

When  persistent  uterine  activity  has  been  docu- 
mented, intravenous  hydration  should  be  initiated 
with  1000  ml  of  Ringer  lactate  solution  infused  over 
30  to  60  minutes.  Hydration  may  decrease  uterine 
irritability  and  in  addition  will  minimize  the  severe 
hypotensive  effects  of  intravenous  betamimetic 
agents  if  such  therapy  is  indicated. 

It  is  important  for  healthcare  providers  to  be 
aware  that  patients  in  preterm  labor  may  be  very 
anxious,  especially  if  plans  are  being  made  to  trans- 
fer the  woman  to  a perinatal  center.  Physicians  and 
nurses  should  carefully  discuss  the  situation  with  the 
patient  and  her  family  and  explain  why  transfer  is 
needed.  Such  explanations  will  reduce  the  level  of 
anxiety  which  might  be  beneficial  in  the  treatment 
of  preterm  labor  in  view  of  recent  evidence  that 
anxiety  may  contribute  to  uterine  irritability.2 

Once  the  decision  is  made  to  use  an  intravenous 
betamimetic  agent,  the  patient  requires  constant 
one-to-one  nursing  care.  The  staff  physician  should 
be  present  in  the  hospital  to  deal  with  the  potential 
complications  of  the  drug  therapy.  The  patient 
should  be  placed  in  the  left  lateral  recumbent  posi- 
tion. External  monitoring  should  be  used  to  record 
the  fetal  heart  rate  and  uterine  activity  response  to 
the  medication.  Maternal  pulse,  respiration,  and 
blood  pressure  must  be  evaluated  and  recorded  at 
least  every  15  minutes.  Intravenous  hydration  is 
maintained  with  the  primary  intravenous  solution 
infused  at  150  ml  per  hour.  The  betamimetic  agent  is 
infused  in  a secondary  IV  solution  with  a controlled 
infusion  pump  to  allow  incremental  titration  of  the 
medication.  The  infusion  rate  is  increased  until 
uterine  activity  ceases,  until  severe  side  effects  neces- 
sitates discontinuing  the  medication,  or  until  the 
maximal  safe  limit  is  reached. 

Side  effects  frequently  seen  with  the  most  com- 
monly used  agents  (ritodrine  and  terbutaline)  are 
an  increase  in  maternal  and  fetal  heart  rates,  a de- 
crease in  the  maternal  diastolic  blood  pressure,  pal- 
pitations, tremor,  headache,  nausea  and  vomiting, 
flushing,  anxiety,  and  restlessness.  Severe  side  ef- 
fects include  chest  pain  or  tightness,  and  pulmonary 
edema.3 
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Intake  and  output  must  be  carefully  assessed  and 
recorded  every  hour  during  intravenous  therapy.  A 
Foley  catheter  increases  the  accuracy  of  urinary  out- 
put measurement,  avoids  the  need  for  the  patient  to 
move  to  her  back  during  the  infusion  period,  and 
minimizes  uterine  irritability  that  may  result  from  a 
distended  bladder.  The  Foley  catheter  should  be  re- 
moved within  an  hour  or  two  after  intravenous 
therapy  is  discontinued.  Patients  whose  preterm 
labor  is  successfully  suppressed  by  an  intravenous 
infusion  of  betamimetic  agent  should  be  placed  on 
oral  maintenance  therapy  until  37  weeks  gestation. 
Once  the  patient  is  on  oral  therapy,  maternal  vital 
signs,  fetal  heart  rate,  and  uterine  activity  should  be 
assessed  every  four  hours  while  hospitalized.  Oral 
dosages  can  be  adjusted  to  a schedule  of  every  three 
to  six  hours  to  maximally  suppress  uterine  activity 
with  a minimum  of  maternal  side  effects. 

These  patients  may  experience  increased  anxiety 
and  stress.  To  facilitate  the  patient’s  well-being  and 
to  reduce  the  level  of  anxiety,  physicians  and  nurses 
need  to  be  aware  of  the  following  concerns  in  order 
to  provide  the  necessary  support. 

1.  Fatigue.  Sleep  deprivation  is  a problem  for  the 
woman  because  of  her  own  physical  discomfort 
with  labor,  her  increased  anxiety  about  what  will 
happen,  and  the  need  for  frequent  assessments  of 
uterine  activity  and  vital  signs.  Sensory  overload 
may  occur  as  a result  of  the  number  of  medical/ 
nursing  personnel  and  equipment  required  for 
labor  suppression. 

2.  Concerns  for  the  baby.  The  woman  may  feel  her 
baby  may  be  abnormal  because  of  the  prematu- 
rity and  may  fear  her  baby  may  not  survive.  A 
neonatologist  or  pediatrician  should  discuss  the 
care  of  premature  infants  with  her  and  her  family, 
and  if  possible,  take  them  to  the  intensive  care 
nursery  to  meet  nursing  staff  who  can  familiarize 
them  with  the  equipment  used  in  caring  for  pre- 
mature infants. 

3.  Fear  for  self  and  guilt.  The  woman  may  be  very 
anxious  about  the  expected  side  effects  of  beta- 
mimetic  agents  and  needs  to  be  reassured  that  her 
physical  symptoms  are  expected  and  will  lessen  in 
intensity  as  intravenous  therapy  is  discontinued. 
The  woman  may  experience  lowered  self-esteem 
as  she  questions  her  ability  to  produce  a term, 
healthy  infant,  and  must  be  dependent  on  others 
because  of  activity  restrictions.  Feelings  of  guilt 
may  exist  if  she  feels  she  did  something  to  cause 
the  preterm  labor.  Perhaps  she  feels  that  she  is 
being  punished  for  normal  early  pregnancy  ambi- 
valence, or  for  a previous  therapeutic  abortion  or 
adoption.  The  woman  should  be  encouraged  to 
express  her  feelings.  Reassurance  and  support 
must  be  provided. 


4.  Family  stresses.  Separation  from  home  and 
family  is  usually  difficult  for  the  woman.  She 
frequently  is  concerned  about  how  the  family  is 
managing  without  her  and  that  her  hospitalization 
is  a burden,  both  physically  and  financially. 
Family  members,  particularly  other  children, 
should  be  encouraged  to  visit  whenever  possible. 
The  services  of  a social  worker  may  be  helpful 
in  dealing  with  financial  concerns  as  well  as  pro- 
viding additional  emotional  support. 

Discharge  from  the  hospital  is  possible  for  pa- 
tients after  they  receive  and  understand  instructions 
concerning  side  effects  of  maintenance  oral  medica- 
tion, signs  and  symptoms  of  recurrent  preterm 
labor,  the  importance  of  increased  bedrest,  and  if 
they  are  able  to  comply  with  recommendations  of 
specific  activity  limitations.  Continued  support  must 
be  established  through  weekly  outpatient  visits. 
Healthcare  providers  must  remember  that  the  pa- 
tient’s ability  to  follow  through  with  medical  therapy 
and  recommendations  is  essential  for  the  successful 
prevention  of  preterm  delivery.  Physicians  and 
nurses  can  facilitate  a successful  outcome  through 
education,  support,  and  anticipatory  guidance  for 
the  preterm  labor  patient  and  her  family. 
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“My  biggest  worry  about  in-house  data 
processing?  Computer  breakdowns. 

But  CyCare  100  arrested  that  fear.” 

Roger  Jorgensen,  Business  Manager 
Portland  Obstetric  and  Gynecology  Clinic 
Portland,  Oregon 
(5  physician  group  practice) 

"I  knew  I’d  like  the  cost  advantage  and  efficiency  of  an  in-house  system. 
But  I didn’t  want  the  responsibility  of  taking  care  of  hardware  and  the 
need  to  hire  a programmer. 

"CyCare  100  proved  to  me  that  an  in-house  system  can  be  effortless  to 
operate  and  virtually  flawless  as  far  as  breakdowns  are  concerned.” 


CyCare  100  turnkey  system  makes  independent  processing  cost 
efficient  for  smaller  practices. 


“Using  the  terminology  of  your  industry,  Doctors  Clinic  is  “up  and  running”  on  CyCare  100. 

I feel  very  strongly  that  this  system  is  grossly  understated  in  terms  of  capabilities.” 

“Our  continuing  and  increasing  enthusiam  for  this  system  is  the  result  of  our  conversion  and 
actual  use.” 

“CyCare  has  made  me  look  like  a data  processing  pro  with  no  abnormal  effort  on  my  part.” 

Frances  Weier,  Administrator 
Doctors  Clinic,  Ltd. 

Two  Rivers,  Wisconsin 
(9  physicians) 


CyCare  200 

Distributed  System 

“Five  years  of  experience  with  CyCare  are 
what  made  us  stick  with  them  when  we  decided 
to  upgrade  our  data  processing.” 

Salvatore  J.  Moreno,  Business  Manager 
Mt.  Kisco  Medical  Group 
Mt.  Kisco,  NY 
(23  physicians) 

The  advantages  of  in-house  processing  coupled 
with  large  service  bureau  flexibility. 


CyCare  300 

Tlirnkey  System 

“We  spent  almost  nine  months  evaluating 
suppliers.  CyCare  offered  us  the  flexibility  and 
support  our  group  required.” 

Jim  Stolhanske,  Administrator 
Park  Nicollet  MedCenters 
Minneapolis,  Minnesota 
(210  physicians) 

Offers  Medical  Schools  (CyCare  400)  and 
HMO’s  (CyCare  500)  complete  independence 
from  service  bureaus. 


North  America’s  leading 
provider  of  data  processing 
services,  software  and 
systems  to  medical  group 
practices. 


I’m  interested  in  information  about... 

□ CyCare  100  □ CyCare  200  □ CyCare  300 
□ CyCare  400  □ CyCare  500 


Contact  the  CyCare  office  nearest  you  or  send  in  the  coupon.  | Name 

Dallas,  TX  (214)  934-2745  I ChnIC  Name 

Chicago,  IL  (312)  296-1950  I No.  of  Physicians Phone 

Minneapolis  (612)  831-3319  ■ 

San  Diego,  CA  (619)  569-8266  ■ Address 

Portland,  OR  (503)  684-1460  | City State  ______  Zip 

Cherry  Hill,  NJ  (609)  667-8894  ■ 

I Send  this  Coupon  to:  CyCare  Systems,  Inc. 

1011  E.  Touhy  Avenue 
Des  Plaines,  IL  60018 


Dubuque,  IA  (319)  556-3131 
Spokane,  WA  (509)  326-4220 
Willowdale,  Ont.  Canada 
(416)  499-4100 
Atlanta,  GA  (404)  955-0868 
Denver,  CO  (303)  696-1796 


CARDIOLOGIST'  GYN 

IATRIST  NOW  SURGE 
1ST  THE  DOCTOR’S  DE 
GIST  SOFTWARE  RAD 
ROAT  FOR  THE  POD! 
1C  IAN  IBM  PC  DERM 

EROLOG 
‘“"»EON 


Annson  Corporation,  the  leader  in  medical  office  software, 
now  introduces  its  newest  system  based  on  the  IBM  PC, 
the  leader  in  personal  computers.  You  get  the  best  of  both! 

You  get  a perfectly  organized,  easy  to  use  doctors  office 
management  system  designed  specifically  for  the 
modern  medical  practice. 

The  Annson  System  gives  you  faster,  centralized  billing 


and  insurance  processing,  while  eliminating  errors 
and  rejections. 

In  a word,  the  Annson  System  and  the  IBM  PC  will  do 
everything  you  need  it  to  do— thereby  allowing  you  and 
your  staff  more  time  for  personalized  consultation. 

Call  Annson  today  for  the  location  of  your  nearest  IBM/ 
Annson  dealer.  He’ll  be  pleased  to  arrange  for  a private 
demonstration. 


NNSQNS 


R 

P 


4350  Oakton  Street,  Skokie,  Illinois  60076  (312)  673-1184 

Annson  is  a registered  trademark  of  Annson  Corp.  IBM  is  a trademark  of  International  Business  Machines  Corp:©  Annson  Corporation,  Skokie,  IL  60076.  All  rights  reserved 


Or^inizational 


Board  continues  effort  to  defeat  ‘preferred  provider’ 


Physician  representatives  of  the  Dane  County 
Licensed  Health  Care  Professionals  appeared  before 
the  SMS  Board  of  Directors  May  21  seeking  finan- 
cial support  to  mount  separate  legal  and  lobbying 
efforts  against  recent  proposals  to  legalize  preferred 
provider  agreements /organizations  (PPOs)  in  Wis- 
consin. Proposals  offered  by  the  State  Commissioner 
of  Insurance  and  State  Senator  Paul  Offner  (D-La 
Crosse)  would  allow  insurance  companies  to  contract 
directly  with  providers  of  medical  care. 

The  Board  decided  not  to  authorize  additional 
financial  support  for  the  group's  effort  since  it  viewed 
such  actions  as  duplicating  current  SMS  efforts  to 
solve  the  problem  in  the  Legislature.  The  Board  ex- 
pressed its  appreciation  to  the  group  for  the  strong 
support  it  has  given  in  trying  to  remove  the  prefer- 
red provider  proposals  from  state  budget  deliberations 
and  have  the  issues  debated  on  their  own. 

Meanwhile,  the  Society’s  Physicians  Alliance  con- 
tinues to  fight  the  issue  in  the  Legislature.  In  a letter 
to  members  of  the  Wisconsin  Legislature  May  24, 
SMS  Physicians  Alliance  Director  Brian  Jensen  took 
exception  to  recent  charges  by  PPO  budget  amend- 
ment author  Senator  Paul  Offner  that  physicians  are 
“scared  to  death”  of  competition. 

Jensen  pointed  out  that  the  budget  amendment  does 
not  foster  the  development  of  preferred  provider 

Wisconsin  physicians  appointed 
to  AMA  reference  Committees 

Three  Wisconsin  physicians  have  been  appointed 
to  reference  committees  of  the  AMA  for  its  1983 
Annual  Meeting  to  be  held  June  19-23  in  Chicago. 

Patricia  J Stuff,  MD,  Bonduel,  will  be  chairing 
Reference  Committee  G which  involves  miscellaneous 
issues  such  as  emergency  medical  services,  profes- 
sional liability  costs,  competition  in  medicine,  pre- 
ferred provider  organizations,  and  problems  of  senior 
citizens.  She  is  a Wisconsin  delegate  to  the  AMA. 

Richard  W Edwards,  MD,  Richland  Center,  is  a 
member  of  Reference  Committee  B which  will  handle 
legislative  issues.  He  also  is  a Wisconsin  delegate  to 
the  AMA. 

Joseph  E Geenen,  MD,  Racine,  is  a member  of 
Reference  Committee  H which  also  will  be  handling 
miscellaneous  issues  such  as  nuclear  war  prepared- 
ness, women  physicians,  and  social  health  problems. 
Doctor  Geenen  is  a delegate  to  the  AMA  represent- 
ing the  American  Society  for  Gastrointestinal 
Endoscopy.  ■ 
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organizations.  “In  their  true  form  PPOs  are  organiza- 
tions of  providers  who  band  together  to  offer  them- 
selves as  preferred  providers  to  employers  or  employee 
groups  often  on  a competitive  bidding/negotiated 
basis.  Since  these  organizations  are  developed  and 
financed  by  providers,  they  certainly  are  not  “scared 
to  death"  of  their  development,”  Jensen  said. 

“To  the  contrary,  the  ‘PPO  amendment’  to  the 
budget  should  more  appropriately  be  labeled  a direct 
contract  amendment  since  it  allows  insurance  com- 
panies through  employers  to  selectively  contract 
directly  with  providers  of  care,”  he  said. 

Other  points  raised  by  the  Society  included: 

• By  allowing  insurance  companies  to  exclusively 
select  the  providers,  neither  the  provider,  the  car- 
rier, nor  even  the  employer  has  the  ability  to  decide 
who  becomes  the  “preferred  provider."  The  insur- 
ance company  controls  the  process. 

• If  competition  is  the  objective,  where  in  this  budget 
amendment  is  a requirement  or  even  a suggestion 
of  competitive  bidding?  There  is  none,  because  this 
amendment  is  simply  an  authorization  to  Wiscon- 
sin's regulated  insurance  companies  to  decide  on 
their  own  who  becomes  preferred. 

• Outside  of  vague  references  to  the  Commissioner 
of  Insurance,  the  proposal  does  not  speak  to  unfair 
practices,  utilization  controls,  competitive  bidding, 
or  anything  else  that  needs  to  be  addressed  if  Wis- 
consin is  to  enact  a law  that  is  well-researched  and 
effective. 

• The  proposal  as  well  as  the  Governor’s  own  March 
14  statement  on  healthcare  cost  containment  have 
asked  for  a study  of  competition.  It  seems  appro- 
priate to  study  and  propose,  not  the  reverse. 

Jensen  urged  the  legislators  to  delete  the  amend- 
ment from  the  budget  in  order  that  it  can  work  with 
all  affected  parties  to  develop  an  organized,  well- 
developed,  healthcare  competition  law  which  permits 
competition  rather  than  placing  insurance  companies 
in  the  position  of  dictating  provider  selection  by 
employers. 

In  other  action  May  21,  the  SMS  Board  of  Directors: 

• Met  with  a delegation  from  the  Wisconsin  Psychi- 
atric Association  headed  by  Richard  Patterson,  MD 

continued  on  page  36 
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CES  FOUNDATION 

CONTRIBUTIONS— APRIL  1983 


The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
and  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributions for  April  1983. 


Nonrestricted 

Jefferson  County  Medical  Society  Auxiliary;  SMS  Mem- 
bers— Voluntary  Contributions 

Restricted 

Waukesha  County  Medical  Society  Auxiliary;  Mani- 
towoc County  Medical  Society  Auxiliary;  Auxiliary  to 
the  Medical  Society  of  Milwaukee  County — General 
Student  Loan  Fund 

River  Falls  Medical  Clinic — Medical  Student  Summer  Ex- 
ternship Program 

Audria  Laboratories,  Inc — Guest  Speakers  Fund 
State  Medical  Society;  Wisconsin  Association  for  Med- 
ical Staff  Services — Impaired  Physicians  Program 

Memorials 

Mrs  RW  Burns;  Dr-Mrs  Robert  T Schmidt;  Dr-Mrs 
Loren  E Hart;  Dr-Mrs  Daniel  Shea;  Dr-Mrs  Drake 
Austin — Emmet  Killeen,  MD  f Brown  County  Student 
Loan  Fund 

Dr-Mrs  Loren  E Hart — Mr  C Glen  Sandmire  (Brown 
County  Student  Loan  Fund) 

Mrs  RW  Burns — June  Miller  (Brown  County  Student 
Loan  Fund) 

Mr-Mrs  George  Nau  Burridge;  Dr-Mrs  James  Nellen; 
Dr-Mrs  Robert  Johnston;  Dr-Mrs  Robert  T Schmidt; 
Marianne  & Sara  Van  Drisse;  Mrs  TS  Burdan;  Mr-Mrs 
Harry  Williams  & Gerio  Williams;  Jacqueline  R Kelly 
— Mary  Gosin  (Brown  County  Student  Loan  Fund) 
Maxine  Gilbert;  Mr-Mrs  HB  Maroney  II — William 
Crowley  III,  MD  (BS  Maroney  Memorial  Fund) 

Earl  & Alice  Thayer — William  Crowley  III,  MD  (Mu- 
seum of  Medical  Progress  Endowment  Fund) 

Don  & Audrey  Peterson — William  Crowley  111,  MD 
Dane  County  Medical  Society — John  Grinde,  MD; 

William  Crowley  III,  MD;  Etheldred  Schafer,  MD 
John  E Dettmann,  MD — Emmet  Killeen,  MD 
Dr-Mrs  EJ  Nordby — Theodore  Nereim,  MD 
Marge  & Farrell  Golden — Donald  Meloy 
Eau  Claire-Dunn-Pepin  County  Medical  Society  Auxil- 
iary— RR  Richards,  MD 

Marathon  County  Medical  Auxiliary;  Dr-Mrs  Curt 
Grauer;  Mary  C Freeman;  Michael  & Margy  Mayer; 
Dr-Mrs  William  Jones;  Nancy  Siebecker;  Dr-Mrs 
Albert  J Molinaro;  Marathon  County  Medical  Society; 
Mr-Mrs  Arthur  E Bohlken;  Medical  Staff  of  Holy 
Cross  Hospital,  Merrill — Tessa  Zickerman  (Marathon 
County  Medical  A uxiliary  Loan  Fund)  ■ 


continued  from  page  35 

to  discuss  the  Society's  Title  19  gatekeeper  lawsuit. 
The  Board  reaffirmed  its  principal  objections  to  the 
positions  of  the  Department  of  Health  and  Social 
Services.  These  include:  (1)  DHSS  implemented  the 
gatekeeper  system  for  delivery  of  psychotherapy 
services  to  T-19  patients  without  a federal  waiver 
from  T- 19  law;  (2)  after  the  waiver  was  obtained  the 
system  was  still  operating  illegally;  (3)  the  system 
permits  medical  decisions  to  be  made  by  nonphysi- 
cians; and  (4)  adequate  administrative  rules  to  im- 
plement the  system  have  not  been  drafted.  SMS  will 
continue  its  efforts  to  find  remedies  to  these 
problems. 

• Received  a report  regarding  discussions  currently 
underway  between  SMS,  Wisconsin  Hospital  As- 
sociation, DHSS,  Senator  Paul  Offner,  and  the 
Governor’s  office  to  develop  new  rate  review  and 
certificate-of-need  programs  for  Wisconsin. 

• Agreed  to  sponsor  an  SMS  Leadership  Conference 
in  the  fall  of  1983. 

• Appointed  Paul  Haskins,  MD,  River  Falls;  Dean 
Miller,  MD,  Hales  Corners;  and  Allan  Levin,  MD, 
Madison,  to  the  Committee  on  Health  Practitioners. 

• Authorized  the  planning  committee  of  the  1983  Wis- 
consin Workshop  on  Health  to  proceed  with  plans 
to  sponsor  the  conference  September  27  in  Oshkosh 
on  the  topics  of  anorexia  nervosa  and  genital  herpes. 

• Adopted  a recommendation  of  the  SMS  Commit- 
tee on  Safe  Transportation  to  seek  an  administra- 
tive rule  change  regarding  chauffeurs'  licenses.  The 
suggested  policy  would  allow  for  “licensure  of  per- 
sons otherwise  qualified  who  have  been  seizure -free 
and  off  anticonvulsant  medication  for  five  years  and 
who  have  a favorable  recommendation  from  a physi- 
cian who  specializes  in  neurology.”  This  would 
relax  the  present  rule  which  does  not  allow  licen- 
sure of  any  persons  who  have  had  episodes  of  altered 
consciousness  or  loss  of  body  control. 

• Approved  a policy  statement  on  “The  Role  of  the 
Physician  Extender  in  the  Ding  Term  Care  Setting” 
as  proposed  by  the  SMS  Committee  on  Aging  and 
Extended  Care  Facilities.  This  statement  will  be 
published  in  the  August  issue  of  the  WMJ. 

• Approved  a funding  proposal  for  the  SMS  Impaired 
Physician  Program  which  calls  for  soliciting  funds 
through  the  CES  Foundation  to  provide  benevolent 
assistance  to  physicians  undergoing  rehabilitation 
and  treatment. 
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• Agreed  to  participate  in  a pilot  project  in  13  coun- 
ties to  assist  unemployed  persons  with  their  health- 
care. 

• Agreed  to  cosponsor  a conference  on  “Develop- 
ment of  Home  Health  Care  Services  in  Wisconsin" 
with  the  HSA  Coalition.  Wisconsin  Hospital  As- 


sociation. Wisconsin  Homecare  Organization. 
Visiting  Nurse  Service,  and  three  nursing  home 
associations. 

• Approved  organization  of  a new  SMS  Section  on 
Hospital  Medical  Staffs  as  directed  by  the  1983 
House  of  Delegates.* 


Insurance  Commissioner  holds  hearing  on  HMO  rule 


The  State  Commissioner  of  Insurance  Thomas  Fox 
held  a public  hearing  May  26  on  his  proposal  to 
change  state  insurance  laws  to  allow  creation  of  health 
maintenance  organizations  (HMOs)  without  first  ob- 
taining federal  approval.  Fox's  rule  would  exempt 
HMOs  from  current  laws  prohibiting  insurance  con- 
tracts from  denying  any  licensed  healthcare  profes- 
sional from  participating  in  the  plan. 

Representatives  of  the  Insurance  Commissioner's 
office.  Blue  Cross /Blue  Shield,  and  Attorney  General 
Bronson  La  Follette  all  stated  that  the  rule  change  was 
needed  to  stimulate  competition  as  a means  to  con- 
tain healthcare  costs.  A host  of  others,  including 
representatives  of  insurance  companies,  SMS,  and 
independent  health  practitioners  appeared  in  oppo- 
sition to  the  proposed  rule. 

SMS  Physicians  Alliance  Director  Brian  Jensen 
testified  that  the  proposed  rule  was  “technically 
flawed''  and  represented  a "back-door  approach  to 


the  entire  problem  associated  with  regulating  or 
exempting  any  delivery  system  from  the  substantial 
consumer  protections  inherent  in  state  insurance 
laws.”  Jensen  questioned  the  Commissioner's  author- 
ity to  propose  the  suggested  rule  as  well  as  the  wisdom 
in  creating  new  public  policy  on  an  insurance  regula- 
tion problem  before  a thorough  study,  review,  and 
investigation  of  the  problem  is  conducted. 

A representative  of  Wausau  Insurance  Companies 
said  that  under  present  law  insured  health  plans  can 
exclude  physicians  who  don't  agree  to  discounted  fees 
and  strong  utilization  and  peer  review  controls.  He 
pointed  out  that  his  company  has  several  such  plans 
currently  in  operation. 

If  following  this  hearing  the  Insurance  Commis- 
sioner issues  the  rule  without  change.  SMS  plans  to 
oppose  it  in  legislative  committees  and  perhaps 
through  court  challenge.* 


Medical  Assistants  Support 
Impaired  Physician  Program; 
honor  John  LaBissoniere 

To  show  their  appreciation  for  the  support  of  the 
State  Medical  Society,  the  American  Association  of 
Medical  Assistants,  Inc— Wisconsin  Chapter  pre- 
sented a $500  check  to  SMS  president  Gerald  C 
Kempthorne,  MD  for  the  Statewide  Impaired  Physi- 
cians Program  during  the  Chapter's  conference  held 
March  11-13  in  Spring  Green.  The  check  was  given 
in  honor  of  John  C L.aBissoniere,  an  SMS  staff  mem- 
ber who  has  acted  in  a liaison  capacity  between  the 
State  Medical  Society  and  the  Medical  Assistants 
organization  since  its  inception  in  1955  and  who  also 
staffs  the  Statew  ide  Impaired  Physicians  Program.  In 
both  of  these  activities  Mr  LaBissoniere  has  per- 
formed with  distinction  and  dedication  “above  and 
beyond  the  call  of  duty,"  Doctor  Kempthorne  noted. 
Since  its  inception  in  1955  (the  SMS  helped  write  the 
organization's  bylaws),  the  State  Medical  Society  has 
provided  technical  and  financial  support  to  the 
organization  through  printing  and  mailing  of  an- 
nouncements of  educational  programs,  maintenance 
of  a mailing  list,  and  mailing  of  its  publication, 
Badgerscope,  as  well  as  Mr  LaBissoniere's  availability 
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Participants  in  the  Medical  Assistants'  presentation  of  a 
$500  check  to  the  State  Medical  Society’s  Impaired  Phy- 
sician Program  in  honor  of  John  C LaBissoniere,  left  to 
right:  June  Hirsch,  CMA-AC,  education  cochairman; 
Sandra  Doyle,  CMA-C,  president  of  the  Wisconsin  So- 
ciety-AAMA,  Inc;  Gerald  C Kempthorne,  MD,  president 
(now  immediate  past  president);  John  C LaBissoniere, 
State  Medical  Society  staff  assigned  to  the  Impaired  Phy- 
sician Program;  and  Carol  Jean  Beaver-Maul,  RT,  educa- 
tion chairman  of  the  WS-AAMAI. 

and  attendance  at  AAMA-WC  events.  Doctor  Kemp- 
thorne also  was  a guest  speaker  at  the  conference,  ad- 
dressing the  group  on  the  UCR  puzzle  and  third-party 
payment  problems.* 
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On  page  141  of  the  May  “Blue  Book”  issue,  the 
following  physicians  have  been  appointed  to  the 
Medical  Examining  Board.  They  are  Sara  J Pratt, 
MD,  Sheboygan,  succeeds  Richard  Eckberg,  MD, 
Stevens  Point;  William  J Hisgen,  MD,  Madison, 
succeeds  Walter  Washburn,  MD,  Madison;  William 
E Walker,  MD,  Whitefish  Bay,  succeeds  George  M 
Daley,  MD,  Milwaukee;  and  Patricia  R Raftery, 
DO,  Sparta,  succeeds  Thomas  Roskos,  DO  of  Hart- 
land.  These  appointments  require  Senate  confirma- 
tion.* 


ANNUAL  MEETING 
SCIENTIFIC  EXHIBIT  AWARDS 

The  following  scientific  awards  were  given  special 
merit  during  the  1983  Annual  Meeting  of  the  State 
Medical  Society  of  Wisconsin: 

Tumors  of  Fatty  Origin:  Distinguishing  Radio- 
graphic  Characteristics  by  Thomas  A Lange,  MD; 
John  M Hoffman,  MD  and  Howard  R Gould,  MD, 
University  of  Wisconsin  Center  for  Health  Sciences. 

Localization  of  Mammographic  Abnormalities  by 
James  L Hoehn,  MD,  FACS;  Jerry  M Hardacre, 
MD,  FACS;  Mark  K Swanson,  MD,  FACS;  Marvin 
E Kuehner,  MD,  FACS;  Gail  H Williams,  MD, 
FACS  and  John  E McCarty,  PA-C,  Marshfield 
Clinic,  Marshfield. 

Treatment  of  Essential  Hypertension  with  Once-a- 
Day  Dose  of  l\adolol  and  Bendroflumethiazide  by 
Mahdendr  S Kochar,  MD,  Wood  VA  Medical 
Center;  Medical  College  of  Wisconsin;  Squibb  Insti- 
tute for  Medical  Research. 


house  of  BIDWELL  inc. 


535  N.  27th  Street 
Milwaukee,  Wis.  53208 


ORTHOTIC  & PROSTHETIC 
SERVICES 
1-414-344-1950 


Presenting  the  Distinguished  Service  Award  to  Dr 
John  S Hirschboeck  (right)  is  Dr  Sigurd  E Sivertson, 
assistant  dean  of  clinical  affairs  at  the  University  of 
Wisconsin  Medical  School  and  professor  of  medi- 
cine at  the  UW-Madison  Center  for  Health  Sciences. 


Doctor  Hirschboeck  honored 
for  distinguished  service 

John  S Hirschboeck,  MD,  was  given  the 
State  Medical  Society’s  “Distinguished  Service 
Award  for  Teaching  and  Research”  Saturday, 
May  21,  during  the  SMS  Board  of  Directors 
meeting  in  Madison.  Doctor  Hirschboeck  was 
honored  by  the  State  Medical  Society  for  his 
outstanding  contributions  to  the  science  and 
art  of  medicine. 

Sigurd  E Sivertson,  MD,  assistant  dean  for 
clinical  affairs  at  the  UW-Madison  Medical 
School,  presented  the  award. 

A former  dean  of  the  Marquette  School  of 
Medicine  (now  The  Medical  College  of  Wis- 
consin) and  director  of  the  Wisconsin  Regional 
Medical  Program,  Doctor  Hirschboeck  has 
been  an  active  member  of  the  American 
Cancer  Society,  Wisconsin  Heart  Association, 
Wisconsin  Health  Policy  Council,  and  State 
Medical  Society  of  Wisconsin. 

In  presenting  the  award  Doctor  Sivertson 
said  Doctor  Hirschboeck  “has  been  a per- 
ceptive leader  in  education  and  a committed 
physician  who  has  always  led  the  concern 
for  better  medical  education.”  ■ 
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A FOR  (YOUR) 

PROFIT 

CORPORATION 


SMS  Services,  Inc. 


SOCIETY 

MEMBERS 

THIS  SPECIAL  OFFER  BY  AVIS 
IS  PART  OF  THE 
ENDORSED  PROGRAM. 


David  Mahoney, 
Chairman  of  Avis. 


Avis  has  bigger-than-ever  discounts 
for  Medical  Society  members.  Now  you 
get  a 20%  discount  on  Avis  “We  Mean 
Business”  rates,  which  include  un- 
limited mileage.  And  a 10%  discount 
on  special  weekly  rates. 

But  that’s  not  all.  Avis  also  has  a 
new  service  called  Avis  Express.  It’s 
designed  to  get  you  from  your  plane  to 
your  car  with  no  standing  in  line  at  the 
rental  counter.  And  we’ve  just 
introduced  Avis  Shuttle  Express,  a new 
service  that  puts  a completed  rental 
agreement  in  your  pocket  before  you 
board  your  plane.  Ask  for  details  on 
these  new  services  when  you  call 
Avis  to  reserve  your  car. 


New  bigger  discounts  for  Medical 
Society  members.  New  special  services 
to  make  car  rental  faster  and  easier. 

Take  advantage  of  these  special  benefits 
the  next  time  you  rent  a car.  Call  your 
nearest  Avis  office.  Or  call  Avis  toll  free 
at  800-331-1212. 

TRYING  HARDER  MAKES 
AVIS  SECOND  TO  NOME. 


Avis  features  GM  cars. 
Oldsmobile  Cutlass  Ciera. 


Discounts  and  rates  available  at  participating  locations  in  the  contiguous  U S.  Drop-off  charges  may  apply  Refueling  and  taxes  are  additional  Discounts  do  not  apply  to  tour  and  other 
nondiscountable  rates  Rates  and  discounts  are  subject  to  change  without  notice.  Avis  Shuttle  Express  available  on  nine  frequently  traveled  air  routes  Avis  Express  available  at  most 
major  airports. 

© 1982  Avis  Rent  A Car  System,  Inc  .,  Avis® 

Remember  — by  using  the  Avis  Sticker  sent  with  your  1983  membership  card  you  get  20%  off 
unlimited  mileage  rates  or  40%  off  normal  time  and  mileage  rates.  IT  PAYS  TO  BE  A MEMBER. 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


OBITUARIES 


D Murray  Angevine,  MD,  79,  Madison,  died  Feb  8,  1983  in 
Madison.  Born  Oct  8,  1903  in  St  John,  New  Brunswick,  Canada, 
Doctor  Angevine  graduated  from  McGill  University  Medical 
School,  Montreal,  where  he  served  an  internship  in  pathology  at 
Montreal  General  Hospital  and  a two-year  rotating  internship  at 
the  University  of  Pennsylvania.  He  taught  at  Cornell  University 
Medical  College  and  the  New  York  Hospital.  From  1940  to  1945 
he  was  the  chief  of  pathology  and  bacteriology  at  the  A I DuPont 
Institute  for  Crippling  Diseases  in  Children  and  also  was  an  as- 
sociate professor  of  pathology  at  the  University  of  Pennsylvania. 
Doctor  Angevine  served  in  the  United  States  Army  from  1942- 
1945.  After  discharge,  he  became  associated  with  the  University 
of  Wisconsin  Medical  School  and  served  as  chairman  of  the  de- 
partment of  pathology  from  1945-1968.  During  this  period,  he 
chaired  many  committees  and  also  was  acting  associate  dean  of 
the  medical  school  for  two  years.  From  1968-1974,  Doctor 
Angevine  was  associate  director  for  research  of  the  Armed 
Forces  Institute  of  Pathology  and  then  returned  to  the  University 
of  Wisconsin  Medical  School;  he  retired  from  the  medical  school 
as  an  emeritus  professor.  He  received  the  Emeritus  Faculty 
Award  in  1982.  A member  of  many  professional  organizations, 
he  also  served  as  an  editor  of  the  Clinical  Pathology  Conferences 
(CPC)  section  of  the  Wisconsin  Medical  Journal.  He  was  a 
member  of  the  Dane  County  Medical  Society,  State  Medical  So- 
ciety of  Wisconsin,  and  the  American  Medical  Association. 
Surviving  are  his  widow,  Dorothy;  two  sons,  James  Angevine, 
MD,  Madison,  and  C Douglas  Angevine,  MD,  Rochester,  New 
York;  and  a daughter,  Judith  M Flath  of  Saratoga,  Calif. 

Joseph  J Gramling,  MD,  72,  Elm  Grove,  died  Feb  23,  1983  in 
Elm  Grove.  Born  Mar  13,  1910  at  St  Martins,  Wis,  Doctor 
Gramling  graduated  from  Marquette  University  School  of  Med- 
icine in  1934  and  served  his  internship  and  residency  at  Mil- 
waukee County  General  Hospital.  Doctor  Gramling  had  been 
on  the  medical  staff  of  St  Joseph’s  Hospital  for  43  years  and  had 
been  chief  of  surgery  from  1957-1963.  He  also  served  as  sec- 
retary-treasurer of  the  executive  committee  from  1970-1973. 
Active  in  cancer  research  and  education,  he  was  an  organizer  of 
the  annual  Southeastern  Wisconsin  Cancer  Conference  and  in 
1978  received  an  award  for  his  outstanding  contributions  to  the 
conference.  He  was  a former  associate  clinical  professor  of  sur- 
gery at  the  Medical  College  of  Wisconsin  and  also  was  a founder 
of  the  Wisconsin  Surgical  Society.  He  was  a member  of  The 
Medical  Society  of  Milwaukee  County,  State  Medical  Society  of 
Wisconsin,  and  the  American  Medical  Association.  Surviving 
are  his  widow,  Marcy;  three  sons,  J Michael,  Madison;  Joseph 
J,  Philadelphia,  PA;  Paul,  Worcester,  Mass;  and  three  daugh- 
ters, Luanne  Shinners,  Milwaukee;  Jane  Carllin,  Raleigh,  NC, 
and  Marcy  Tixier  of  Albuquerque,  NM. 

Sylvester  J Darling,  MD,  77,  Mequon,  died  Feb  26,  1983  in 
Mequon.  Born  Aug  18,  1905  in  Milwaukee,  Doctor  Darling 
graduated  from  the  College  of  P & S at  Colombia  University, 
New  York,  and  served  his  internship  and  residency  at  St  Jo- 
seph’s Hospital  in  Milwaukee.  He  was  a member  of  the  Ameri- 
can Society  of  Abdominal  Surgery.  Doctor  Darling  was  a mem- 
ber of  The  Medical  Society  of  Milwaukee  County,  State  Med- 
ical Society  of  Wisconsin,  and  the  American  Medical  Associa- 
tion. Surviving  are  his  widow,  Helen;  three  sons,  Robert  A, 
Mequon;  MDs  Ronald  J,  Waukesha;  and  William  A of  River 
Hills;  and  two  daughters,  Suzanne  H MacClurg,  Marcellus, 
New  York,  and  Cheri  V Read  of  Mequon. 

Thomas  H Flarity,  MD,  88,  Beloit,  died  Feb  26,  1983  in  Beloit. 
Born  Oct  9,  1894  in  Edgerton,  Doctor  Flarity  graduated  from 
Marquette  University  School  of  Medicine  in  1926  and  served  his 
internship  at  Milwaukee  County  Hospital.  He  had  practiced  in 
Beloit  until  his  retirement  in  1975.  Doctor  Flarity  served  in  the 


United  States  Army  during  World  War  1.  He  also  was  a con- 
sulting physician  for  the  Rock  County  Welfare  Department  and 
was  president  of  the  medical  staff  at  Beloit  Hospital.  Doctor 
Flarity  was  a member  of  the  Rock  County  Medical  Society,  the 
State  Medical  Society  of  Wisconsin  and  a member  of  the  “50 
Year  Club,”  and  was  a member  of  the  American  Medical  As- 
sociation. Surviving  are  his  widow,  Verda;  and  a stepson, 
Gordon  Dobbs  of  Beloit. 

William  A Rauch,  MD,  88,  Manitowoc,  and  former  Valders 
physician  and  resident,  died  Feb  27,  1983  in  Manitowoc.  Born 
June  5,  1894  in  Eaton,  Doctor  Rauch  graduated  from  Marquette 
University  School  of  Medicine  in  1922  and  served  his  internship 
at  Milwaukee  County  General  Hospital.  He  completed  resi- 
dencies at  New  York  Lying-In  Hospital  and  Milwaukee  County 
General  Hospital.  He  was  a member  and  past  president  of  Man- 
itowoc County  Medical  Society,  a member  of  the  State  Med- 
ical Society  of  Wisconsin,  and  the  American  Medical  Associa- 
tion. Surviving  are  two  sons  and  a daughter. 

John  M Grinde,  MD,  72,  De  Forest  physician  for  over  33  years, 
died  Mar  5,  1983  in  Madison.  Born  May  14,  1910  in  De  Forest, 
Doctor  Grinde  graduated  from  the  University  of  Wisconsin 
Medical  School  in  1935  and  served  an  internship  at  Research 
Hospital  in  Kansas  City,  MO.  His  residency  was  completed  at 
the  University  of  Wisconsin  Hospital  in  Madison.  Doctor 
Grinde  was  a member  of  St  Mary’s  Hospital  medical  staff  for 
many  years  and  delivered  the  first  set  of  triplets  born  at  the 
hospital.  He  was  a member  of  the  Dane  County  Medical  So- 
ciety, State  Medical  Society  of  Wisconsin,  and  American  Med- 
ical Association.  Surviving  are  his  widow,  Dorothy;  and  two 
sons,  Thomas,  De  Forest,  and  William  of  San  Francisco,  Calif. 

Etheldred  L Schafer,  MD,  78,  Madison,  died  Mar  22,  1983  in 
Madison.  Born  Nov  6,  1904  in  Jewell,  Kansas,  Doctor  Schafer 
graduated  from  the  University  of  Illinois  Medical  School  in  1943 
and  served  her  internship  at  Albany  Hospital  in  New  York.  Her 
residency  was  completed  at  Western  Reserve  in  Cleveland,  Ohio. 
A Madison  resident  since  1947,  Doctor  Schafer  was  a pathologist 
at  the  Jackson  Clinic  until  her  retirement  in  1969  when  she  be- 
came a consultant  in  cytology  at  the  Clinic.  She  was  a member 
of  the  Dane  County  Medical  Society,  State  Medical  Society  of 
Wisconsin,  and  American  Medical  Association. 

Richard  0 Barnes,  MD,  62,  Milwaukee,  died  Apr  6,  1983  in 
Milwaukee.  Born  July  23,  1920  in  Kansas  City,  Missouri,  Doc- 
tor Barnes  graduated  from  the  University  of  Illinois  Medical 
School  in  1944  and  served  his  internship  at  Oak  Knoll  Hos- 
pital, Oakland,  Calif.  His  residency  was  completed  at  Kennedy 
Hospital  in  Memphis,  Tenn.  Doctor  Barnes  served  in  the  United 
States  Navy  during  World  War  II.  He  was  a member  of  The 
Medical  Society  of  Milwaukee  County,  State  Medical  Society  of 
Wisconsin,  and  American  Medical  Association.  Surviving  are 
three  children. 

Emmet  Robert  Killeen,  MD,  73,  Green  Bay,  died  Apr  7,  1983 
in  Green  Bay.  Born  Apr  24,  1909  in  Rice  Lake,  Doctor  Killeen 
graduated  from  the  University  of  Wisconsin  Medical  School, 
Madison,  in  1938  and  served  his  internship  at  Colorado  General 
Hospital  in  Denver.  He  practiced  in  Wyoming  and  Oklahoma 
for  several  years,  and  in  1945  opened  his  medical  practice  in 
Green  Bay.  Doctor  Killeen  was  a member  and  past  president  of 
the  medical  staff  of  St  Vincent  and  Beilin  hospitals  in  Green 
Bay.  He  was  a member  of  the  American  Academy  of  Family 
Physicians;  member  and  past  president  of  Brown  County  Med- 
ical Society  and  a member  of  the  State  Medical  Society  of  Wis- 
consin and  American  Medical  Association.  Surviving  are  his 
widow,  Barbara;  three  sons,  Patric,  Denver,  CO;  Thomas, 
North  Augusta,  SC;  and  Michael  of  Green  Bay.  ■ 
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ORGANIZATIONAL  continued 


MEMBERSHIP  UPDATE 

The  following  physicians,  by  county  medical  society, 
have  recently  been  elected  to  membership,  or  have  been 
reelected  or  reinstated  since  publication  of  the  Membership 
Directory  in  the  January  issue  of  the  Wisconsin  Medicai 
Journal,  with  the  specialty  abbreviated  above  the  name: 


BARRON-WASHBURN- 

BURNETT 

ORS 

Branham,  Roger  V 

1035  N Main  St 
Rice  Lake  WI  54868 


BROWN 

PD 

Meyer,  Mary  C 
1551  Dousman 
Green  Bay  WI  54303 

1M 

Syrjamaki,  Charles  E 
621  E Walnut 
Green  Bay  WI  54301 


DANE 

FP  PM 

Farley  Jr,  Eugene  S 

777  S Mills  St 
Madison  WI  53715 

IM 

Greene,  Jan  Pamela 

409  N Eau  Claire  Ave,  0320 
Madison  WI  53705 

PS 

Weiner,  Michael  A 

5520  Medical  Circle 
Madison  WI  53719 


DODGE 

IM 

Kraus,  Bruce  A 

POB  310 

Columbus  WI  53925 

GS  CDS 
Liebl,  R Scott 

14  Beaver  Dam  St 
Waupun  WI  53963 


GREEN 

FP 

Kinast-Porter,  Susan  K 

2709  6th  St 
POB  966 

Monroe  WI  53566 


LACROSSE 

FP 

Beyer,  Marsha  J 

815  S 10th  St 
La  Crosse  WI  54601 

OPH 

Tichy,  Steven  T 
212  S 11th  St 
La  Crosse  WI  54601 

ORS  EM 

Winternitz  Jr,  William  W 

615  S 10th  St 
La  Crosse  W I 54601 


LAFAYETTE 

FP 

Olson,  Lyle  L 
517  Park  PI 
Darlington  WI  53530 


LANGLADE 

IM 

Myers,  John  R 

1 1 1 1 Langlade 
Antigo  WI  54409 


MILWAUKEE 

P 

Chan,  Carlyle  H 
2105  E Newport  Ave 
Milwaukee  WI  5321 1 

ORS 

Minikel,  Jeffrey  L 

5233  West  Morgan  Ave 
Milwaukee  WI  53220 

N 

Park,  Steven  H 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 

P 

Patrick  (DO),  June 

5295  S Oak  Ridge  Dr 
New  Berlin  WI  53151 

IM  CDS 
Port,  Steven  C 
950  N 12th  St 
Milwaukee  WI  53201 


P 

Van  Schaik,  Jan  C 

2627  N 74th  St 
Wauwatosa  WI  53213 

FP 

Weida,  BJ 

2925  North  Summit 
Milwaukee  WI  53211 


ONEIDA  VILAS 

AN 

Koski,  David  W 

POB  744 

Woodruff  W I 54568 

O'Desky  (DO),  Richard  N 

2351  Madison  Rd,  0202 
Cincinnati  OH  45208 


OZAUKEE 

R DR 
Bebawy,  Isis  A 
5311  S 21st  St 
Milwaukee  WI  53221 

FP 

Bickford,  Lester  C 

130  Meyer  Ave 
POB  338 

Fredonia  WI  53021 
IM 

Jensen,  Kenneth  F 

326  West  Pierre  Lane 
Port  Washington  WI  53074 

PORTAGE 

AN 

Daily,  James  M 

900  Illinois  Ave 
Stevens  Point  WI  54481 


RACINE 

P 

Gallagher,  James  L 

5605  Washington  Ave 
Racine  WI  53406 

DR  R 

Gommermann,  John  A 

1320  Wisconsin  Ave 
Racine  WI  53403 

PD 

Flox,  Stephen  T 

8810  West  Howard 
Milwaukee  WI  53228 


IM  PUD 
McCabe,  Kevin  W 

5625  Washington  Ave 
Racine  WI  53406 

ORS 

Peyer,  Gregory  A 

5625  Washington  Ave 
Racine  WI  53406 


ROCK 

OPH 

Downing,  John  J 

580  North  Washington 
Janesville  WI  53545 

IM  ON 

Vander  Laan,  Burton  F 

1905  Huebbe  Parkway 
Beloit  WI  5351  1 


TREMPEALEAUJACK- 

SON-BUFFALO 

FP 

Cropp,  Michael  W 

535  Kennedy  St 
Mondovi  WI  54755 

FP 

Schumaker,  James  I) 

518  Fillmore 

Black  River  Falls  WI  54615 


WAUKESHA 
Coleman,  David 

910  Dopp  St 
Waukesha  WI  53186 

IM 

Fish,  John  T 

5247  N Hollywood  Ave 
Milwaukee  WI  53217 

FP 

Stenger  (DO),  George  S 

1 57 1 0 W Greenfield  Ave 
Brookfield  WI  53005 

WINNEBAGO 

PD 

Gehringer,  Natalie  L 

878  Airport  Rd 
Menasha  WI  54952 

CDS 

Quinn,  Kevin  F 

41 1 Lincoln  St 
Neenah  WI  54956  ■ 


Help  for  the  impaired  physician.  The  State  Medical  Society  of 
Wisconsin’s  Impaired  Physician  Program  wishes  to  identify, 
intervene,  and  bring  about  the  rehabilitation  of  physicians  im- 
paired by  use  of  alcohol  and  other  drugs,  or  mental  or  physical 
infirmity.  Persons  may  call  608/257-6781  or  toll-free:  800/362- 
9080  and  explain  their  concern  to  Mr  John  LaBissoniere  or  Mr 
H B Maroney  of  the  Impaired  Physician  program  staff.  The 
caller’s  identity  will  be  kept  in  complete  confidence.  ■ 
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MEMBERSHIP  FACTS 

Are  you  a member  of  the  State  Medical  Society  of 
Wisconsin,  or  do  you  know  someone  who  isn’t? 
Whether  you’re  just  starting  medical  school,  main- 
tain a full-time  practice,  or  are  retired,  SMS  has  a 
membership  classification  to  fit  your  individual 
needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of 
practice  is  located  carries  with  it  membership  in  the 
State  Medical  Society  of  Wisconsin  and,  if  you  wish, 
the  American  Medical  Association.  If  you  qualify 
for  resident  membership  at  the  time  of  your  election, 
your  membership  dues  are  greatly  reduced.  This  may 
also  qualify  you  for  reduced  dues  the  first  two  years 
of  your  practice.  Dues  for  regular  membership  in 
1983  are  $430  for  SMS,  $315  for  AMA,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS 
membership  classifications  and  their  corresponding 
dues  follows: 


State  Medical  Society  of  Wisconsin 

DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 

Regular:  Member  in  active  practice.  Some  are  regu- 
lar members  that  have  reduced  SMS  and/or  AMA 
dues  because  they  are  new  practitioners  (first  year 
or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year 
is  in  an  approved  training  program  as  a hospital  resi- 
dent or  research  fellow  who  is  licensed  to  practice 
medicine  and  surgery  in  Wisconsin. 

Military  Service:  Members  who  are  serving  in  the 
U.S.  armed  forces  (generally  not  to  exceed  five 
years). 

Associate:  Member  whose  dues  are  waived  because 
of  illness  or  financial  hardship.  This  classification  is 
temporary  and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years  or  is  a Past  President  of 
the  State  Medical  Society  of  Wisconsin. 


TO:  State  Medical  Society  of  Wisconsin,  Membership 
Dept,  PO  Box  1 109,  Madison,  Wisconsin  53701 

YES,  I am  interested  in  organized  medicine.  Please  send 
me  more  information  about  the  benefits  of  membership. 

NAME 

MAILING  ADDRESS 


COUNTY  (principal  practice  located) 


Honorary:  Member  who  was  named  by  the  Board  of 
Directors  in  recognition  of  long  and  distinguished 
service  to  the  cause  of  medicine. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  per  year).  All 
dues  are  waived  unless  county  society  indicates  they 
wish  to  charge  county  dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who 
practices  1 ,000  hours  or  less  during  the  calendar  year 
but  does  not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over 
70  years  of  age  as  of  January  1 . 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 

Scientific  Fellow:  The  Board  of  Directors  may  by 
invitation  and  unanimous  consent  confer  upon  any 
person  engaged  in  teaching  of  or  research  in  one  or 
more  of  the  basic  sciences  at  an  accredited  college  or 
university,  and  not  holding  the  degree  of  Doctor  of 
Medicine  or  Osteopathy,  the  status  of  Scientific 
Fellow. 

Emeritus:  Retired  members  who  have  chosen  not  to 
renew  their  license. 


1983  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

AMA 

COUNTY 

Regular 

$430 

$315 

Normal  County  Dues 

Resident 

43 

45 

Varies 

Military  Service 

-0- 

315  or  45 

-0- 

Associate 

-0- 

-0- 

-0- 

Life 

-0- 

-0-* 

-0- 

Honorary 

-0- 

-0-* 

-0- 

Retired 

-0- 

-0-* 

-0- 

Part-time  Practice 

215 

315* 

Normal  County  Dues 

Over  Age  70 

215 

-0-* 

Normal  County  Dues 

Scientific  Fellow 

-0- 

-0- 

Emeritus 
Candidate — 

-0- 

-0-* 

Freshman  Year 
Medical  Student 

-0- 

15 

Varies 

Sophomore  and 
Succeeding  Medical 
Student  Years 

10 

15 

Varies 

Postgraduate — One 

10 

45 

Varies 

‘Effective  Jan  1 , 1983  physicians  in  the  following  categories  will  be  exempt 
from  paying  AMA  dues:  (1)  Financial  hardship  and  for  disability.  (2)  Age 

65-69  and  retired  from  the  practice  of  medicine.  (3)  Over  age  70  regardless 
of  retirement  status. 


State  Society  dues  are  prorated  on  a monthly  basis  for  those 
elected  to  membership  July  1 through  September  30.  Those 
elected  after  September  30  have  no  dues  payable  for  the  balance 
of  the  year  in  which  they  are  elected.  AMA  dues  follow  the  same 
pattern  except  prorating  is  on  a semiannual  basis  rather  than 
monthly  basis. 

To  begin  the  membership  process,  if  your  practice  is  or  will 
be  located  in  Wisconsin,  complete  the  form  at  left.  If  you  have 
any  questions,  you  may  contact  your  local  county  society  or  call 
the  toll-free  number  of  the  State  Medical  Society,  if  in  Wisconsin: 
1-800-362-9080  (Madison  area  number:  257-6781  ).■ 
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Secretary,  clerk . . . 
electronic  mailman 


Now  you  can  have  the  added  convenience  and 
cost-saving  potential  of  electronic  insurance 
claims  submission  capability  with  a Medical 
Computer  System  from  Advance  Technology 
Associates. 

You  can  also  send  your  statements  at  the  touch 
of  a button.  The  statements  are  received  by 
selected  United  States  Post  Office  centers, 
printed  there  and  mailed  directly . . . saving  you 
significant  time  and  cost.  Without  having  to 
handle  any  paper! 

For  many  years  ATA  has  built  its  reputation  by 
providing  state-of-the-art  Medical  Computer 
Systems.  An  ATA  Medical  System  can  help  make 
your  business  management  more  efficient  and 
cost-effective  with  automatic  billing  procedures 
and  easy,  instant  access  to  your  own  patient 
account  information. 

Adding  an  “electronic  mailman”  to  your  staff  is 
just  one  more  reason  why  you  should  call  us 
today  to  see  what  advanced  technology  can  do 
for  you. 


ENDORSED  BY  \^S1_1K* 

SMS  SERVICES,  INC.  ^ ^ 


FOR  MEMBERS  OF  THE  STATE 
MEDICAL  SOCIETY  OF  WISCONSIN 


ATA 

advanced  technology  associates 


Medical  Computer  Systems 
47 1 0 West  North  Avenue 
Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


Joint  Finance  adopts  ‘preferred  provider’  language 


The  Legislature’s  Joint  Committee  on  Finance 
May  1 1 voted  to  include  language  in  its  budget  bill 
recommendations  to  the  full  Legislature  permitting 
“preferred  provider”  contracting. 

The  current  law  states  that  no  insurance  plan 
may:  (1)  deny  any  patient  the  right  to  seek  out  and 
receive  treatment  from  the  provider  of  the  patient’s 
choice,  (2)  that  all  providers  who  agree  to  abide  by 
the  terms  of  an  insurance  contract  must  be  given  the 
opportunity  to  participate  in  that  insurance  plan, 
and  (3)  that  no  plan  may  require  providers  to  par- 
ticipate “exclusively”  in  that  program. 

The  motion  adopted  by  the  Committee  does  the 
following: 

1.  Allows  insurors  to  offer  “preferred  provider” 
insurance  plans  that  limit  the  number  of  pro- 
viders able  to  participate  in  the  plan; 

2.  Requires  that  any  “nonself-insured”  employers 
that  opt  to  offer  to  employees  such  a preferred 
provider  plan  must  also  offer  another  insur- 
ance plan  that  has  “comparable”  benefits  and 
that  does  not  limit  provider  participation.  The 
affected  employees  would  be  able  to  choose 
among  these  plans  at  least  once  a year; 

3.  Persons  not  obtaining  insurance  through  their 
employer  would  be  able  to  purchase  preferred 
provider  plans  from  insurance  companies,  in 
which  case  the  second  unrestricted  plan  would 
not  have  to  be  offered. 

The  Commissioner  of  Insurance  would  be  given 
additional  statutory  authority  to  oversee  the  develop- 
ment of  these  preferred  plans  to  insure  solvency, 
etc.  The  Governor  would  appoint  a special  com- 
mittee to  “study  the  effects”  of  this  new  “PPO” 
law  and  report  to  the  Legislature  by  January  1,  1985. 

State  Medical  Society  Position: 

SMS  opposes  inclusion  of  this  language  in  the 
budget  bill  for  several  reasons: 

• The  concept  of  direct  contracting  is  a relatively 
new  approach  and  should  not  be  rammed  through 
the  legislative  process  as  part  of  a massive  biennial 
budget  bill.  Only  two  states  have  direct  contract- 
ing language  and  neither  state  has  actually  imple- 
mented the  approach  except  for  the  California 
Medical  Assistance  Program.  At  the  present  time 
no  experience  is  available  that  demonstrates  the 


viability  of  such  approaches,  nor  has  any  study  been 
done  to  determine  the  problems  of  patient  access 
the  plans  might  present. 

• The  authors  of  the  motion  anticipate  a need  for 
study,  as  expressed  by  the  call  for  a gubernatorial 
committee  to  examine  the  PPO  law.  This  study  has 
been  included  in  the  motion  as  an  attempt  to  appease 
SMS — but  it  makes  little  sense  to  study  the  issue 
18  months  after  the  concept  receives  the  stamp  of 
approval  by  the  Legislature!  The  “study”  should 
precede  that  approval,  not  be  done  after  the  fact, 
SMS  contends. 

• DHSS  representatives  have  advised  SMS  in- 
formally that  the  Governor  plans  on  a major  state- 
ment in  January  1984  re:  health  insurance,  taxation, 
and  competition,  with  an  analysis  prepared  over  the 
next  nine  months. 

• SMS  has  been  working  with  key  legislators  to  pre- 
vent inclusion  of  this  language  in  the  budget  with 
the  primary  objective  of  preventing  hastily  written 
and  poorly  developed  language  that  could  be 
avoided  by  a serious  examination  of  the  issue  outside 
the  chaos  and  rush  of  the  budget  process. 

This  proposal  has  statewide  implications;  it  is  not 
just  an  effort  to  “legalize”  the  several  plans  already 
implemented  by  Blue  Cross /Blue  Shield  United  of 
Wisconsin.  Physicians  may  be  faced  with  patients 
who  may  not  be  able  to  continue  to  receive  their 
treatment  from  the  physician  of  their  choice  because 
an  insurance  carrier  has  unilaterally  and  selectively 
chosen  the  providers  for  the  patient.  ■ 


Joint  Finance  Committee  acts 
on  other ‘health’  matters 

On  Wednesday  the  Legislature’s  budget-writing 
Joint  Finance  Committee  adopted  a series  of 
motions  to  modify  Governor  Earl’s  1983-85  state 
budget  bill.  The  amendments  came  as  the  committee 
reviewed  the  proposed  budget  for  the  massive  De- 
partment of  Health  and  Social  Services,  with  par- 
ticular emphasis  on  the  Division  of  Health  and  the 

continued  on  page  45 
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continued  from  page  44 

Division  of  Community  Services.  Among  the  actions 
were  the  following: 

1.  Inclusion  of  language  which  mandates  chiro- 
practic services  in  all  health  insurance  plans, 
cooperatives,  and  the  state  health  insurance 
plan  for  state  employees.  This  was  adopted  on 
an  8-6  vote.  In  addition,  chiropractic  services 
were  added  as  a covered  service  in  general  re- 
lief (county  welfare). 

2.  Adoption  of  language  which  will  require  the 
need  for  inpatient  treatment  for  mental  health 
and  AODA  services  to  be  determined  by 
51.42/51.37  Board  program  directors  rather 
than  the  patient’s  personal  physician.  The 


physician,  under  this  proposal,  need  only  be 
consulted  as  to  the  need  for  inpatient  care. 

3.  Rejection  of  attempts  to  preserve  the  public 
patient  treatment  program  and  in  its  place  the 
committee  adopted  a two-tier  payment  system 
whereby  the  State  of  Wisconsin  will  pay  50  per- 
cent of  all  medical  and  chiropractic  costs  in  ex- 
cess of  $5,000. 

4.  Elimination  of  proposed  copayments  in  T-19 
(Medical  Assistance  Program)  for  transporta- 
tion and  home  health  care  services,  plus  rein- 
statement of  all  chiropractic  services  which  the 
Governor  proposed  for  elimination  (ie,  x-rays 
and  “lab”  tests). 

The  budget  bill  will  be  forwarded  to  both  houses 
of  the  Legislature  for  action.  ■ 


Governmental  Affairs  reviews  upcoming  legislation 


Representatives  from  the  Wisconsin  Society  of  the 
American  Association  for  Respiratory  Therapy 
appeared  before  the  SMS  Governmental  Affairs 
Commission  May  1 1 to  discuss  its  proposal  for  li- 
censing the  state’s  respiratory  therapy  professionals 
under  The  Medical  Practice  Act.  The  group  is  seek- 
ing licensure  to  prevent  people  who  have  not  com- 
pleted a minimum  level  of  training  from  practicing 
respiratory  therapy.  Under  the  proposal,  other 
health  personnel  such  as  physicians,  nurses,  physical 
therapists,  and  laboratory  technicians  would  con- 
tinue to  perform  respiratory  therapy  functions  in 
which  they  have  specialized  training.  The  Com- 
mission voted  to  endorse  in  principle  the  concept  of 
private  certification  for  respiratory  therapists,  but 
it  opposed  the  idea  of  licensing  and  independent 
practice  of  respiratory  therapists. 

The  Commission  also  took  action  on  the  follow- 
ing legislative  bills: 

• SB  220— Creates  a Disability  Insurance  Loan 
Program  administered  by  DHSS  to  pay  part  of 
health  insurance  premiums  for  unemployed  workers. 
SMS  supported  the  principle  of  assisting  un- 
employed workers  with  health  insurance  premiums 
hut  opposed  the  hill  on  the  grounds  that  this  is  more 
than  a state  problem  and  should  have  a federal 
remedy. 

• SB  238— Would  allow  medical  examiners  to 
receive  additional  compensation  beyond  their  county 
salary  for  certain  services,  such  as  completing  death 
certificates,  reviewing  cremations,  and  autopsies. 
SMS  supported. 

• SB  253— Requires  DHSS  to  distribute  pam- 
phlets on  the  causes  and  effects  of  Petal  Alcohol 
Syndrome  to  county  clerks  for  distribution  to  per- 
sons receiving  marriage  licenses.  SMS  supported. 
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• AB  138— Bans  the  sale  of  cleaning  agents  or 
chemical  water  conditioners  containing  phosphorous 
above  certain  levels.  SMS  supported. 

• AB  258— Requires  jail  officers  to  complete  a 
training  program  in  first  aid,  statutory  authority, 
techniques  of  firearms,  human  relations,  civil  rights, 
constitutional  law,  and  supervision  control  and 
maintenance  of  jails.  SMS  supported. 

• AB  314— Requires  employers  of  ten  or  more 
employees  who  have  decided  on  merger,  liquida- 
tion, disposition,  or  relocation  to  continue  to  pro- 
vide employees  terminated  as  a result  of  such  action 
with  existing  health  and  medical  benefits  for  at  least 
six  months  after  the  termination.  SMS  supported  the 
principle  of  extending  health  benefits  to  the  un- 
employed hut  opposed  the  hill  as  written. 

• AB  328— Requires  the  Medical  Examining 
Board  to  license  without  further  examination  any 
person  who  is  licensed  to  practice  medicine  in  Cana- 
da and  who  has  practiced  medicine  for  at  least  three 
years  in  Wisconsin  under  any  class  of  license  issued 
by  the  Board.  SMS  opposed. 

• AB  382— Makes  changes  in  the  state’s  current 
immunization  checkpoint  law  including:  (1)  Requir- 
ing that  parents  receive  a copy  of  immunization 
records  at  the  time  of  immunization;  and  (2)  Making 
exclusion  from  school  voluntary  on  the  part  of  the 
parent  rather  than  mandatory  on  the  part  of  the 
school.  SMS  opposed. 

• Revisions  to  Chapter  449,  Optometry  Practice 
Act— The  Optometry  Examining  Board  is  proposing 
several  changes  to  Chapter  449.  The  Commission  on 
Governmental  Affairs  supported  recommendations 
of  the  SMS  Section  on  Ophthalmology  which  would: 

continued  on  page  47 
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PROFESSIONAL  PROTECTION 
EXCLUSIVE!? 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
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(1)  replace  the  words  “preliminarily  diagnose”  and 
“diagnose”  with  “recognize”  and  “recognition,” 
respectively;  (2)  reinstate  in  the  Optometry  laws  a 
provision  which  also  is  in  The  Medical  Practice  Act 
stating  that  the  “practice  of  optometry  does  not 
include  surgery,  medical  treatment  or  the  use  of 
drugs  for  therapeutic  purposes”  and  (3)  adds  seven 
referral  criteria  to  current  law  requiring  optome- 
trists who  suspect  a pathological  condition  to  refer 
the  patient  to  an  appropriate  medical  specialist. ■ 


SMS  joins  coalition 
to  support  school 
health  education 


The  State  Medical  Society  of  Wisconsin  is  one  of 
15  state-level  professional  and  voluntary  health  or- 
ganizations from  the  private  sector  that  have  estab- 
lished The  Wisconsin  Coalition  for  School  Health 
Education.  Member  organizations  agreed  to  co- 
ordinate support  for  the  establishment  of  compre- 
hensive health  instruction  programs  K-12  in  all  Wis- 
consin schools.  SMS  School  Health  Committee 
member  Conrad  L Andringa,  MD,  Madison,  rep- 
resents the  Society  on  the  Coalition. 

The  Coalition  will  show  unified  visible  advocacy 
for  school  health  education  from  voluntary  and  pro- 
fessional health  groups  not  directly  involved  in  the 
schools.  According  to  Coalition  Chairman  Robert 
Harris,  health  organizations  are  concerned  about  the 
continued  growth  of  teenage  suicide,  venereal 
disease,  pregnancies,  alcohol,  and  drug  abuse.  In 
addition,  the  leading  causes  of  death  and  illness 
among  adults  can  be  directly  attributed  to  unhealthy 
lifestyles.  “Health  problems  encountered  daily 
have  not  diminished  significantly  through  thera- 
peutic or  remedial  approaches,  even  though  the 
public  spends  over  $250  billion  dollars  on  health 
care,”  Harris  said. 

The  Coalition  will  bring  health  professionals  and 
educators  together  in  supporting  school  health  edu- 
cation programs  aimed  at  the  prevention  of  health 


1983-84  Legislative  Directories 

Copies  of  the  new  “1983-84  Legislative  Direc- 
tory” prepared  by  the  Physicians  Alliance  Division 
of  the  State  Medical  Society  are  now  available.  The 
Directory  provides  the  names,  addresses  and  tele- 
phone numbers  of  the  Wisconsin  Congressional 
Delegation  and  State  Assembly  and  Senate  mem- 
bers for  quick  and  easy  access.  Contact  the  SMS 
Physicians  Alliance  Office. ■ 


problems.  Health  curricula  will  be  recommended 
which  will  provide  relevant  information  systematic- 
ally and  professionally.  The  Coalition  aims  to  de- 
velop healthy  lifestyles  to  prevent  disease,  enhance 
well-being,  and  contain  health  treatment  costs. 

In  planning  for  improved  health  curricula,  parents 
will  be  asked  to  work  with  volunteer  health  agencies 
and  organizations.  Combined  efforts  to  reach 
school  health  education  programs  will  provide  stu- 
dents with  learning  activities  to  assist  in  acquiring 
accurate  information  and  developing  positive  at- 
titudes, values,  and  behaviors  to  make  wise  health 
decisions  and  pursue  positive  lifestyles. 

Coalition  representatives  will  continue  to  meet 
and  plan  advocacy  activities  to  be  implemented  dur- 
ing the  next  several  years.  In  addition  to  SMS, 
present  voting  member  organizations  in  the  Coali- 
tion include  Wisconsin  units  of  these  national 
groups:  American  Academy  of  Pediatrics;  American 
Cancer  Society;  American  Heart  Association; 
American  Lung  Association;  American  Red  Cross; 
March  of  Dimes;  and  the  Mental  Health  Asso- 
ciation; and  City/County  Full  Service  Local  Health 
Departments;  Wisconsin  Council  of  Public  Health 
Administrators;  Wisconsin  Dental  Association;  Wis- 
consin Nurses  Association;  and  the  Wisconsin 
Public  Health  Association.* 


Acme  Laboratories,  Inc. 

ORTHOTIC  & PROSTHETIC 
SERVICES 

Certified  by  American  Board  of  Certification 
in  Orthotics  and  Prosthetics 


10702  W Burleigh  St 
Milwaukee,  Wis  53222 
(414)  259  1090 

Box  LOA 

Woodruff,  Wis  54568 
(715)  356-5222 
Ext  8872 


525  E.  Division  St. 
Fond  du  lac,  Wis  54935 
(414)  923-6676 

Green  Bay  Orthopedic 
(Division  of  Acme 
Laboratories,  Inc.) 
428  S.  Adams  St. 
Green  Bay,  Wis.  54301 
(414)  435-1461 


• Artificial  Limbs 

• Orthopedic  Appliances 

• Wheelchairs 

• Custom  Seating  Inserts 


Professional  Service  For  the  Handicapped 
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Gounty  Societies 


• Physician  members  of  Stale  Medical  Society  ot  Wisconsin 


Colleagues  honor  Doctor  Galgano  in  retirement 


WALWORTH:  Earlier  this  year  the  Walworth  County 
Medical  Society  and  Lakeland  Hospital  staff,  in  lieu 
of  the  county  society’s  regular  monthly  meeting, 
held  a “Roast  Rocco”  meeting  in  Delavan.  The  din- 
ner meeting  was  held  in  honor  of  Rocco  S Galgano, 
MD*  in  his  retirement  from  the  active  practice  of 
medicine.  Irwin  J Bruhn,  MD,*  a member  of  the 
SMS  Board  of  Directors,  was  the  master  of  cere- 
monies for  the  festive  event.  Some  of  his  remarks 
follow: 

“A  few  of  us  got  together  when  we  learned  that 
Rocco  was  retiring  and  decided  that  he  should  be 
honored  for  many  reasons,  not  the  least  of  which  is 
that  he  is  a great  guy  and  will  be  missed  in  the  med- 
ical community  . . . We  all  know  that  there  are 
merely  observers  of  life  and  in  the  work  which 
people  do  and  that  there  are  also  active  participants 
and  doers.  I think  that  Rocco  has  been  an  active 
participant.  For  my  part  1 would  like  to  thank  Rocco 
for  the  role  he  played  in  organized  medicine.  1 don’t 
know  how  many  of  you  know  that  he  was  elected  to 
represent  the  Walworth  County  Medical  Society  as  a 
member  of  the  House  of  Delegates  for  20  years  . . . 
representing  you  at  the  State  Medical  Society  annual 
meetings  whenever  they  were  held  and  spent  con- 
siderable time  in  such  meetings.  Further  he  was 
elected  to  the  Board  of  Directors  of  the  State  Med- 
ical Society  in  1969  and  served  for  three  years.  This 
is  an  honor  accorded  to  only  25  members  of  the 
State  Medical  Society. 

“The  Foundation  for  Medical  Care  Evaluation  in 
the  seven  southeastern  Wisconsin  counties,  now 


Presentation  of  plaque  of  appreciation  to  Dr  Rocco  S 
Galgano,  Delavan  (left)  by  Dr  Irwin  J Bruhn,  Walworth. 


known  as  FMCE,  was  founded  primarily  by  phy- 
sicians to  control  peer  review  so  that  government 
and  third-party  payors  might  not  control  the  practice 
of  medicine.  Rocco  was  elected  to  serve  on  that  or- 
ganizational Board  of  Directors  in  1971  and  served 
faithfully  until  just  last  year.  So  that  many  of  you 
could  rely  on  ‘decisions  by  physicians,’  Rocco  spent 
at  least  two  nights  a month  for  nine  years  working 
for  you. 

“For  those  of  us  interested  in  family  practice, 
Rocco  is  a Charter  Diplomate  and  Fellow  of  the 
American  Academy  of  Family  Physicians  and  has 
served  as  a director  of  the  Academy.  For  all  of  his 
devotion  in  time  and  talents,  we,  his  fellow  physi- 
cians, owe  him  a sincere  vote  of  thanks.” 

Others  on  the  program  who  also  expressed  their 
appreciation  were:  Bill  Lange,  representing  hospital 
administration;  Glenn  A Smiley,  MD,*  a former 
partner  and  long-time  friend  of  Rocco;  Joseph  F 
Kuzma,  MD,*  a former  professor  and  long-time 
friend;  Nurse  Lillian  Ives,  obstetric  department 
supervisor;  and  Dr  Tony  Carrol,  another  long-time 
friend. 

JEFFERSON:  Sixteen  members  and  six  guests  at- 
tended the  March  meeting  of  the  Jefferson  County 
Medical  Society.  Guest  speakers  were  Gerald  C 
Kempthorne,  MD,*  president  of  the  State  Medical 
Society,  and  Randall  Radtke.  They  spoke  on  the 
“Roles  of  Physician  Today”  regarding  the  subjects 
of  patient  care,  legislation,  impaired  colleagues;  in- 
surance companies,  and  hospitals. 

OUTAGAMIE:  Forty-two  members  and  guests  were 
at  the  March  meeting  of  the  Outagamie  County 
Medical  Society.  It  was  a joint  meeting  with  the 
Auxiliary. 

OUTAGAMIE:  The  April  meeting  of  the  Outagamie 
County  Medical  Society  was  held  in  Appleton  and  35 
members  attended.  Guest  speaker  was  William 
Kraus,  Madison,  who  spoke  on  “Taming  the  Med- 
icine Man.”  At  the  business  session  of  the  meeting 
operation  “Touch,”  which  is  a program  to  aid  those 
who  do  not  have  a family  physician  and  do  not  have 
funds  and/or  are  unemployed,  was  discussed.  Also, 
the  development  of  a physician  directory,  listing 
doctors  and  their  areas  of  practice,  was  discussed 
and  felt  to  be  of  benefit  to  the  hospitals,  service 
agencies,  medical  colleagues,  pharmacists,  and  den- 
tists. 
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Recognition  was  paid  to  Paul  M Cunningham, 
MD,*  who  recently  resigned  as  a trustee  to  the  State 
Medical  Society,  for  his  many  years  of  work  on  the 
Charitable,  Educational  & Scientific  Foundation. 

POLK:  At  the  March  meeting  of  the  Polk  County 
Medical  Society,  14  members  and  their  wives  were 
present  to  hear  Dr  Norman  Virnig  of  St  Paul-Ram- 
sey  Hospital  speak  on  “Skin  Diseases  of  the  New- 
born.” 

WINNEBAGO:  Fifty-five  members  were  present  at 
the  April  meeting  of  the  Winnebago  County  Med- 
ical Society  to  hear  Dr  Brad  Sullivan  present  a paper 
entitled  “New  Cephalosporins  and  Old  Antibi- 
otics.” 

WINNEBAGO:  At  the  May  meeting  of  the  Winne- 
bago County  Medical  Society,  45  members  were 


present  to  hear  Michael  W Rytel,  MD,  chief  of  infec- 
tious diseases  at  Milwaukee  County  General  Hos- 
pital speak  on  herpes.  The  slate  of  officers  was  read 
for  1983-84.  They  are  MDs  Richard  W Roberts,* 
Oshkosh,  president;  Paul  N Gohdes,*  Neenah, 
president-elect;  and  Edwin  L Downing,*  Oshkosh, 
secretary-treasurer. 

ROCK:  At  the  April  membership  meeting  of  the 
Rock  County  Medical  Society,  a program  on  “Bed- 
side and  Vascular  Lab  Assessment  of  Arterial  and 
Venous  Disease”  was  presented  by  John  W Joyce, 
MD  from  the  Mayo  Clinic,  Rochester,  Minn.  The 
33  members  who  were  present  agreed  in  principle, 
with  some  modifications,  to  implement  a program 
in  Rock  County  for  the  unemployed,  using  a visiting 
model  plan.  It  was  felt  that  the  plan  should  have  a 
time  limitation.  The  next  general  membership  meet- 
ing will  be  held  September  29  in  Beloit.  ■ 


JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS.  . .No.  3 of  a series 


Accreditation  issues . . . John  E Affeldt,  MD,  President  JCAH 

QUESTION:  Doctor  Affeldt,  under  the  new  three-year  accreditation  cycle,  how  Is  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  (JCAH)  monitoring  problems  relating  to  life  safety? 

ANSWER:  A new  approach  for  handling  life  safety  deficiencies  will  enable  the  JCAH  to  categor- 
ize these  types  of  problems  according  to  how  they  affect  the  overall  safety  features  of  a facility. 
More  specifically,  this  new  approach,  which  became  effective  Sept  1,  1982,  uses  three  levels  to 


classify  different  types  of  life  safety  problems 
them. 

For  example,  Level  I problems  are  minor  and 
therefore  do  not  require  the  JCAH  to  monitor  them 
between  full  accreditation  surveys.  Nonetheless, 
these  problems  do  warrant  attention  by  the  facility, 
which  has  up  to  36  months  to  correct  them.  Level 
I problems  may  include  isolated  instances  of  inade- 
quate latching  on  doors,  improper  types  of  doors,  or 
flawed  visual  panels. 

Level  II  life  safety  problems  are  more  serious  and 
consequently  require  a contingency — namely,  writ- 
ten progress  reports  and/or  interim  visits  by  the 
JCAH  on  a 12-month  or  18-month  basis.  For  ex- 
ample, a facility  might  have  a cluster  of  potentially 
hazardous  life  safety  problems,  such  as  failure  to 
conduct  fire  drills  and  test  fire  and  safety  systems  or 


This  series  is  prepared  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an  informational  aid  to 
physicians.  Questions,  comments,  or  suggestions  for 
future  articles  should  be  directed  to:  Diane  M Gabriel, 
Program  Manager,  Marketing  Communications,  Dept  of 
Public  and  Professional  Relations,  JCAH,  875  N Michigan 
Ave,  Chicago,  III  60611;  phone:  312/642-6061,  ext  214. 


and  to  determine  how  the  JCAH  will  monitor 


failure  to  perform  electrical  safety  checks.  Resolu- 
tion of  Level  II  problems  require  some  long-range 
planning  but  usually  can  be  corrected  within  three 
years. 

On  the  other  hand,  Level  III  problems  are  charac- 
terized as  sufficiently  serious  and  pervasive  to  re- 
quire extensive  renovation  or  building  replacement; 
such  problems  usually  take  more  than  three  years  to 
correct.  Facilities  with  these  types  of  problems  are 
asked  to  work  with  a JCAH  staff  engineer  to  de- 
velop a long-range  plan  of  correction.  An  on-site 
visit  by  the  JCAH  is  required  to  monitor  interim 
safety  measures  and  to  review  the  facility’s  progress 
in  resolving  such  problems. 

ADDENDUM:  As  of  Jan  1,  1983,  the  JCAH  will 
reference  during  accreditation  surveys  many  of  the 
requirements  found  in  the  1981  edition  of  the  Life 
Safety  Code®  of  the  National  Fire  Protection 
Agency  (NFPA)  instead  of  the  1973  or  1976  editions 
of  the  Code.  Please  refer  to  the  JCAH’s  1983  Ac- 
creditation Manual  for  Hospitals  for  complete 
details.* 
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Physician  Brie% 


* Physician  members  ol  State  Medical  Society  ot  Wisconsin 


James  D Cox,  MD,*  Milwaukee,  recently  was  ap- 
pointed professor  and  chairman  of  the  newly  created 
Department  of  Radiation  Oncology  at  the  Medical 
College  of  Wisconsin.  He  has  been  a member  of  the 
faculty  of  MCW  since  1974;  he  also  is  a member  of 
the  board  of  directors  of  the  American  Society  of 
Therapeutic  Radiologists  and  serves  as  treasurer.  He 
came  to  MCW  from  Georgetown  University  School 
of  Medicine  to  develop  a total  service  of  radiation 
therapy  for  cancer  patients.  In  announcing  his  ap- 
pointment Edward  J Lennon,  MD,*  MCW  dean 
said,  “We  are  very  pleased  to  have  a person  of  Doc- 
tor Cox’s  outstanding  abilities  and  experience  head 
the  department.  He  is  nationally  known  in  academic 
circles  as  a superb  clinician,  researcher  and  teacher.” 

Tarit  K Banerjee,  MD,*  Marshfield,  recently  was 
elected  to  fellowship  in  the  American  College  of 
Physicians.  Doctor  Banerjee,  a specialist  in  medical 
oncology,  was  honored  during  the  Convocation  cer- 
emony at  the  College’s  Annual  Session  held  in  San 
Francisco.  A 1962  graduate  of  Calcutta  National 
Medical  College,  Doctor  Banerjee  has  been  a res- 
ident of  Marshfield  for  1 1 years  and  is  on  the  med- 
ical staff  of  the  Marshfield  Clinic  and  St  Joseph’s 
Hospital. 

Bharathy  Nair,  MD,*  Monroe,  recently  rejoined  the 
medical  staff  of  The  Monroe  Clinic.  Doctor  Nair 
had  been  on  the  medical  staff  of  the  Clinic  from 
1973-1979  providing  parttime  services.  In  1979  she 
left  and  completed  her  residencies  in  internal  med- 
icine at  Cleveland,  Ohio,  and  Chicago,  Illinois.  Her 
husband  VK  Nair,  MD,*  is  a urologist  at  The  Mon- 
roe Clinic. 

Wagar  Khan,  MD  recently  became  associated  with 
Roger  I Bender,  MD*  of  Beaver  Dam.  Doctor  Khan 
is  a 1977  graduate  of  King  Edward  College,  LaHore, 
Pakistan,  and  most  recently  completed  his  family 
practice  residency  at  St  Joseph  Mercy  Hospital, 
Mason  City,  Iowa. 

Mark  A Bauer,  MD,*  West  Allis,  recently  was  in- 
ducted as  a fellow  of  the  American  Academy  of 
Orthopaedic  Surgeons  at  the  group’s  50th  Annual 
Meeting  in  Anaheim,  Calif. 


WMJ  Correction.  On  page  48  of  the  April  1983  issue 
of  WMJ , the  Journal  failed  to  mention  the  fact  that 
Herbert  A Berkoff,  MD,*  Madison,  was  appointed 
chief  of  the  Division  of  Cardiothoracic  Surgery  at 
the  University  of  Wisconsin  Medical  School.  The 
Journal  apologizes  for  the  error. 


Harry  J Marshall,  MD,  has  joined  the  medical  staff 
of  Gundersen  Clinic  in  Onalaska.  A pediatrician, 
Doctor  Marshall  graduated  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons,  and  com- 
pleted his  residency  at  New  Haven  Hospital  in  Conn. 
He  had  been  an  associate  in  pediatrics  at  Yale-New 
Haven  Hospital  and  assistant  clinical  professor  of 
pediatrics  at  Yale  University  School  of  Medicine. 


Dr  E Frank  Castaldo  surrounded  by  the  first  baby  he  de- 
livered in  1946,  Dorothy  Wagoner  (left),  and  the  last  baby 
he  delivered  in  1968,  Lisa  Thomaschefsky  (right). 


E Frank  Castaldo,  MD*  of  Laona  was  honored  May 
7 by  over  250  people  who  gathered  in  Laona  in 
recognition  of  his  37  years  of  medical  practice  in  that 
community.  A colleague,  Thomas  J Rice,  MD,* 
Marshfield,  provided  the  following  account:  Doctor 
Castaldo  has  cared  for  the  community  almost  single- 
handedly  over  these  years.  As  a general  practitioner 
in  a small  community,  Doctor  Castaldo’s  practice 
included  1545  deliveries;  his  first  delivery  in  1946  was 
Mrs  Dorothy  Wagoner  whose  child  also  was  de- 
livered by  Doctor  Castaldo.  Prior  to  setting  up  his 
practice  in  Laona,  Doctor  Castaldo  served  in  the 
US  Army  and  was  assigned  to  the  CCC  Camps  in 
and  around  Laona  for  several  years.  He  later  served 
from  1941  to  1946  as  executive  officer  of  the  Gen- 
eral Hospital  in  North  Africa  and  Italy.  Then  he  re- 
turned to  Laona  after  his  discharge  from  the  service. 
He  was  a full  colonel  and  has  completed  his  Reserve 
training  and  is  a Reserve  officer.  Doctor  Castaldo 
currently  is  president  of  the  Forest  County  Medical 
Society.  Many  letters  from  colleagues  and  other 
people  were  read  at  the  dinner,  including  letters  from 
former  Secretary  of  Defense  and  Congressman, 
Melvin  R Laird;  Wisconsin  Governor  Anthony  Earl; 
and  Chesley  P Erwin,  MD,*  president  of  the  State 
Medical  Society,  along  with  a recognition  certificate 
and  a letter  from  his  long-time  friend,  Earl  R 
Thayer,  secretary  of  the  State  Medical  Society. 
Doctor  Castaldo  is  now  retired,  and  the  group 
bought  him  a motor  for  his  fishing  boat. 
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Vijay  K Beri,  MD,*  Sheboygan,  recently  began  his 
medical  practice  in  Manitowoc.  Doctor  Beri  gradu- 
ated from  Medical  College  in  Rohtak,  India,  and 
served  his  internship  and  residency  programs  there. 
From  1976-77,  he  served  a general  practice  resi- 
dency at  Grant  Hospital,  Chicago,  111.  He  also  com- 
pleted residencies  at  Kingsbrook  Jewish  Medical 
Center  in  Brooklyn,  NY,  and  Englewood  Hospital 
in  New  Jersey.  He  is  certified  by  the  American 
Board  of  Allergy  and  Immunology. 

Gerald  J Derus,  MD,*  founder  of  the  Monona  Grove 
Clinic,  is  staffing  the  McFarland  Clinic  on  a full- 
time basis.  The  clinic  is  a branch  of  the  Monona 
Grove  Clinic.  Doctor  Derus  is  the  chief-of-staff  at 
St  Mary’s  Hospital  Medical  Center,  Madison,  and  is 
a past  president  of  the  Dane  County  Medical  Society 
and  the  State  Medical  Society  of  Wisconsin. 

Michael  A Hackbarth  Jr,  MD,  Burlington,  has  be- 
come associated  with  Michael  C Dussault,  MD,* 
Burlington  Clinic,  in  the  orthopedic  department. 
Doctor  Hackbarth  graduated  from  The  Medical 
College  of  Wisconsin  and  completed  his  residency  at 
Milwaukee  County  Medical  Complex  and  Froedtert 
Memorial  Lutheran  Hospital.  He  also  served  as  an 
instructor  in  the  Department  of  Orthopedic  Surgery 
at  the  Medical  College  of  Wisconsin. 

John  S Honish,  MD,*  Oconto,  recently  received  the 
Oconto  Jaycees  “Distinguished  Service  Award.” 
Doctor  Honish  is  chief-of-staff  at  Oconto  Memorial 
Hospital  and  also  is  a past  president  of  the  Oconto 
County  Medical  Society.  He  was  the  city’s  health  of- 
ficer for  six  years  and  also  is  past  president  of  the 
Wisconsin  Chapter  of  the  American  Cancer  Society. 

William  G Hocking,  MD,  Marshfield,  recently  joined 
the  medical  staff  of  the  Marshfield  Clinic.  Doctor 
Hocking  graduated  from  Tulane  University  School 
of  Medicine,  New  Orleans,  and  completed  his  resi- 
dency at  the  University  of  California,  Los  Angeles. 
Prior  to  joining  the  Clinic,  Doctor  Hocking  was  on 
the  teaching  faculty  at  UCLA. 

W Joseph  Kellner,  MD,  Green  Bay,  recently  became 
associated  with  the  Beaumont  Clinic  in  Green  Bay. 
Doctor  Kellner  graduated  from  the  University  of 
Wisconsin  Medical  School  and  completed  his  intern- 
ship and  residency  training  in  pediatrics  at  University 
Hospital  and  Clinics,  Madison,  and  at  Madison 
General  Hospital. 

Gay  R Anderson,  MD,*  medical  director  of  the  In- 
dustrial Injury  Clinic  at  Theda  Clark  Regional  Med- 
ical Center,  Neenah,  recently  was  named  “Physician 
of  the  Year”  by  the  President’s  Committee  on  “Em- 
ployment of  the  Handicapped.”  In  a release,  the 


commission  said  Doctor  Anderson  uses  his  skills  as 
a certified  orthopedist  and  as  senior  resident  psychi- 
atrist to  help  chronically  injured  workers  return  to 
their  jobs  by  evaluating  their  medical,  social,  and 
psychological  backgrounds. 

James  M Finneran,  MD,  formerly  of  Lake  Forest, 
Illinois,  recently  became  associated  with  the  Lake- 
land Medical  Associates  of  Woodruff,  Park  Falls, 
and  Phillips.  A Board  certified  obstetrician  and 
gynecologist,  Doctor  Finneran  graduated  from  the 
Stritch  School  of  Medicine  of  Loyola  University  and 
completed  his  residency  at  St  Joseph  Hospital  in 
Chicago.  Doctor  Finneran  had  practiced  in  Lake 
Forest  for  21  years  and  until  recently  had  been  a 
faculty  member  on  the  teaching  staff  of  Northwest- 
ern University  Medical  School.  ■ 


For  rent: 

physician-owned 
vacation  home 

Beautiful,  all-brick,  year-round,  vacation 
home  located  one  hour  north  of  Green  Bay 
in  Oconto  County.  Features  include  a master 
and  guest  bedroom— each  with  bath,  stone 
fireplace,  large  family-living  room  with  beau- 
tiful view  of  lake.  Located  in  a lovely  wooded 
area  on  a spring-fed  lake.  Easy  access  to 
many  summer  and  winter  sports  and  activi- 
ties including  fishing,  hiking,  boating,  sailing, 
and  downhill  and  cross-country  skiing,  snow- 
mobiling,  etc.  Located  five  minutes  from 
White  Potato  Lake  and  less  than  one  hour 
from  Upper  Peninsula  ski  areas.  $25  per  day. 
Available  June  1983.  For  further  information 
write  to  Ms  Bernice  Mangless,  1209  Mar- 
quette Ave,  Green  Bay,  Wis  54304. 
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• Physician  members  of  State  Medical  Society  of  Wisconsin 


Elmbrook  Memorial  Hospital  recently  elected  new 
officers  of  its  medical  staff.  John  J Vondrell,  MD,* 
Brookfield,  vice  chief-of-staff  was  elected  to  the  pos- 
ition of  chief-of-staff  elect.  Doctor  Vondrell  will 
assume  the  position  next  December  when  the  term 
of  the  present  chief-of-staff,  Lawrence  B Burkert, 
MD,*  Brookfield,  will  end.  Also  elected  were  James 
A Stadler,  MD,*  Brookfield,  chairman  of  obstet- 
rics-gynecology; Herbert  C White,  DO,*  Genesee 
Depot,  chairman  of  family  practice;  and  Patrick  W 
Cummings,  MD,*  Wauwatosa,  chairman  of  ortho- 
pedics. Continuing  at  their  present  duties  are  Wil- 
liam E Martens,  MD,*  Wauwatosa,  secretary-treas- 
urer; Robert  H Sewell,  MD,*  Brookfield,  chairman 
of  surgery;  Michael  J Blick,  MD,*  Brookfield, 
chairman  of  the  department  of  medicine;  and  Peter 
N Madden,  MD,*  Brookfield,  chairman  of  in-hos- 
pital service  departments. 

Jackson  Clinic,  Madison,  has  announced  the  follow- 
ing Madison  physicians  to  the  board  of  directors. 
They  are  MDs  Sanford  Mackman,*  president;  Klaus 
D Backwinkel,*  first  vice-president;  Harvey  L 


Barash,*  second  vice-president;  Michael  L Thom,* 
third  vice-president;  Carl  B Weston,*  secretary;  and 
Henry  M Wilson,*  treasurer.  Blake  E Waterhouse, 
MD,*  Madison,  remains  medical  director,  a position 
he  has  held  since  1977.  Michael  R Rohr,  clinic  man- 
ager, was  appointed  assistant  secretary  and  Thomas 
M Hajewski,  finance  director,  was  appointed  as- 
sistant treasurer. 

De  Paul  Port  Washington,  a division  of  De  Paul  Re- 
habilitation Hospital,  Milwaukee,  recently  named 
two  new  directors  to  its  staff.  James  W Blevins, 
MD,  Beaver  Dam,  has  been  appointed  medical  di- 
rector of  the  new  program  which  opened  up  in  No- 
vember 1982.  Scott  Hansen  of  Port  Washington  was 
appointed  program  director  of  the  alcohol  and  drug 
abuse  treatment  program.  Doctor  Blevins,  a psy- 
chiatrist, previously  had  been  on  the  medical  staff  at 
De  Paul  Rehabilitation  Hospital  in  Milwaukee;  and 
Mr  Hansen  was  formerly  an  alcohol  and  drug  coun- 
selor at  St  Croixdale  Hospital  and  Olethan  Treat- 
ment Center  in  Prescott.  ■ 


“ For  an  elegant  night  of  Italian  dining.  ” —Prof  Herbert  Kubey.  Milwaukee  Journal  writer 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 

ELEGANT  DINING  • FINE  WINES  • INTIMATE 
COCKTAIL  LOUNGE  • OPEN  DAILY  AT  5:00  PM 
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OFTEN  INSEPARABLE:  PAIN  AND  ANXIETY 


A pathologic  partnership 
one  sees  every  day 

Pain — triggering  anxiety — 
which  accentuates  the  percep- 
tion of  pa  in...  together  they're 
worse  than  either  alone. 

And  since  they're  usually  both 


present  in  musculoskeletal  of  meprobamate — because 
disorders,  the  best  therapy  is  together  they're  better  than 
often  a combination  of  anal-  either  alone, 
gesic  and  anxiolytic  agents.  See  important  information  on  next  page 

Equagesic  "-M  combines  the  Wyeth  Laboratories 
pain  relief  of  aspirin  with  the  a a Ph"a"piDh'" Pa  ,4,°’ 
tension-reducing  properties  AM 


vi  yuu  i 

AA 


Philadelphia  Pa  19101 


tablets 


Equagesic-M 

(meprobamate  with  aspirin)  © Wyeth 

Effective  analgesic/anxiolytic  alliance 


•*T". 


Prompt,  effective  relief  from  the  dual  burden 

of  pain  and  anxiety 


tablets 


Equagesic-M 

(meprobamate  with  aspirin]  © Wyeth 

Effective  analgesic/anxiolytic  alliance 


Proven  superior  to  aspirin  alone  in  controlled  clinical  trials 


(BRIEF  SUMMARY) 

DESCRIPTION:  Each  tablet  contains  200 
mg  meprobamate  and  325  mg  aspirin. 
INDICATIONS:  Adjunct  in  short-term 
treatment  of  pain  accompanied  by 
tension  and/or  anxiety  in  patients  with 
musculoskeletal  disease  Clinical  trials 
demonstrated  in  these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspi- 
rin alone  Effectiveness  in  long-term  use. 
i e over  4 months,  has  not  been  assessed 
by  systematic  clinical  studies  Physicians 
should  periodically  reassess  usefulness  of 
drug  for  individual  patients. 
CONTRAINDICATIONS:  ASPIRIN  Al- 
lergic or  idiosyncratic  reactions  to  aspirin 
or  related  compounds  MEPROBAMATE 
Acute  intermittent  porphyria;  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  related  compounds,  e g carisoprodol, 
mebutamate.  or  carbromal 
WARNINGS:  ASPIRIN  Use  salicylates  with 
extreme  caution  in  patients  with  peptic 
ulcer,  asthma,  coagulation  abnormali- 
ties. hypoprothrombinemia.  vitamin  K 
deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons 
allergic  to  salicylates  may  result  in  life- 
threatening  allergic  episodes 
MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  depend- 
ence. and  abuse  have  occurred 
Chronic  intoxication  from  prolonged 
ingestion  of.  usually,  greater  than  recom- 
mended doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo,  Therefore, 
carefully  supervise  dose  and  amounts 
prescribed  and  avoid  prolonged  use. 
especially  in  alcoholics  and  others  with 
known  propensity  for  taking  excessive 
quantities  of  drugs  Sudden  withdrawal 
after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting 
symptoms,  e g anxiety,  anorexia,  or  in- 
somnia. or  withdrawal  reactions,  e g . 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing. confusional  states,  hallucinosis  and 
rarely,  convulsive  seizures.  Such  seizures 
are  more  likely  in  persons  with  CNS  dam- 
age or  preexistent  or  latent  convulsive 
disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after 
discontinuation,  symptoms  usually  cease 


within  next  12-to-48-hour  period  When 
excessive  dosage  has  continued  for 
weeks  or  months,  reduce  dosage  gradu- 
ally over  1 to  2 weeks  rather  than  stop 
abruptly  Alternatively,  a short-acting 
barbiturate  may  be  substituted,  then 
gradually  withdrawn 
POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  men- 
tal or  physical  abilities  required  for  po- 
tentially hazardous  tasks,  e g . driving  or 
operating  machinery 
ADDITIVE  EFFECTS  Since  CNS- 
suppressant  effects  of  meprobamate 
and  alcohol  or  meprobamate  and  other 
psychotropic  drugs  may  be  additive,  ex- 
ercise caution  with  patients  taking  more 
than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTA- 
TION An  Increased  risk  of  congenital 
malformations  associated  with  minor 
tranquilizers  (meprobamate,  chlordl- 
azepoxlde,  and  diazepam)  during  first 
trimester  of  pregnancy,  has  been  sug- 
gested In  several  studies  Because  use 
of  these  drugs  Is  rarely  a matter  of 
urgency,  their  use  during  this  period 
should  almost  always  be  avoided  The 
possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at 
lime  of  Institution  of  therapy  should  be 
considered.  Advise  patients  If  they  be- 
become  pregnant  during  therapy  or 
Intend  to  become  pregnant  to 
communicate  with  their  physicians 
about  desirability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental 
barrier  It  Is  present  both  In  umblllcal- 
cord  blood  at  or  near  maternal 
plasma  levels  and  In  breast  milk  of 
lactatlng  mothers  at  concentrations 
two  to  four  times  that  of  maternal 
plasma  When  use  of  meprobamate  Is 
contemplated  In  breastfeeding 
patients,  consider  the  drug's  higher 
concentrations  In  breast  milk  as  com- 
pared to  maternal  plasma  levels 
USAGE  IN  CHILDREN  Keep  preparations 
with  aspirin  out  of  reach  of  children 
Equagesic*-M  is  not  recommended  for 
patients  12  years  of  age  and  under 
PRECAUTIONS  ASPIRIN  Salicylates  an- 


tagonize uricosuric  activity  of  probene- 
cid and  sulfinpyrazone  Salicylates  are 
reported  to  enhance  hypoglycemic  ef- 
fect of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective 
dose,  particularly  in  elderly  and/or  debil- 
itated, to  preclude  over-sedation  Me- 
probamate is  metabolized  in  the  liver 
and  excreted  by  the  kidney,  to  avoid  ex- 
cess accumulation  exercise  caution  in  its 
use  in  patients  with  compromised  liver 
or  kidney  function  Meprobamate  occa- 
sionally may  precipitate  seizures  in  epi- 
leptic patients.  It  should  be  prescribed 
cautiously  and  in  small  quantities  to  pa- 
tients with  suicidal  tendencies 
ADVERSE  REACTIONS:  ASPIRIN  May 
cause  epigastric  discomfort,  nausea, 
and  vomiting  Hypersensitivity  reactions, 
including  urticaria,  angioneurotic 
edema,  purpura,  asthma,  and  anaphy- 
laxis may  rarely  occur  Patients  receiving 
large  doses  of  salicylates  may  develop 
tinnitus. 

MEPROBAMATE  CNS.  Drowsiness, 
ataxia,  dizziness,  slurred  speech,  head- 
ache. vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation, 
euphoria,  overstimulation,  paradoxical 
excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachy- 
cardia, various  forms  of  arrhythmia,  tran- 
sient ECG  changes,  syncope, 
hypotensive  crisis 

ALLERGIC  OR  IDIOSYNCRATIC  Milder  re- 
actions are  characterized  by  itchy,  urti- 
carial. or  erythematous  maculopapular 
rash,  generalized  or  confined  to  the 
groin  Other  reactions  include  leuko- 
penia. acute  nonthrombocytopenic  pur- 
pura. petechiae.  ecchymoses. 
eosmophilia.  peripheral  edema,  adeno- 
pathy. fever,  fixed  drug  eruption  with 
cross- reaction  to  carisoprodol.  and 
cross- sensitivity  between  meprobamate' 
mebutamate  and  meprobamate  car- 
bromal Rare,  more  severe  hypersensitiv- 
ity reactions  include  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm. 
oliguria,  and  anuria  Also  anaphylaxis, 
exfoliative  dermatitis,  stomatitis,  and 
proctitis  Stevens-Johnson  syndrome  and 


bullous  dermatitis  have  occurred 
HEMATOLOGIC  (SEE  ALSO  ‘ALLERGIC  OR 
IDIOSYNCRATIC’)  Agranulocytosis, 
aplastic  anemia  have  been  reported,  al- 
though no  causal  relationship  has  been 
established,  and  thrombocytopenic 
purpura 

OTHER  Exacerbation  of  porphyric 
symptoms 

DOSAGE  AND  ADMINISTRATION  Usual 
dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when 
tension  or  anxiety  is  present  Not  recom- 
mended for  patients  12  years  of  age  and 
under 

OVERDOSAGE:  Treatment  is  essentially 
symptomatic  and  supportive  Any  drug 
remaining  in  the  stomach  should  be 
removed  Induction  of  vomiting  or  gastric 
lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both 
aspirin  and  meprobamate  Aspirin  over- 
dosage produces  usual  symptoms  and 
signs  of  salicylate  intoxication  Observa- 
tion and  treatment  should  include  man- 
agement of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoac- 
idosis and  dehydration,  watching  for  evi- 
dence of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it 
occurs,  usually  requires  whole-blood 
transfusions.  Suicidal  attempts  with  me- 
probamate have  resulted  in  drowsiness, 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal 
The  following  data,  reported  in  the  litera- 
ture and  from  other  sources,  are  not 
expected  to  correlate  with  each  case 
(considering  factors  such  as  individual 
susceptibility  and  length  of  time  from 
ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  ov- 
erdose (meprobamate  alone)  Death 
has  been  reported  with  ingestion  of  as  lit- 
tle as  12  gram  meprobamate  and  sur- 
vival with  as  much  as  40  gram 
BLOOD  LEVELS 

0 5-2  0 mg  percent  represents  usual 
blood-level  range  after  therapeutic 
doses  The  level  may  occasionally  be  as 
high  as  3 0 mg  percent 
3-10  mg  percent  usually  corresponds  to 


findings  of  mild-to-moderate  symptoms 
of  overdosage,  such  as  stupor  or  light 
coma 

10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive 
treatment  Some  fatalities  occur 
At  levels  greater  than  20  mg  percent, 
more  fatalities  than  survivals  can  be 
expected 

Acute  combined  overdose  (meproba- 
mate with  other  psychotropic  drugs  or  al- 
cohol) Since  effects  can  be  additive, 
history  of  ingestion  of  a low  dose  of  me- 
probamate plus  any  of  these  compounds 
(or  of  a relatively  low  blood  or  tissue 
level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues 
rapidly  and  blood  pressure,  pulse,  and 
respiratory  rates  are  reduced  to  basal 
levels  Any  drug  remaining  in  stomach 
should  be  removed  and  symptomatic 
treatment  given  Should  respiration  or 
blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants, 
and  pressor  agents  should  be  adminis- 
tered cautiously  as  indicated  Diuresis, 
osmotic  (mannitol)  diuresis,  peritoneal 
dialysis,  and  hemodialysis  have  been 
used  successfully  in  removing  both  aspi- 
rin and  meprobamate  Alkalinization 
of  the  urine  increases  excretion  of  sali- 
cylates Careful  monitoring  of  urinary  out- 
put is  necessary,  and  caution  should  be 
taken  to  avoid  overhydration 
Relapse  and  death,  after  initial  recovery, 
have  been  attributed  to  incomplete  gas- 
tric emptying  and  delayed  absorption 
HOW  SUPPLIED  Bottles  of  50  scored 
tablets 
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The  Department  of  Family  Practice,  Medical  College  of  Wis- 
consin, is  recruiting  for  a half-time  faculty  position  at  a 12-resi- 
dent Family  Practice  Program.  A half-time  accompanying 
private  practice  opportunity  is  available.  Board  eligibility  or 
certification  is  required.  City  of  50,000  in  southeastern  Wis- 
consin, 20  miles  from  Milwaukee,  community  hospital  of  405 
beds  with  no  competing  residencies.  Faculty  rank,  salary,  and 
fringes  are  competitive.  Send  curriculum  vitae  and  references  to: 
Director,  Waukesha  Family  Practice  Residency  Training  Pro- 
gram, 434  Madison  St,  Waukesha,  Wis  53186.  The  Medical 
College  of  Wisconsin  is  an  equal  opportunity/affirmative  action 
employer.  5-6/83 

Neurologist,  Psychiatrist,  Orthopedist,  and  Internist 

needed,  (Board  eligible  or  board  certified),  for  part-time  diag- 
nostic outpatient  workups  in  Beloit,  Wisconsin.  No  calls,  no 
weekends,  or  long-term  treatment  involved.  Flexible  hours.  Send 
CV  to  Personnel,  Box  8320,  Chicago,  Illinois  60680.  p5-7/83 

Board  eligible/certified  Family  Practitioner  needed  at  Kiel, 
Wisconsin,  located  in  N/E  rural  Wisconsin.  Financial  assistance 
available  and  negotiable.  Fine  community,  recreation  activities, 
and  professional  atmosphere.  Eleven  miles  from  excellent  hos- 
pital facility.  Near  numerous  metropolitan  areas.  Contact  J 
Schumacher,  Admin,  Calumet  Memorial  Hospital,  Chilton,  Wis 
53014;  ph  414/849-2386.  p5-7/83 

Family  Physician  or  Internist  to  join  three-man  family  and 
general  practice  group  m the  heart  of  North  Central  Wisconsin 
vacationland.  First  year  guaranteed  salary.  Numerous  fringe 
benefits.  Clinic  across  from  hospital.  Send  CV  to:  O M Fran- 
cisco, MD,  221  E Washington  Ave,  Tomahawk,  Wis  54487;  ph 
715/453-2147.  5tfn/83 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 

tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  W1  53024.  6tfn/82 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621 . 1 ltfn/82 


La  Crosse— Neonatologist  needed  to  join  50-physi- 
cian multispecialty  clinic  with  four  pediatricians/one  neo- 
natologist. Will  be  co-director  of  14-bed,  Level  111,  Re- 
gional Infant  Intensive  Care  Unit  in  modern  350-bed  hos- 
pital immediately  adjacent  to  clinic.  CT  scanner  and  com- 
plete ultrasound  available.  Consultants  available  in 
neurosurgery,  pediatric  cardiology,  neurology,  and  sur- 
gery. Complete  transport  team  with  four  neonatal  nurse 
clinicians.  La  Crosse  is  a progressive,  family-oriented  city 
of  50,000  in  the  beautiful  Mississippi  River  Valley  with 
medical,  cultural,  educational,  and  recreational  oppor- 
tunities locally.  Contact  P S Shultz,  MD,  Medical  Direc- 
tor, Skemp-Grandview-La  Crosse  Clinic,  815  S 10th  St, 
La  Crosse,  Wis  54601 ; ph  608/782-9760.  5-7/83 


Immediate  opportunities  for  qualified  physicians  who  possess 
excellent  clinical  and  communication  skills  to  join  longstanding 
group  of  Emergency  Physicians.  Positions  available  in  a popular 
Wisconsin  area  bordering  Illinois.  If  interested,  send  resume  to 
Barbara  Wilczynski,  Medical  Emergency  Service  Associates 
(MESA),  SC,  15  S McHenry  Road,  Suite  2,  Buffalo  Grove,  IL 
60090  or  call  collect  312/459-7590.  6tfn/83 

Internist  wanted  to  associate  with  a Northern  Illinois  multi- 
specialty group.  This  eight  physician,  fee-for-service  practice  is 
based  in  a thriving  city  of  30,000  and  associated  with  a 250-bed 
community  hospital.  If  you  are  interested  in  further  details, 
please  forward  your  CV  and  a letter  outlining  your  income  re- 
quirements to  Dept  5 1 9 in  care  of  the  Journal . p6/83 

OB/GYN  to  assume  fee-for-service  practice  with  multispecialty 
group  in  Northern  Illinois.  Located  in  an  economically  stable 
area,  we  maintain  staff  privileges  at  a 250-bed  community  hos- 
pital and  receive  referrals  from  a population  base  of  120,000. 
Please  respond  with  CV  and  letter  indicating  practice  require- 
ments to  Dept  520  in  care  of  the  Journal.  p6/83 

Family  Practice  opportunity  to  join  a four-physician  family 
practice  group  in  south  central  Wisconsin  city  of  15,000.  Pleas- 
ant community  atmosphere  within  1-1  'A  hours  of  Madison  and 
Milwaukee.  Excellent  recreational  area.  First  year  guaranteed 
salary.  Contact:  Chad  Burchardt,  Business  Manager,  Medical 
Associates  of  Beaver  Dam,  SC,  1200  N Center  St,  Beaver  Dam, 
Wisconsin  53916;  tel:  414/887-7101.  6-8/83 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401 , or  call  collect  715/847-3351 . 6tfn/82 


US  Air  Force  Medical  Corps  currently  is  accepting  ap- 
plications for  physicians  in  the  following  specialties: 
Orthopedic,  Ear,  Nose  & Throat,  Obstetrics/Gyne- 
cology, General  Surgeons.  For  further  information,  call 
collect . MSGT  Charles  Brown  Jr,  4 1 4/258-2430.  5-6/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and  Endo- 
scopy. We  are  located  in  a fast  growing,  scenic,  lake 
country  area  between  Milwaukee  and  Madison  and  can 
offer  excellent  hospital,  schools,  and  recreational  facil- 
ities. Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/569-2300. 

10tfn/82-c3tfn/83 
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Occupational  Medicine.  Occupational  physician  for  a large 
multispecialty  group  in  beautiful  Milwaukee,  Wisconsin  area. 
New  facility  of  long-established  clinic.  Office  space  and  all 
equipment  supplied  by  group.  Pre-employment  exam,  diagnostic 
evaluations,  on-the-job  injury  treatment  for  more  than  750  Mil- 
waukee area  companies.  Challenging  position  with  great  future 
for  advancement.  Excellent  starting  salary  with  opportunity  to 
become  member  of  Service  Corporation  and  Building  Com- 
pany at  very  low  entry  fees.  Many  fine  benefits  including  liberal 
profit-sharing  plan.  Write  or  phone:  Administrator,  Medical- 
Surgical  Clinic,  SC,  2400  W Lincoln  Ave,  Milwaukee,  W1 
53215;  tel:  414/671-7000.  3-8V83 

Family  Practitioner  and  neurologist  needed  to  join  multi- 
specialty group  of  33  physicians  dedicated  to  primary  care  in 
East  Central  Wisconsin  community.  City  population  38,000, 
drawing  area  100,000.  Attractive  income  arrangements,  as- 
sociation membership  possible  after  one  year,  pension  and 
profit  sharing,  extensive  fringe  benefits.  Contact  R B Windsor, 
MD,  1011  North  8th  St,  Sheboygan  Wis  53081;  ph  414/457- 
4461.  3tfn/83 

Family  Physician  needed  to  join  one  family  practitioner, 
Board  certified,  and  one  board  certified  general  surgeon.  Com- 
munity medical  complex  includes  clinic  facilities,  42-bed  hospital 
and  40-bed  nursing  home.  Located  in  scenic  St  Croix  River 
Valley  45  miles  from  St  Paul-Minneapolis.  Excellent  salary, 
benefits,  and  ownership  potential.  Contact  Keith  Petersen, 
Administrator,  Simenstad  Medical  Clinic,  SC,  PO  Box  218, 
Osceola,  Wl  54020.  Tel:  715/294-2111.  4-6/83 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 


Family  Physician  Faculty  Positions.  Family  Physi- 
cian/Medical Director,  DeForest  Area  Medical  Clinic: 
Provide  leadership  for  clinical  activities  in  multidiscip- 
linary health  practice  near  Madison.  In-Patient  Family 
Physician.  Patient  care  and  teaching  in  Dept  of  Family 
Medicine  & Practice  in-patient  referral  service  at  UW 
Hospital.  Faculty  rank  and  salary  based  on  qualifica- 
tions. Contact:  James  D Warrick,  MD,  Director,  Family 
Medicine  Service,  E5-462  Clinical  Science  Center,  600 
Highland  Ave,  Madison,  Wl  53792;  ph  608/263-7682  or 
263-4550.  The  University  of  Wisconsin  is  an  Equal  Op- 
portunity/Affirmative Action  Employer.  6-7/83 


Two  Residency-Trained  Family  Physicians  are 

needed  to  expand  an  established  family  practice  in 
Tomah,  Wisconsin  (population  7,000).  The  current  phy- 
sician in  the  practice  (who  is  ABFP  certified)  wants  to 
reduce  his  high  patient  volume  and  incorporate  more 
elements  of  contemporary  family  medicine  into  the  prac- 
tice. The  principal  attributes  of  this  opportunity  are  good 
professinal  support,  an  attractive  and  equitable  compen- 
sation package,  good  prospects  for  further  recruitment, 
a viable  79-bed  local  hospital,  a growing  community, 
tremendous  recreational  resources,  and  a formal  associa- 
tion with  a 50-physician  multispecialty  group.  Practice 
family  medicine  the  way  you’ve  been  trained  and  with- 
out constraints  from  other  primary  care  specialists.  Con- 
tact P S Shultz,  MD,  Medical  Director,  Skemp-Grand- 
view-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse,  Wl 
54601 ; tel:  608/782-9760.  6-7/83 


Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  lltfn/82 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty  bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153  or  call  collect 
414/834-2201.  p4-7/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Family  Practice  Physicians.  St.  Joseph’s  Hospital,  a 567- 

bed  teaching  hospital,  is  seeking  interested  physicians  to  join 
medical  staff  and  to  discuss  practice  opportunities  within  the 
surrounding  area.  Community  hospital  specializing  in  obstet- 
rics, cardiovascular  and  oncology  care.  Contact  Dr  John  Grade, 
Chairman,  Dept  of  Family  Practice,  Medical  Staff  Office,  St 
Joseph’s  Hospital,  5000  West  Chambers  St,  Milwaukee,  Wl 
53210;  or  call  Diane  Otto,  Medical  Staff  Office,  at  414/447- 
2197.  5-7/83 

Emergency  Room  Physician.  Lakeland  Medical  Associates, 
Woodruff,  Wisconsin,  is  seeking  ER  director.  Must  be  ACLS 
and  BE/BC  in  either  FP,  1M,  ER,  or  general  surgery.  Duties 
include  ER  directorship  for  109-bed  hospital  and  regular  ER 
work.  Experience  preferred.  Competitive  salary  and  benefits. 
Contact  Raymond  J Sloan,  MD,  7 1 5 / 356 - 3292.  5-7/83 

Pediatrician  BE/BC  wanted  to  join  general  pediatrician  in  solo 
practice.  Write  Gene  Numsen,  MD,  1700  Clark  St,  Stevens 
Point,  Wis  54481;  or  call  (office)  715/341-1500  or  (home)  715/ 
341-3168.  5-8/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  5371 5 
Phone:  608/263-4095 

10/82;  1-6/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 
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PHYSICIANS  EXCHANGE  continued 


Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  26  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  WI  53406;  ph  414/886- 
5000.  4tfn/83 

General  Practitioner,  age  42,  looking  for  nonpatient  oppor- 
tunity. Experience  in  clinical  work,  pharmacology  research,  and 
administration.  Contact  Dept  518  in  care  of  the  Journal.  5/83* 

Family  Practitioner  to  function  primarily  in  Occupational 
Medicine  Department,  with  possibility  of  sharing  responsibilities 
in  other  departments  of  large  multispecialty  clinic  in  beautiful 
Milwaukee,  Wis.  New  facility  of  long-established  clinic.  Office 
space  and  all  equipment  supplied  by  group.  Preemployment 
exam,  diagnostic  evaluations,  on-the-job  injury  treatment  for 
more  than  750  Milwaukee  area  companies.  Challenging  position 
with  great  future  for  advancement.  Excellent  starting  salary  with 
opportunity  to  become  member  of  Service  Corporation  and 
Building  Company  at  very  low  entry  fees.  Many  fine  benefits  in- 
cluding liberal  profit-sharing  plan.  Write  or  phone:  Admin- 
istrator, Medical-Surgical  Clinic,  SC,  2400  West  Lincoln  Ave, 
Milwaukee,  Wis  53215;  tel  414/671-7000.  5-10/83 

Family  Practitioners,  two,  Wautoma,  Wisconsin.  In  the  heart 
of  Wisconsin’s  pine  forests  and  beautiful  crystal  clear  lakes,  a 
quiet  peaceful  community  is  waiting  for  you.  Duck  and  geese 
hunting,  fishing,  18-hole  golf  course,  recreational  boating  and 
swimming.  Vacant  clinic  next  to  hospital,  fully  equipped  and 
ready  to  move  into.  Financial  options  open.  Write  to  William  G 
Richards,  MD,  Memorial  Hospital,  Wautoma,  Wis  54982  or  call 
1-414/885-9231.  4-6/83 

OB/GYN  specialists.  Enjoy  the  security  of  group  practice  with 
the  freedom  of  independent  practice.  If  you  are  Board  certified 
or  Board  eligible  in  OB/GYN,  we  have  an  interesting  oppor- 
tunity for  you.  Two  specialists  are  needed  immediately  to  form 
an  independent  OB/GYN  practice  in  a very  desirable  Northern 
Wisconsin  community  with  a drawing  population  of  70,000. 
Active  practice  assured.  All  major  specialists  available  for  con- 
sultation. Business  and  technical  advice  will  be  provided.  Out- 
standing personal  benefit  programs  available.  Good  income  po- 
tential. New  35  million  dollar  hospital.  For  further  information 
write:  Administrator,  PO  Box  1646,  Wausau,  Wis  54401 . 6-8/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Existing  clinic  pharmacy  seeking  new  location  in  small 
clinic  or  medical  building.  Prefer  southern  Wisconsin.  Phone 
715/845-7594.  p5-6/83 


DOCTORS  PARK— SHOREWOOD 

Professional  office  for  lease.  Will  remodel,  8 parking 
stalls.  $850/month.  Call  John  Pinger. 

Realty,  Inc 
608/257-0111 

6/83 


Fully  equipped,  very  active,  long-established,  family  practice 
for  immediate  take  over.  Excellent  recreational,  hospital,  and 
civic  advantages.  Contact  C L Qualls,  MD,  711  Lakeshore  Dr, 
Beaver  Dam  Wl  53916;  tel:  414/885-6188.  p6/83 

Microdyne  high-voltage  galvanic  stimulator,  Intellect  model 
450,  complete  with  spot  electrode,  four-pad  hookup,  three 
Nylatex  wraps,  two  weight  bags.  Burton  electricator,  model 
4210.  Birtcher  hyfrecator.  Portable  oxygen  unit.  Ortho-Kinetic 
cushion-lift  chair.  Call  608/274-3846.  6/83 


MISCELLANEOUS 


Professional  Resume  Services,  1125  South  Cedar  Crest 
Boulevard,  Allentown,  Pennsylvania  18103.  We  provide  resume 
preparation  for  physicians.  Prompt  and  confidential.  All 
specialties.  Call  or  write  for  information.  Tel:  215/433-4112. 

g5-6/83 

Reception  Area  Aquariums.  Beautify  your  reception  area  or 
office  with  a relaxing  decorator  aquarium — many  styles  to 
choose  from — designed  even  for  small  areas.  Complete  mainte- 
nance service  available.  Lease  or  purchase  option.  Contact: 
Creative  Pet  Designs,  PO  Box  26172,  Milwaukee,  Wis  53226; 
ph  414/778-1999.  pl2/82;  ltfn/83 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous  serv- 
ice. Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905  . 6eom/83 


Entering  private  practice?  Build  your  practice  on  a 
solid  foundation  developed  by  professionals  with  the 
“hands  on”  method.  Office  layout  and  equipment,  bus- 
iness office  procedures,  personnel  training,  all  to  meet 
your  specific  needs.  PM  Central  Wisconsin,  715/845- 
8522.  6-7/83 


ANNOUNCEMENTS 


Nationwide  hotline  expands  search  for  organ  donors.  The 

nation’s  first  toll-free  telephone  number  for  physicians,  nurses, 
and  other  health  professionals  with  questions  about  a potential 
organ  donor  has  been  based  at  the  University  of  Pittsburgh.  The 
number  will  assist  health  professionals  by  providing  urgently 
needed  information  for  a donor  and  referring  the  caller  to  their 
local  procurement  organization. 

The  number,  restricted  to  doctors,  nurses,  and  other  health 
professionals,  is  800-24-DONOR.  The  number  operates  24 
hours-a-day,  365  days-a-year.  It  is  a service  of  the  North  Ameri- 
can Transplant  Coordinators  Organization  (NATCO)  and  part 
of  its  attempts  to  expand  efforts  to  match  available  organs 
with  those  people  waiting  for  a transplant.  NATCO  is  the  pro- 
fessional association  of  individuals  responsible  for  organ  pro- 
curement in  hospitals. 

According  to  Donald  W Denny,  director  of  organ  procure- 
ment for  the  University  of  Pittsburgh,  there  are  110  organ  pro- 
curement centers  in  this  country,  but  often  doctors  and  health 
professionals  don’t  know  who  to  contact  locally  when  a donor 
is  identified.  The  new  number  provides  information  on  the 
organ  needs  of  the  major  transplant  institutions  in  this  country 
and  Canada.  It  includes  information  on  kidneys,  hearts,  livers, 
lungs,  pancreases,  and  heart/lungs.  Wisconsin  physicians  may 
also  refer  to  the  WMJ’s  Blue  Book  issue  published  in  May  for 
local  information  on  organ/body  donation.  ■ 
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MeetirwCME  Gourdes 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50c  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


JULY  15-16,  1983:  Wisconsin  Society  of  Obstetrics  & Gyn- 
ecology Annual  Meeting,  American  Club,  Kohler.  Info:  J W 
Utrie,  MD,  Secretary-Treasurer,  Wisconsin  Society  of  Obstetrics 
& Gynecology,  1821  South  Webster  Ave,  Green  Bay,  W1  54301. 

g3-6/83 

AUGUST  5-6,  1983:  6th  Annual  Sports  Medicine  Symposium, 
Waunakee  (Wis)  High  School.  Sponsored  by  Wisconsin  Uni- 
versity Continuing  Medical  Education;  Sports  Medicine  Section, 
Division  of  Orthopedic  Surgery,  Medical  School,  University  of 
Wisconsin;  Waunakee  School  System.  Credit:  AMA  category  I, 
AOA,  AAFP,  CEUs,  NATA— all  13  hours.  Info:  Sarah  Aslak- 
son,  465B  WARF,  610  Walnut,  Madison,  Wis  53705;  ph  608/ 
263-2856.  6/83 

AUGUST  18-20,  1983:  Medical  Advances  Affecting  the  Pri- 
mary Physician,  3rd  Annual  Green  Lake  Conference,  Heidel 
House  Resort  and  Conference  Center,  Green  Lake.  This  pro- 
gram has  been  approved  for  14  Category  I credit  hours.  For 
more  information  contact  Linda  E Nevers,  Berlin  Memorial 
Hospital,  225  Memorial  Dr,  Berlin,  W1  54923;  ph  414/361-1313, 
ext  583.  6-7/83 

SEPTEMBER  9-10,  1983:  Wisconsin  Surgical  Society,  Pioneer 
Inn,  Oshkosh.  g2-8/83 

SEPTEMBER  9-11,  1983:  Wisconsin  Society  of  Anesthe- 
siologists, 36th  Fall  Scientific  Meeting,  Paper  Valley  Hotel, 
Appleton.  g6-8/83 


UPCOMING  CONTINUING 
MEDICAL  EDUCATION  CONFERENCES 

Sponsored  by  Marshfield  Clinic 

July  27-30,  1983:  Medical/Surgical  Summer  Con- 
ference, Olympia  Resort  and  Spa,  Oconomowoc,  Wis. 
Sept  30-Oct  1,  1983:  Wisconsin  Heart  Association’s 
Advanced  Cardiac  Life  Support  Course,  Marshfield, 
Wis. 

Oct  20,  1983:  The  Veterinarian  and  The  Physician  on 
Common  Ground,  Marshfield,  Wis. 

Jan  18-20, 1984:  Clinical  Cancer  Conference,  Telemark 
Lodge,  Cable,  Wis. 

For  further  information  concerning  these  or  other  edu- 
cational opportunities  available  from  Marshfield  Clinic, 
please  contact  Office  of  Medical  Education,  Marshfield 
Clinic,  1000  N Oak  Ave,  Marshfield,  Wis  54449;  ph 
715/387-5207.  p5-6/83 


SEPTEMBER  12-13,  1983:  Wisconsin  Chapter:  American 
College  of  Emergency  Physicians  held  jointly  with  Emergency 
Department  Nurses  Association,  Sheraton  Inn,  Madison. 

g6-8/83 

SEPTEMBER  15-17,  1983:  Annual  Meeting  of  the  Wisconsin 
Society  of  Internal  Medicine,  at  the  Abbey  on  Lake  Geneva. 
Info:  Kim  Marggraf,  Executive  Director,  WSIM,  61 1 East 
Wells  St,  Milwaukee,  Wis  53202  (phone:  414/276-6445).  g2/83 

SEPTEMBER  23-24,  1983:  Wisconsin  Society  of  Pathologists, 
Radisson  Hotel,  La  Crosse.  g6-8/83 

SEPTEMBER  29-30,  1983:  Wisconsin  Otolaryngological  So- 
ciety, American  Club,  Kohler.  g5-8/83 

OCTOBER  6-8,  1983:  2nd  International  Electrophysiologic 
Basis  for  Diagnosis  and  Management  of  Cardiac  Arrhythmias. 
Performing  Arts  Center,  Milwaukee.  Sponsored  by  Mount  Sinai 
Medical  Center;  Milwaukee  and  University  of  Wisconsin-Exten- 
sion  Continuing  Medical  Education.  Update  of  current  diagnos- 
tic and  therapeutic  approaches — presented  by  internationally 
recognized  authorities.  18  hours  AMA  Category  I credit  and 
UW,  Extension  CEH’s.  Contact:  Sarah  Aslakson,  Continuing 
Medical  Education,  610  Walnut  St,  Madison,  WI  53705;  ph  608/ 
263-2856.  6,8,9/83 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1983-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 
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WISCONSIN  continued 


SEPTEMBER  30-OCTOBER  1,  1983:  Wisconsin  Heart  As- 
sociation’s Advanced  Cardiac  Life  Support  Course,  Marshfield. 
Info:  Office  of  Medical  Education,  Marshfield  Clinic,  1000  N 
Oak  Ave,  Marshfield,  Wis  54449;  ph  715/387-5207.  g5-8/83 

OCTOBER  8,  1983:  Wisconsin  Society  of  Radiation  Oncolo- 
gists/Wisconsin Radiological  Society  Joint  Meeting,  Sheraton 
Inn,  Madison.  g2-9/83 

OCTOBER  15-16,  1983:  Wisconsin  Allergy  Society,  American 
Club,  Kohler.  ' g2-9/83 

OCTOBER  19-22,  1983:  La  Crosse  Health  and  Sports  Science 
Symposium,  in  La  Crosse.  A 59-member  symposium  faculty 
comprised  of  nationally  reknowned  speakers  from  throughout 
the  United  States.  Featured  keynote  speakers  include: 
Kenneth  Cooper,  MD,  founder  and  director  of  The  Aerobics 
Center;  Irving  Dardik,  MD,  chairman  of  the  United  States 
Olympic  Committee  Sports  Medicine  Council;  Bertram  Zarins, 
MD,  head  physician  for  the  US  Olympic  Team  for  the  1984 
Winter  Olympic  Games;  William  Clancy,  MD,  orthopaedic 
surgeon  and  head  team  physician  for  the  University  of  Wis- 
consin-Madison  athletic  teams;  L Kent  Smith,  MD,  director  of 
preventive  medicine  and  cardiovascular  programs  at  the  Arizona 
Heart  Institute;  William  Castelli,  MD,  medical  director  of  the 
Framingham  Heart  Study  and  preventative  medicine  lecturer  at 
Harvard  Medical  School.  Inquiries:  La  Crosse  Exercise  Pro- 
gram, Mitchell  Hall,  UW-La  Crosse,  La  Crosse,  WI  54601; 
ph  608/785-8686.  6/83 

OCTOBER  20,  1983:  The  Veterinarian  and  The  Physician  on 
Common  Ground,  Marshfield.  Info:  Office  of  Medical  Educa- 


tion, Marshfield  Clinic,  1000  N Oak  Ave,  Marshfield,  Wis 

54449;  ph  715/387-5207.  g5-9/83 

OCTOBER  28-30, 1983:  Wisconsin  Neurological  Society,  Paper 
Valley  Hotel,  Appleton.  6-9/83 

NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2- 10/83 


OTHERS 


JULY  14-18  1983  (Missouri):  Eighth  Annual  Convention  of 
the  American  College  of  International  Physicians,  Inc,  at  the 
Henry  VIII  Inn  and  Lodge,  located  at  Bridgeton,  Missouri. 
Site  is  two  miles  from  Lambert  International  Airport  which 
serves  St  Louis.  ACIP  was  organized  in  1975  as  a nonprofit 
participatory  Fellowship  for  physicians  educated  in  medical 
schools  abroad  who  are  now  practicing  in  the  United  States. 
Category  1 CME  credits  will  be  given  to  those  attending.  Further 
info:  ACIP,  3030  Lake  Ave,  Fort  Wayne,  Ind  46805;  ph  219/ 
424-7414.  g5-6/83 

OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy,  at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St,  Minneapolis,  MN  55416;  telephone  612/927-3091 . g 1 -9/83 

OCTOBER  23-27,  1983:  (Illinois):  49th  Annual  Scientific  As- 
sembly, American  College  of  Chest  Physicians,  at  Hyatt 
Regency  Hotel,  Illinois  Center,  Chicago,  IL.  Info:  Dept  of 
Education,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  IL  60068.  g4/83 


The  American  Society  for  Parenteral  and  Enteral  Nutrition 

presents 

AN  ADVANCED  POSTGRADUATE  COURSE 

"CONTROVERSIES 
IN  CONTEMPORARY 
CLINICAL  NUTRITION” 

SEPTEMBER  20-21,1983,  HOTEL  CONTINENTAL,  CHICAGO,  IL. 


The  course  offers  an  advanced 
program  for  physicians,  pharmacists, 
nurses  and  dietitians  who  already  have 
a working  knowledge  of  the  basic 
concept  of  nutritional  therapy,  and  are 
involved  in  the  delivery  of  special 
nutritional  support  both  in  hospitals 
and  at  home.  The  program  will  include 
lectures,  panel  discussions,  workshops 
and  case  presentations  which  will 
address  issues  of  controversy  in 
contemporary  nutritional  support. 


The  subjects  to  be  discussed  will  include: 

• alternative  energy  sources 

• nitrogen  requirements 

• special  amino  acid  formulations 

• assessment  of  nutritional  benefits 

• cost  effectiveness  of 
nutritional  support 

Recent  advances  in  techniques  of  intra- 
venous and  enteral  nutrition  for  specific 
disease  processes  will  also  be  presented. 


A.S.P.E.N.  is  approved  as  a provider  of  programs  offering  continuing  education 
credits  to  physicians,  pharmacists,  nurses,  and  dietitians. 


d&rai 

1025  Vermont  Ave.,  N.W. 
Washington,  D.C.  20005 
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CITY STATE 


AMA 


DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii. ■ 


Child  Health  Conference 

Cosponsored  by  the  AMA  and  the 
Illinois  State  Medical  Society 

September  10-11, 1983/Chicago 

Chicago  Hyatt  Regency  Hotel 

A national  conference  entitled  “Impact  of  Lifestyles  on 
Child  and  Adolescent  Health  Problems,”  scheduled  to 
begin  at  8:30  am,  Saturday,  September  10,  will  examine 
dietary  patterns,  planned  parenthood,  sexual  exploita- 
tion, technological  impacts  and  violence  in  the  lives  of 
young  persons.  Conference  will  close  at  5:00  pm,  Sunday, 
September  1 1 . Those  planning  to  attend  are  asked  to 
notify  Michael  Cherskov  at  the  AMA  by  phone  (312/751- 
5458)  or  write  to:  535  North  Dearborn  St,  Chicago, 
III  60610. 
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WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983 

Wisconsin  Society  of  Obstetrics  & Gynecology  Annual 
Meeting,  July  15-16,  1983,  American  Club,  Kohler 

Wisconsin  Surgical  Society,  Sept  9-10,  1983,  Pioneer  Inn, 
Oshkosh 

Wisconsin  Society  of  Anesthesiologists,  Sept  9-11,  1983, 
Paper  Valley  Hotel,  Appleton 

Madison  Society  of  Anesthesiologists  (cosponsored  by 
Wisconsin  Society  of  Anesthesiologists),  1st  Tuesday  of 
each  month  from  Oct  1983  to  May  1984,  Sheraton, 

ir!Z 

Madison 

juk  gUtunQyi-W 

Wisconsin  Chapter:  American  College  of  Emergency 
Physicians,  Sept  12-13,  1983,  Sheraton  Inn,  Madison 

Jf  MPUN 

CENTER 

TEST  PREPARATION 
SPECIALISTS  SINCE  1938 

Classes  beginning  in 
June  and  July  for  Fall  Exams 

Wisconsin  Society  of  Internal  Medicine  & Wisconsin 
Chapter:  American  College  of  Physicians,  Sept  15-17, 
1983,  The  Abbey,  Lake  Geneva 

Wisconsin  Society  of  Pathologists,  Sept  23-24,  1983, 
Radisson  Hotel,  La  Crosse 

Wisconsin  Otolaryngological  Society,  Sept  29-30,  1983, 
Olympia  Village,  Oconomowoc 

Wisconsin  Society  of  Radiation  Oncologists/ Wiscon- 
sin Radiological  Society  joint  meeting,  Oct  8,  1983, 
Sheraton  Inn,  Madison 

Call  Days,  Eves  & Weekends 

(608) 255-0575 

Wisconsin  Allergy  Society,  Oct  15-16,  1983,  American 

550  State  St.* Madison 

Club,  Kohler 

(414)277-9990 

Wisconsin  Neurological  Society,  Oct  28-30,  1983,  Paper 

152  W.  Wisconsin*Milwaukee 

Valley  Hotel,  Appleton 

For  Information  About  Other  Centers 

Wisconsin  Orthopedic  Society,  Nov  4,  1983,  Paper  Valley 

CALL  TOLL  FREE 
800-223-1782 

Hotel,  Appleton 
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ANNOUNCEMENTS 


Treatment  of  hypertriglyceridemia.  An  NIH  Consensus  De- 
velopment Conference,  Sept  27-29,  1983,  at  Masur  Auditorium, 
Warren  Grant  Magnuson  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland,  sponsored  by  the  National 
Heart,  Lung,  and  Blood  Institute  and  the  NIH  Office  for  Med- 
ical Applications  of  Research.  Discussion  will  center  on  ques- 
tions as  to  the  evidence  associating  hypertriglyceridemia  with  dis- 
ease, which  patients  should  be  considered  for  therapy,  guidelines 
for  dietary  and  drug  therapy  and  what  these  means  of  treatment 
can  achieve  in  hypertriglyceridemic  patients,  and  suggestions  for 
the  direction  of  future  research.  The  consensus  conference  will 
bring  together  researchers,  medical  specialists,  clinicians,  and 
representatives  of  other  interested  groups.  Following  two  days  of 
presentations  by  medical  experts  and  discussion  by  the  audience, 
a Consensus  Panel  will  weigh  the  scientific  evidence  and  formu- 
late a draft  statement  in  response  to  several  key  questions: 

— What  is  hypertriglyceridemia? 

— What  is  the  evidence  that  hypertriglyceridemia  is  associated 
with  disease? 

— What  patients  with  hypertriglyceridemia  are  candidates  for 
therapy? 

—What  can  be  achieved  with  dietary  and  other  therapies? 

— What  should  be  guidelines  for  dietary  and  drug  therapy? 

— What  should  be  the  direction  of  future  research? 

To  register  to  attend  the  conference,  contact  Mr  Peter  Murphy, 
Prospect  Associates,  2115  East  Jefferson  St,  Suite  401,  Rock- 
ville, Maryland  20852;  telephone  (301)  468-6555.  g5-8/83 


CARE  FOR  YOUR 
COUNTRY 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  ( 
interesting  medical  projects' 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You'll  also  attend  funded 
continuing  medical  education  pro- 
grams You  will  all  share  the  bond  of  1 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

CAPTAIN  LARRY  J MATTHEWS 
COLLECT:  (312)  926-3273 


THE  WISCONSIN  POISON 
CONTROL  PROGRAM  NETWORK 

It  is  a health  service  that  provides  standardized 
poison  management  information  and  treatment  to 
both  medical  professionals  and  the  general  public 
through  a network  of  regional  and  satellite  centers. 

Each  center  is  staffed  by  specially  trained  poison 
information  professionals  available  to  answer  tele- 
phone inquiries  24  hours  a day,  seven  days  a week. 
Telecopying  equipment  enables  the  staff  to  make 
immediate  contact  with  national  headquarters  in 
Pittsburgh  when  additional  information  or  re- 
search is  needed  on  difficult  cases  of  ingestion. 

The  centers: 

• recommend  treatment  procedures  to  physicians 
and  to  the  public  in  poison  emergencies. 

• maintain  a record  of  calls  received,  treatment 
advised  or  given  and  disposition  of  the  case. 

• report  certain  poison  incidents  to  the  Division 
of  Health. 

The  two  regional  centers  are: 
Milwaukee  Poison  Center 
Milwaukee  Children's  Hospital 

1700  W Wisconsin  Avenue 
Milwaukee.  WI  53233 
Tel  414/931-4114 

Poison  Center  — Madison  Area 
University  Hospitals 

600  Highland  Avenue 
Madison,  WI  53792 
Tel  608/262-3702 

The  three  satellite  centers  are: 

Eau  Claire  Poison  Center 
Luther  Hospital 

310  Chestnut  Street 
Eau  Claire,  WI  54701 
Tel  715/835-1515 

Green  Bay  Poison  Center 
St  Vincent  Hospital 

835  So  Van  Buren  St 
Green  Bay,  WI  54305 
Tel  414/433-8100 

LaCrosse  Poison  Center 
St  Francis  Hospital 

709  South  10th  Street 
LaCrosse,  WI  54601 
Tel  608/784-3971 

In  addition,  other  small  poison  control  centers  in 
many  other  hospitals  may  have  direct  contact 
with  a regional  or  satellite  center  to  receive  as- 
sistance as  a “member  center”  of  the  network. 

This  information  provided  by  the 

WISCONSIN  DEPARTMENT  OF  HEALTH 
AND  SOCIAL  SERVICES 
DIVISION  OF  HEALTH 

PO  Box  309  Madison,  Wis  53701 
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Ne/^  Yxj  Can  Uge 

By  EARL  THAYER,  Secretary/BERNIE  MARONEY.  Assistant  Secretary 


FOR  CANCER  MESSAGES  USE  THE  TOLL-FREE  NUMBER.  The  Wisconsin  Cancer  Information  Service 
(CIS)  has  a new,  easy  to  remember  toll-free  number — 1 -800-4-CANCER.  The  service,  located  in  Madison, 
now  has  the  same  easily-recalled  number  as  the  20  other  CIS  offices  across  the  country,  allowing  callers 
to  pass  it  on  to  out-of-state  friends  and  relatives  who  will  automatically  be  connected  to  the  CIS  office  serv- 
ing their  area.  The  Wisconsin  office,  established  in  1974  by  the  University  of  Wisconsin  Clinical  Cancer 
Center,  was  the  first  of  its  kind.  The  goal  was  to  enable  people  to  have  immediate  access  to  the  latest  infor- 
mation on  the  subject  of  cancer.  Since  that  time  the  staff  of  the  Wisconsin  service  has  handled  over  35,000 
calls.  The  service’s  experienced  counselors  are  equipped  to  answer  a variety  of  questions  pertaining  to  cancer 
and  to  provide  emotional  support  to  patients  and  concerned  family  and  friends.  The  CIS  serves  as  a central 
source  for  referral  to  local  service  programs  and  as  a contact  point  for  information  about  the  latest  in  cancer 
prevention,  detection,  treatment,  and  research.  In  addition  to  providing  assistance  over  the  telephone,  the 
CIS  office  provides  free  printed  materials  on  subjects  ranging  from  types  of  cancer  and  treatments  to  advice 
on  how  to  talk  with  family  and  friends  who  have  cancer.  The  Wisconsin  CIS  belongs  to  a network  of  offices 
funded  by  the  National  Cancer  Institute.  Since  the  national  program  began,  CIS  counselors  have  handled 
over  a million  calls.  Included  in  the  network  are  21  regional  offices  serving  65  percent  of  the  nation’s  popu- 
lation from  major  cancer  centers  across  the  country. 


PHYSICIANS  MAY  DELEGATE  RX  WRITING  TO  RNs.  The  Medical  Examining  Board  has  declared  that 
it  is  acceptable  for  RNs  under  the  supervision  of  a physician  to  write  a prescription.  When  a physician  wishes 
to  delegate  such  authority  to  the  nurse,  the  Board  indicates  that  the  key  factor  was  “supervision,”  which  it 
defines  to  include:  (A)  initial  evaluation  of  the  extent  to  which  the  medical  act  may  be  appropriately  dele- 
gated and  such  delegation  appropriately  accepted;  (B)  prospective  direction  and  control  over  rendition  of 
the  delegated  medical  act,  either  by  direct  consultation  or,  when  appropriate,  by  protocol  or  standing  by; 
and  (C)  retrospective  review  and  written  confirmation  of  the  medication  order.  The  Board  has  further 
directed  its  legal  counsel  to  develop  a Board  position  applying  the  same  principles  of  supervision  to  prescrib- 
ing by  physician’s  assistants. 


PMIs  FOR  YOUR  PATIENTS.  The  AMA’s  Patient  Medication  Instruction  Program  (PMI),  which  began  last 
October,  is  still  available  for  Wisconsin  physicians.  The  PMI  program  is  a series  of  instructional  leaflets 
containing  valuable  information  on  drugs.  The  program  is  an  alternative  to  the  Federal  Food  & Drug 
Administration’s  proposed  mandatory  PMI  program.  Its  goal  is  to  help  patients  understand  why  drugs 
are  prescribed,  thereby  enhancing  the  likelihood  of  compliance  and  improving  the  effectiveness  of  therapy. 
Forty-nine  PMI  sheets  are  currently  in  use.  The  AM  A reports  16,000  orders  for  more  than  200,000  pads. 
Physicians  who  would  like  to  request  samples  or  order  blanks  should  write  to:  AMA  Order  Dept,  PMI 
Program,  535  North  Dearborn  Street,  Chicago,  IL  60610. 


UCR  BROCHURES  POPULAR.  The  SMS  Communications  Dept  reports  that  more  than  250,000  copies  of 
the  Society’s  brochure  “Putting  the  UCR  Fee  Puzzle  Together”  have  been  ordered  by  physicians’  offices. 
The  brochure  explains  what  “usual,  customary  and  reasonable”  means,  how  misunderstandings  concerning 
it  can  be  avoided,  and  how  problems  can  be  resolved  when  they  occur.  SMS  members  are  entitled  to  receive 
their  first  200  copies  free.  Additional  copies  are  available  at  a cost  of  $4.00  per  100  and  a $3.00  handling 
fee,  plus  5%  state  sales  tax.  Contact  the  SMS  Communications  Dept,  PO  Box  1 109,  Madison,  WI  53701 . 


REFERENCE  LIST  AVAILABLE  ON  ‘AIDS’.  A medical  literature  reference  list  covering  Acquired  Immune 
Deficiency  Syndrome,  commonly  known  as  AIDS,  is  presently  being  offered  by  the  Archive  Committee  of 
the  AIDS  Project/Los  Angeles,  a nonprofit  organization  formed  to  educate  the  community  about  the 
disease  in  Southern  California.  The  reference  list  covers  most  US  medical  journals  and  some  journals  pub- 
lished abroad  during  the  1979-82  period.  The  list  is  available  free  of  charge  to  physicians  and  other  con- 
cerned professionals.  To  receive  a copy  of  the  list,  write:  AIDS  Project/Los  Angeles,  937  N Cole  Avenue, 
Suite  3,  Los  Angeles,  CA  90038;  or  phone:  213/871  - 1284. ■ 
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Contemporary  HypnoticTherapy 

Dalmane  • [flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights  .2 

•Seldom  produces  morning  hangover.2 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 4 " 


VSSk 


15-mg/30-mg  capsules 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Copyright  © 1983  by  Roche  Products  Inc  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 


Dalmane*® 

flurazepam  HCI/Roche 


The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 
Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 
During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971.  4.  Kales  A el  al:  JAMA  24/1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/ : 1039-1041 , Sep  15,  1978.  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4: 1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and-sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975  13.  Data  on  file,  Hoffmann-La  Roche  Inc 
Nutley,  NJ. 


Dalmane  s © 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e  g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Important  products 
from  Dista 


Nalfon 

fenoprofen  calcium 


600-mg*  Tablets 
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The  physician  as  an  expert  witness 


AUG2 * * * * * * * * 11  1983 


Shakespeare’S  “Sweet  are  the  uses  of  adversity 
...”  applies  about  as  much  to  the  learning  process 
experienced  by  the  physician  as  an  expert  witness  as 
to  other  experiences  in  most  human  lives.  Although 
not  designed  as  ordeals,  episodes  of  testimony  in 
court  as  an  expert  witness  are  sometimes  disturbing 
and  unsettling,  but  at  times  also  diverting  and  in- 
structive. After  sufficient  experience,  one  learns  a 
few  useful  techniques  which  make  such  testimony 
less  frustrating  and  can  make  it  almost  enjoyable. 
I want  to  write  of  some  of  the  attitudes  and  tech- 
niques I have  learned  in  several  years  of  frequent 
court  room  appearances  as  an  expert  witness.  (Please 
note:  I am  speaking  only  of  testimony  as  an  expert 
witness;  other  situations  have  different  caveats  and 
requirements.) 

1. 1 must  echo  Polonius  in  Hamlet : “This  above  all, 
to  thine  own  self  be  true  ...”  If  you  are  not 
thoroughly  qualified,  for  example,  to  testify  on  the 
“nesting  habits  of  Patagonian  birds,”  don’t  pretend 
to  be!  And,  say  clearly  that  you  are  not  qualified 
to  testify  if  asked  while  on  the  witness  stand.  Ad- 
verse counsel  thrives  on  the  thin  allegations  of  com- 
petence by  witnesses  whose  statements  are  frequently 
easily  demolished.  If  you  don’t  know,  say  you  don’t 
know,  and  maintain  it,  until  questions  take  a dif- 
ferent tack.  Don’t  pretend  to  an  accuracy  that  your 
counsel  may  be  happy  over,  but  which  mature 
thought  will  show  cannot  withstand  hostile  question- 
ing by  the  “other”  side.  You  will  not  like  the  “hot 
seat!” 

2.  Answer  just  what  you’re  asked — don’t  be  gar- 
rulous, and  don’t  volunteer  anything  unless  spe- 

cifically asked  to  explain  or  expand  upon  something. 

Be  prepared  to  grade  your  answers.  Are  you  willing 

to  testify  to  a reasonable  certainty  (generally  re- 

quired in  criminal  cases),  or  to  a reasonable  proba- 

bility (which  usually  is  the  standard  in  civil  sections)? 

Know  the  limits  and  applicability  of  the  terms  and 

be  ready  to  define  certainty  versus  probability  versus 

possibility.  Also,  understand  that  if  you  can  testify 

only  to  a possibility , many  jurisdictions  will  consider 


this  speculation,  facilitating  the  “move  to  strike”  by 
opposing  counsel.  It  really  does  little  good  to  be 
eloquent,  impressive,  and  clever  if  your  opinions  are 
easily  demolished  upon  cross-examination. 

3.  The  mention  of  cross-examination  stirs  dread  in 
the  minds  of  some.  It  need  not  if  your  positions 

are  sound  and  clear,  and  if  you  can  think  “on  the 
run”  as  you  testify.  A good  memory  helps,  too.  It 
is  the  stock-in-trade  (especially  in  cross-examination) 
of  some  attorneys  to  ask  about  the  same  question 
in  several  different  ways,  to  see  if  the  answers  are 
consistent.  If  you  cannot  remember  how  you  an- 
swered a question  when  almost  the  same  question 
comes  back  at  you,  you  can  expect  some  difficulties. 
A mental  outline  of  the  principal  points  in  your  tes- 
timony (as  well  as  careful  review  of  the  material  you 
will  use,  and  pre-appearance  review  of  your  testi- 
mony with  the  attorney  who  called  you)  will  help 
prevent  confusion  and  possible  embarassment. 

4.  Don’t  be  distressed  if  some  things  about  your  tes- 
timony are  not  known,  no  matter  how  long  you 

testify,  or  if  points  of  the  situation  remain  obscure 
at  the  end  of  your  testimony.  You  cannot  know  all 
the  answers  and  should  not  allow  yourself  to  be 
baited  with  suggestions  that  sound  glib  and  plaus- 
ible, but  that  may  be  rooted  in  the  tactics  of  the 
adversarial  process.  Be  careful  of  “casual  conversa- 
tions” with  the  “other  lawyers.”  Say  nothing  to 
them!  They  are  “trapping”  you. 

5.  Take  no  notes  or  documents  to  court  that  you  are 
unwilling  to  have  taken  up  by  the  court,  on  de- 
mand, and  made  an  exhibit  in  the  case.  Make  sure 
that  any  files  you  take  to  court  have  copies  some- 
where else  because  they  may  become  court  records. 

6.  Keep  your  temper  on  the  witness  stand — the  angry 
witness  is  an  ineffective  witness.  You  must  dis- 
cipline yourself  not  to  be  angered  by  provocative, 
or  irritating,  or  merely  fatuous  questions  from  coun- 
sel. 
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7.  Make  sure  you  understand  a question  before  you 
answer  it.  If  it  is  contradictory  or  too  long,  say 

that  you  cannot  answer  it  without  dividing  it  up.  If 
counsel  moves  to  “strike  your  answer  as  non-re- 
sponsive,”  ask  the  judge  to  direct  clarification,  so 
you  “will  not  mislead  the  jury  or  the  court.”  Get 
the  question  “reduced  to  lowest  terms.”  Answer  just 
that. 

8.  Speak  to  the  jury  or  the  judge,  not  to  the  attor- 
neys. Watch  the  faces  of  the  jurors — you  will 

learn  to  tell  whether  they  understand  or  not.  If  not, 
ask  for  permission  to  explain  your  answer.  You  will 
also  learn  to  judge  from  the  jurors’  faces  their  opin- 
ions of  your  testimony,  of  the  activities  of  counsel, 
etc. 
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Editorials 


WAYNE  J BOULANGER,  MD,  Editorial  Director 


Official  positions  of  the  Society  will  be  expressly  identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society 


The  SMS  and  litigation 

Two  related  items  on  the  agenda  of  the  Board  of 
Directors  meeting  May  21,  1983  stimulated  pro- 
longed discussion  and  soul  searching.  The  decisions 
made  will  undoubtedly  displease  at  least  two  seg- 
ments of  the  membership  and  may  influence  Board 
deliberations  in  the  future. 

At  issue  were  two  requests  for  funding  of  litiga- 
tion. One  was  an  application  by  the  Wisconsin  Psy- 
chiatric Association  for  continued  support  in  its 
“gatekeeper  suit”  against  the  DHSS;  the  other  was 
a plea  for  an  estimated  $20,000  grant  to  assist  a 
group  of  Dane  County  physicians  and  one  psy- 
chologist (Dane  County  Licensed  Health  Care  Pro- 
fessionals), in  their  suit  against  Blue  Cross-Blue 
Shield  United.  The  suit  claims  unlawful  exclusion  of 
these  healthcare  providers  from  participation  in  the 
Madison  Compcare  program,  an  HMO. 

The  Board  of  Directors  chose  not  to  commit  SMS 
funds  to  either  venture. 

The  gatekeeper  suit  is  old  news,  and  the  SMS  has 
already  spent  a lot  of  money  in  that  litigation.  The 
consensus  was  that  there  was  little  further  to  be 
gained  by  going  on. 

On  the  other  hand,  the  Dane  County  suit  may 
become  moot  if  the  defendant  is  able  to  bring  about 
a change  in  Wisconsin  law,  and  probably  some 
members  of  the  Board  voted  with  that  in  mind.  An- 
other factor  among  Dane  County  physicians  was  the 
polarization  which  the  Blue  Cross  tactics  have 
caused.  (Needless  to  say,  those  on  the  inside  view  the 
problem  differently  from  those  physicians  who  have 
been  excluded,  and  the  Society  really  can’t  win  in 
that  sort  of  a situation.) 

Objectively  viewed,  however,  the  real  question  is 
not  whether  the  SMS  can  afford  to  become  em- 
broiled in  litigation  involving  small  segments  of  its 
membership,  but  whether  it  has  the  right  to  take 
sides  in  an  argument  which  numbers  its  members  on 
both  sides  of  the  conflict. 

The  Dane  County  litigants  were  disappointed  with 
the  Board’s  decision,  of  course,  and  one  of  the 
group  brought  up  the  point  that  his  continued  mem- 
bership in  the  Society  might  be  based  on  whether  or 
not  the  Society  provided  financial  support. 

The  Board  made  the  correct  decision. 

As  competition  among  physicians  increases  in 
Wisconsin,  there  are  bound  to  be  many  more  dis- 
putes over  turf.  It  is  hoped  that  most  of  these  argu- 
ments can  be  settled  out  of  court,  but  given  the  cur- 
rent litigation-oriented  climate,  that  hope  is  probably 
ill-founded.  The  Medical  Society  has  many  re- 
sources other  than  its  treasury  to  offer  the  com- 


batants. Perhaps  if  in  the  future  when  disputes  arise, 
the  Board  could  become  involved  earlier,  those  re- 
sources might  be  brought  to  bear  more  appropri- 
ately, and  law  suits  avoided. 

Help  is  only  a phone  call  away,  and  it’s  a toll- 
free  number:  1-800-362-9080.  — WJB 


The  Capistrano  act 

The  annual  return  of  the  swallows  to  Capistrano 
is  no  less  predictable  than  the  biennial  return  of 
chiropractic  to  the  Capitol  in  Wisconsin.  Shortly 
after  the  solons  settle  into  their  chairs  for  a new  ses- 
sion, the  chiropractic  lobby  glides  in  with  golden 
wings  to  feather  its  nest  on  the  legislative  branches. 

The  legislators  use  the  arrival  of  the  chiropractic 
bills  to  twist  the  arms  of  the  physicians  (5000  doctors 
contribute  far  fewer  dollars  and  campaign  support 
than  500  chiropractors)  and  scratch  the  backs  of 
chiropractors  (who  outdo  the  doctors  10  or  20  to  1 at 
campaign  time). 

This  year  when  the  ritual  was  all  over,  the  Senate 
had  voted  19-14  to  sustain  the  Governor’s  veto  of 
mandated  insurance  benefits  for  chiropractic  along 
with  requirements  for  HMO  contracts  and  referral 
to  the  chiropractors.  The  legislators  went  home 
thinking  that  they  had  given  the  doctors  victory  on 
their  “single  issue”  session,  and  most  physicians 
thought  that  right  had  once  again  triumphed  over 
political  might.  Neither  is  correct. 

Is  it  too  much  to  hope  that  with  the  next  biennial 
return  of  chiropractic,  the  legislators  might  quickly 
boot  that  issue  out  from  under  the  Capitol  Dome 
and  thus  dispel  any  lingering  suspicions  that  they 
might  welcome  these  “birds”  of  spring  so  as  to  as- 
sure greater  campaign  support  come  fall?  After  all, 
this  chiropractic  Capistrano  act  is  beginning  to  get  a 
little  hard  to  swallow. — ERT 

California  (La  Crosse  strain) 
encephalitis 

Once  again  the  Wisconsin  Epidemiology  Bulletin 
is  the  source  of  information  valuable  to  Wisconsin 
physicians.  In  1982  there  were  29  laboratory-con- 
firmed  cases  of  California  (La  Crosse  strain)  en- 
cephalitis in  Wisconsin  residents.  The  patients 
ranged  in  age  from  22  months  to  27  years.  Twenty- 
one,  or  72%,  of  the  patients  were  less  than  10  years 
old  and  62%  were  males.  One  27-year-old  woman 
died.  The  earliest  known  onset  in  1982  was  July  10 
and  the  latest  was  October  13. 
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The  incidence  each  summer  and  fall  varies  with 
weather  conditions  which  affect  the  population  of 
the  mosquito  vector  Aedes  triseriatus.  Since  1972  an 
average  of  23  cases  a year  has  been  reported  with  a 
range  of  1 1-41  cases.  Of  the  256  cases  between  1972- 
82  two,  or  0.8%,  have  been  fatal.  The  counties  re- 
porting the  greatest  number  of  cases  over  the  11- 
year  period  have  been  La  Crosse  (40),  Vernon  (34), 
Crawford  (20),  Grant  (18),  Monroe  (16),  Sauk  (14), 


and  Richland  (10).  La  Crosse  County  has  had  an 
active  campaign  to  control  A.  triseriatus  mosquitoes. 
This  apparently  has  been  effective  because,  between 
1976-79,  21.7%  of  reported  Wisconsin  CE  cases 
occurred  in  La  Crosse  County  residents  as  compared 
to  3.8%  in  1980-82. 

The  Bureau  of  Community  Health  and  Preven- 
tion is  stressing  heightened  public  awareness  of  the 
endemic  area,  the  nature  of  the  disease,  and  the  role 
of  the  mosquito  in  transmission  of  this  disease. 
Active  removal  of  natural  (tree  holes)  and  man-made 
mosquito  breeding  sites  in  containers  that  trap  and 
hold  rain  water  within  the  endemic  area  and  the  use 
of  mosquito  repellents  and  protective  clothing 
during  the  months  of  transmission  and  whenever  en- 
tering wooded  areas  within  the  endemic  areas  are  all 
advised. 

Any  suspect  cases  of  California  encephalitis  can 
be  confirmed  by  submitting  paired  sera  to  the  Virus 
Section,  State  Laboratory  of  Hygiene,  at  Madison. 
Cerebrospinal  fluid  collected  during  the  first  week  of 
illness  is  being  evaluated  for  the  presence  of  anti- 
body at  the  Centers  for  Disease  Control  and  can  be 
submitted  along  with  the  paired  sera  to  the  State 
Laboratory  of  Hygiene. — VSFb 
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prescriptions  and  authorizes  refills  up  to  5 times  in  6 months  (unless 
restricted  by  state  law). 

CONTRAINDICATIONS:  Hypersensitivity  to  Codeine-containing  preparations,  the 
potential  for  abuse  and  dependence  may  occur.  Administration  is  not  recommended 
over  an  extended  period.  In  ambulatory  patients,  Codeine  may  impair  mental  and/or 
physical  abilities. 

Interaction  with  other  CNS  depressants  (anesthetics,  tranquilizers,  sedatives)  may 
exhibit  additive  CNS  depression. 

Usage  in  Pregnancy:  Safe  use  has  not  been  established  in  pregnant  women. 

Pediatric  Use:  Should  not  be  administered  to  children  under  12. 

PRECAUTIONS:  Increased  cranial  pressure  may  occur  in  presence  of  head  injury. 
Promethazine  should  be  administered  cautiously  to  patients  with  cardio-vascular  or 
liver  disease.  Acute  abdominal  conditions  may  be  obscured.  The  drug  should  be 
given  with  caution  to  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  and  renal  function,  hyperthyroidism,  Addison’s  disease  and  protatic 
hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS:  The  most  frequently  observed  reactions  include  dizziness, 
lightheadedness,  sedation  nausea,  vomiting  and  constipation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  to  severity  of  pain,  and 
the  response  of  the  patient.  The  usual  dose  is  in  one  or  two  capsules  every  4 to  6 
hours  as  required. 

MASTAR  PHARMACEUTICAL  CO.,  INC. 

P.O.  Box  3144 
Bethlehem,  PA  18017 


100  CAPSULES 

XDC  50330-302-01 


maxigesic 
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Secretary,  clerk... 
electronic  mailman 


Now  you  can  have  the  added  convenience  and 
cost-saving  potential  of  electronic  insurance 
claims  submission  capability  with  a Medical 
Computer  System  from  Advance  Technology 
Associates. 

You  can  also  send  your  statements  at  the  touch 
of  a button.  The  statements  are  received  by 
selected  United  States  Post  Office  centers, 
printed  there  and  mailed  directly . . . saving  you 
significant  time  and  cost.  Without  having  to 
handle  any  paper! 

For  many  years  ATA  has  built  its  reputation  by 
providing  state-of-the-art  Medical  Computer 
Systems.  An  ATA  Medical  System  can  help  make 
your  business  management  more  efficient  and 
cost-effective  with  automatic  billing  procedures 
and  easy,  instant  access  to  your  own  patient 
account  information. 

Adding  an  “electronic  mailman”  to  your  staff  is 
just  one  more  reason  why  you  should  call  us 
today  to  see  what  advanced  technology  can  do 
for  you. 


ENDORSED  BY 

SMS  SERVICES,  INC. 


FOR  MEMBERS  OF  THE  STATE 
MEDICAL  SOCIETY  OF  WISCONSIN 


ATA 

advanced  technology  associates 


Medical  Computer  Systems 
4710  West  North  Avenue 
Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251  -5850 


WERE 

HARDWORKING, 

RELIABLE 

ANDNEVERTAKE 

\ACATIONS. 


Resume 


Objective: 

To  improve  cash  flow  and  efficiency  of  medical  offices. 

Experience, 

1967  to  present: 

Presently  work  for  more  than  450  medical  offices  in 
30  states.  Perform  a wide  variety  of  computerized  functions: 
Billing  Clerk.  Routinely  issue  bills  on  time. 
Cut  accounts-receivable  turnaround.  Reduce  “lost” 
charges. 

Collection  Agent.  Automatically  generate 
past-due  notices.  Include  personalized  messages  such 
as  reminders  of  promises  to  pay. 

Efficiency  Expert.  Recommend  the  best 
systems  and  procedures.  Free  administrators  from 
month-end  commotion  of  typing,  stuffing,  and  mailing 
patient  statements.  Furnish  attending  physicians 
with  daily  schedules,  case  histories,  chart  room  pull 
lists,  route  slips,  and  more.  Issue  patient  recalls 
automatically. 

Insurance  Forms  Processor.  Provide 
computer-prepared  insurance  forms  every  week. 
Automatically  mail  to  patient  when  requested. 

Financial  Advisor.  Give  up-to-the-minute 
reports  on  accounts  of  individual  patients  and  overall 
profit/loss  picture. 

Trainer.  Train  clinic  staff  when  system  goes 
into  operation.  Train  new  employees.  Always 
available  for  questions  and  consultations. 

References: 

Gladly  furnished  upon  request. 


PlltgS  MANAGEMENT 
SYSTEMS 

1 800  826-0028.  We  work  hard  to  support  you. 

In  Wisconsin:  1 800  472-0023 


with 

..TAX 
BENEFITS 


PLAYSCAPE™  centers.  Compact,  dur- 
able, enticing  centers  of  activity  for  the 
waiting  room.  Young  patients  find  a visit  to 
the  doctor  is  fun.  Come  to  you  calm, 
cheerful  and  cooperative. 


Over  60,000  Wisconsin  children  explored 
the  colorful,  carpeted  interiors  of  a high 
quality  Playscape  last  year.  A proven  mar- 
keting idea  for  building  and  retaining  your 
medical  practice.  And  it  qualifies  for 
investment  tax  credit  and  accelerated 
depreciation. 


A quieter,  clutter-free  waiting  room  eases 
staff  pressures.  A relaxed,  happier  child 
saves  parent  chagrin.  Play  stations  edu- 
cate, develop  skills  and  spark  imaginations. 
Show  your  total  concern  for  the  little 
persons  in  your  care. 

No  schedule  interruptions  because  Play- 
scapes  are  easy  to  assemble  with  Euro- 
pean “knock-down”  connectors.  They’re 
moveable.  And  described  in  detail  in  our 
free  color  brochure.  Write  or  call  today! 


Children’s  Environments 

902  Spaight  Street,  Madison,  Wl  53703 
(608)251-0238 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine!  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  tor  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCAR  Dl  A 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort  associated  anginal  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  Ireated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and 
it  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perlusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure . care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adjust- 
ing, and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reterence  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
AOVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  aboul  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  mint  stillness,  shaki- 
ness,  sleep  disturbances,  blurred  vision  difficulties  in  balance  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition , more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate . transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT.  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  sott  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069  2600-66)  300  (NDC  0069- 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  250  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  t 1982.  Fdizer  Inc 

LABORATORIES  DIVISION 
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7 can  do  things  that  I 
couldn  ’t  do  for  3 yrs.  including 
joining  the  human  race  again 


Quotes  from  an  unsolicited  ' 
letter  received  by  Pfizer  from  an 
angina  patient 

u bile  this  patients  experience , 
is  representative  of  many  | 

unsojjdted  comments  received, 
not  arf  patients  will  respond  to 
Procardia  nor  will  they  all  m 

respond  totm  samefftgree*^ 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCAR  DI A M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again  " 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%) 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINEI 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 
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600 mg  Tablets 
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The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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Key  to  CITIES  in  COUNTY  MEDICAL  SOCIETIES 


City  County  Medical  Society  / ies 

Adell— Sheboygan 

Algoma — Door/Kewaunee 

Alma — Trempealeau/ Jackson/ Buffalo 

Altoona — Eau  Claire/Dunn/Pepin 

Amery — Polk 

Antigo — Langlade 

Appleton — Outagamie,  Winnebago 

Arcadia — Trempealeau/ Jackson/Buffalo 

Arena — Milwaukee 

Arkansaw — Pierce/St  Croix 

Ashland — Ashland/Bayfield/Iron 

Baldwin — Pierce/St  Croix 
Baraboo — Sauk 

Barron — Barron/Washburn/Burnett 

Bayside — Milwaukee 

Beaver  Dam — Dodge,  Jefferson 

Belgium — Ozaukee 

Belleville — Dane 

Beloit — Rock 

Berlin — Green  Lake/Waushara 
Big  Bend— Waukesha 
Black  Earth — Dane 

Black  River  Falls — Trempealeau/Jackson/ 
Buffalo 

Bloomer — Chippewa 

Bonduel — Shawano 

Boscobel — Grant 

Boyd — Chippewa 

Brillion — Calumet 

Brookfield — Milwaukee,  Waukesha 

Brooklyn — Green,  Dane 

Brownsville — Fond  du  Lac 

Bruce — Rusk 

Burlington — Kenosha,  Milwaukee,  Racine 
Butte  Des  Morts — Winnebago 

Cadott — Chippewa 

Caledonia — Racine 

Cambridge — Jefferson 

Campbellsport — Fond  du  Lac 

Cassville — Grant 

Cedarburg — Ozaukee 

Cedar  Grove — Jefferson 

Chetek — Barron/ Washburn/ Burnett 

Chilton — Calumet 

Chippewa  Falls — Chippewa 

Clam  Lake— Dane 

Clear  Lake — Polk 

Clintonville — Waupaca 

Colby — Clark 

Columbus — Columbia/Marquette/ Adams, 
Dodge 

Cornell— Chippewa 

Crandon — Forest,  Wood 

Crivitz — Marinette/Florence 

Cross  Plains — Dane 

Cuba  City — Grant 

Cudahy — Milwaukee 

Cumberland— Barron/Washburn/Burnett 

Darlington — Lafayette 
Deerbrook — Langlade 
Deerfield — Dane 

Delafield — Milwaukee,  Waukesha 
Delavan— Walworth 
Denmark — Brown 
DePere — Brown,  Oconto 


City  County  Medical  Society  / ies 

DeSoto — T rempealeau  / Jackson  / Buffalo 
Dodgeville — Iowa 
Dousman — Waukesha 
Durand — Eau  Claire/Dunn/Pepin, 
Trempealeau/Buffalo/ Jackson 

Eagle — Milwaukee 
Eagle  River — Oneida/Vilas 
East  Ellsworth — Pierce/St  Croix 
East  Troy — Walworth,  Milwaukee 
Eau  Claire — Eau  Claire/Dunn/Pepin, 
Chippewa 
Edgar — Marathon 
Edgerton — Rock 
Eleva— Eau  Claire/ Dunn/ Pepin 
Elkhart  Lake — Sheboygan,  Milwaukee 
Elkhorn — Walworth 
Ellsworth — Pierce/St  Croix 
Elm  Grove — Milwaukee,  Waukesha 
Elmwood — Pierce/St  Croix 
Elroy — Juneau 
Evansville — Rock 

Fall  Creek — Eau  Claire/Dunn/Pepin 

Fitchburg — Dane 

Fond  du  Lac — Fond  du  Lac 

Fontana — Walworth 

Fort  Atkinson — Jefferson 

Fox  Point — Milwaukee,  Waukesha 

Franklin — Milwaukee,  Racine 

Franksville — Racine 

Frederic — Polk 

Fredonia — Ozaukee 

Friendship — Columbia/Marquette/ Adams 

Galesville — Trempealeau/ Jackson/ Buffalo 

Germantown — Waukesha 

Gillett — Oconto,  Fond  du  Lac 

Glendale — Milwaukee 

Glenwood  City — Pierce/St  Croix 

Grafton — Ozaukee,  Milwaukee 

Grantsburg— Barron/ Washburn /Burnett 

Green  Bay — Brown 

Greendale — Milwaukee 

Greenfield — Marathon 

Green  Lake — Green  Lake 

Greenwood — Clark 

Greshem — Shawano 

Hales  Corners — Milwaukee 
Hartford — Washington 
Hartland — Milwaukee,  Waukesha 
Hayward — Sawyer 
Hazel  Green — Grant 
Hilbert — Calumet 
Hollandale — Iowa 
Holmen — La  Crosse 
Horicon — Dodge 
Horton  ville — Outagamie 
Hudson — Pierce/St  Croix 
Hurley — Ashland/Bayfield/Iron 

Iola — Waupaca 

jackson — Washington 
Janesville — Rock 
Jefferson — Jefferson 


City  County  Medical  Society  / ies 

Jim  Falls — Chippewa 
Juneau — Dodge 

Kaukauna — Outagamie 
Kenosha — Kenosha 
Kewaskum — Washington 
Kewaunee — Door/Kewaunee 
Kiel — Sheboygan 
Kimberly — Outagamie 
King — Waupaca 
Kohler — Sheboygan 

La  Crosse — La  Crosse 

Lac  du  Flambeau — Oneida/Vilas 

Ladysmith — Rusk 

Lake  Geneva — Walworth 

Lake  Mills — Jefferson 

Lake  Tomahawk — Oneida/Vilas,  Marathon 

Lancaster — Grant 

Land  O’Lakes — Oneida/Vilas 

Laona — Forest 

Larsen — Winnebago 

Little  Chute — Outagamie 

Lodi — Columbia/ Marquette/ Adams 

Luxemburg — Brown 

Madison — Dane 
Manawa — Waupaca 
Manitowoc — Manitowoc 
Marathon — Marathon 
Markesan— Dodge 
Marinette — Marinette/Florence 
Marion — W aupaca 
Marshfield — Wood 
Mauston — J uneau 
Mayville — Dodge,  Milwaukee 
Mazomanie — Dane 
Medford— Price/Taylor 
Menasha— Outagamie,  Winnebago 
Menomonee  Falls — Washington,  Waukesha 
Milwaukee 

Menomonie — Eau  Claire/Dunn/Pepin 
Mequon — Milwaukee,  Ozaukee,  Waukesha 
Merrill — Lincoln 
Middleton — Dane,  Sauk 
Milton— Rock 

Milwaukee — Milwaukee,  Ozaukee, 
Washington,  Waukesha,  Racine 
Mineral  Point — Iowa 
Minocqua— Oneida/ Vilas 
Mishicot — Manitowoc 
Mondovi — Trempealeau/ Jackson/ Buffalo, 
Eau  Claire/Dunn/ Pepin 
Monona — Dane 
Monroe — Green 
Montfort — Iowa 
Monticello — Green 

Montello — Columbia/Marquette/ Adams 
Mosinee — Marathon 
Mt  Calvary — Fond  du  Lac 
Mt  Horeb— Dane 

Mukwonago — Milwaukee,  Waukesha 
Muscoda — Grant 
Muskego — Waukesha 

Nashotah — Waukesha,  Milwaukee 
Neenah — Outagamie,  Winnebago 
Neillsville — Clark 
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City  County  Medical  Society  / ies 

City  County  Medical  Society  / ies 

City  County  Medical  Society  / ies 

Nekoosa — Wood 

Reedsburg — Sauk,  Monroe 

Valders — Manitowoc 

New  Berlin — Waukesha,  Milwaukee 

Rhinelander— Oneida/Vilas 

Verona — Dane 

New  Glarus — Green 

Rice  Lake — Barron/Washburn/Burnett 

Viroqua — Vernon,  Trempealeau/ 

New  Holstein — Calumet 

Richfield — Washington 

Jackson/ Buffalo 

New  Lisbon — Juneau 

Richland  Center — Richland 

New  London — Waupaca 

Ripon— Fond  du  Lac 

Walworth — Walworth 

New  Richmond — Pierce/St  Croix 

River  Falls— Pierce/St  Croix 

Washburn — Ashland/Bay  field/ Iron 

River  Hills — Milwaukee 

Waterloo — Jefferson 

Oconomowoc — Milwaukee,  Waukesha 

Rosholt — Portage 

Watertown — Jefferson 

Oconto — Marinette/Florence,  Oconto 

Rothschild — Marathon 

Waukesha — Waukesha,  Milwaukee 

Oconto  Falls— Oconto,  Brown 

Waupaca — Waupaca,  Outagamie 

Omro — Winnebago 

St  Croix  Falls — Polk 

Waupun — Dodge,  Fond  du  Lac 

Onalaska— Dodge,  LaCrosse 

Schofield — Marathon 

Wausau — Marathon 

Oneida — Brown 

Shawano— Shawano,  Oneida/ Vilas 

Wausaukee — Marinette/Florence 

Oostburg — Sheboygan,  Milwaukee 

Sheboygan — Sheboygan 

Wautoma — Winnebago 

Oregon — Dane 

Sheboygan  Falls — Sheboygan 

Wauwatosa — Milwaukee,  Waukesha, 

Orfordville — Rock 

Shell  Lake — Barron/ Washburn/Burnett 

Ozaukee,  Washington 

Osceola — Polk 

Shorewood — Milwaukee 

West  Allis — Milwaukee 

Oshkosh — Winnebago,  Fond  du  Lac 

Soldiers  Grove — Trempealeau/ 

West  Bend — Washington,  Walworth 

Osseo— Eau  Claire/ Dunn/ Pepin 

Jackson/ Buffalo 

Westby — Vernon,  Trempealeau/ 

Owen — Clark 

South  Milwaukee — Milwaukee 

Jackson/ Buffalo 

Oxford — Columbia/Marquette/ Adams 

Sparta — Monroe 

Westfield — Green  Lake,  Milwaukee 

Spooner — Barron/Washburn/Burnett 

West  Salem — La  Crosse 

Park  Falls — Price/Taylor 

Spring  Green — Sauk 

Weyauwega — Waupaca 

Peshtigo — Marinette/Florence 

Stanley — Chippewa 

Whitefish  Bay — Milwaukee 

Pewaukee — Waukesha,  Milwaukee 

Stevens  Point — Portage 

Whitehall — Trempealeau/ Jackson/Buffalo 

Phillips — Price/Taylor 

Stoughton — Jefferson,  Dane 

Whitewater — Walworth,  Jefferson 

Plain — Sauk 

Sturgeon  Bay — Door/Kewaunee 

Wild  Rose — Green  Lake 

Platteville — Grant 

Sun  Prairie — Dane 

Wind  Lake — Kenosha,  Milwaukee 

Plum  City — Pierce/St  Croix 

Superior — Douglas 

Winnebago — Winnebago 

Plymouth — Sheboygan 

Winneconne — Winnebago 

Portage— Columbia/Marquette/ Adams 

Theresa— Dodge 

Wisconsin  Dells — Columbia/Marquette/ 

Port  Washington— Ozaukee 

Thiensville — Ozaukee,  Milwaukee 

Adams 

Pound — Marinette/  Florence 

Tigerton — Shawano 

Wisconsin  Rapids — Wood 

Poynette — Dane 

Tomahawk — Lincoln,  Marathon 

Withee — Clark 

Prairie  du  Chien — Crawford 

Three  Lakes — Milwaukee 

Wonewoc — Juneau 

Prairie  du  Sac — Sauk 

Tomah — Monroe 

Wood — Milwaukee 

Prescott — Pierce/St  Croix 

Two  Rivers — Manitowoc,  Kenosha 

Woodruff — Marathon,  Oneida/ Vilas 

Pulaski — Brown 

Turtle  Lake — Barron/ Washburn /Burnett 

Racine — Racine,  Kenosha 
Redgranite — Green  Lake/ Waushara 

Union  Grove — Racine 
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SPECIALTY  CODES 

A 

Allergy 

NA 

Neuropathology 

ABS 

Abdominal  Surgery 

ND 

Neoplastic  Diseases 

ADL 

Adolescent  Medicine 

NEP 

Nephrology 

AI 

Allergy  & Immunology 

NM 

Nuclear  Medicine 

AM 

Aerospace  Medicine 

NPM 

Neonatal-Perinatal  Medicine 

AN 

Anesthesiology 

NR 

Nuclear  Radiology 

BE 

Broncho-Esophagology 

NS 

Neurological  Surgery 

BLB 

Bloodbanking 

NTR 

Nutrition 

CD 

Cardiovascular  Diseases 

OBG 

Obstetrics  and  Gynecology 

CDS 

Cardiovascular  Surgery 

OBS 

Obstetrics 

CHN 

Child  Neurology 

OM 

Occupational  Medicine 

CHP 

Child  Psychiatry 

ON 

Oncology 

CLG 

Clinical  Genetics 

OPH 

Ophthalmology 

CLP 

Clinical  Pathology 

ORS 

Orthopedic  Surgery 

CRS 

Colon  and  Rectal  Surgery 

OS 

Other,  I.E.,  physician  designated 

D 

Dermatology 

a specialty  other  than  appearing  here. 

DIA 

Diabetes 

OT 

Otology 

DMP 

Dermatopathology 

OTO 

Otorhinolaryngology 

DR 

Diagnostic  Radiology 

P 

Psychiatry 

EEG 

Electroencephalography 

PA 

Clinical  Pharmacology 

EM 

Emergency  Medicine 

PD 

Pediatrics 

EMG 

Electromyelography 

PDA 

Pediatric  Allergy 

END 

Endocrinology 

PDC 

Pediatric  Cardiology 

FOP 

Forensic  Pathology 

PDE 

Pediatric  Endocrinology 

FP 

Family  Practice 

PDR 

Pediatric  Radiology 

GE 

Gastroenterology 

PDS 

Pediatric  Surgery 

GER 

Geriatrics 

PH 

Public  Health 

GP 

General  Practice 

PHA 

Pharmacology 

GON 

Gynecological  Oncology 

PHO 

Pediatric  Hematology-Oncology 

GPM 

General  Preventive  Medicine 

PM 

Physical  Medicine  and  Rehabilitation 

GS 

General  Surgery 

PNP 

Pediatric  Nephrology 

GYN 

Gynecology 

PS 

Plastic  Surgery 

HEM 

Hematology 

PTH 

Pathology  (Anatomic) 

HEP 

Hepatology 

PUD 

Pulmonary  Diseases 

HNS 

Head  and  Neck  Surgery 

PVS 

Peripheral  Vascular  Surgery 

HS 

Hand  Surgery 

PYA 

Psychoanalysis 

HYM 

Hyperbaric  Medicine 

PYM 

Psychosomatic  Medicine 

HYP 

Hypnosis 

R 

Radiology 

ID 

Infectious  Diseases 

RHI 

Rhinology 

IG 

Immunology 

RHU 

Rheumatology 

IM 

Internal  Medicine 

RIP 

Radioisotopic  Radiology 

LAR 

Laryngology 

RON 

Radiation  Oncology 

LM 

Legal  Medicine 

TR 

Therapeutic  Radiology 

MFS 

Maxillofacial  Surgery 

TRS 

Traumatic  Surgery 

MON 

Medical  Oncology 

TS 

Thoracic  Surgery 

MT 

Medical  Toxicology 

U 

Urological  Surgery 

N 

Neurology 

AMERICAN  SPECIALTY  BOARDS 

AI  American  Board  of  Allergy 

and  Immunology 

(a  conjoint  board  of  the  American  Board 
of  Internal  Medicine  and  the  American  Board 
of  Pediatrics) 

AN  American  Board  of  Anesthesiology 

CRS  American  Board  of  Colon  and 

Rectal  Surgery 

D American  Board  of  Dermatology 

EM  American  Board  of  Emergency 

Medicine 

FP  American  Board  of  Family  Practice 

IM  American  Board  of 

Internal  Medicine 
NS  American  Board  of 

Neurological  Surgery 
NM  American  Board  of  Nuclear 

Medicine 

(a  conjoint  of  the  American  Board 
of  Internal  Medicine,  American  Board 
of  Pathology,  and  American  Board 
of  Radiology) 

OBG  American  Board  of  Obstetrics 

and  Gynecology 

OPH  American  Board  of  Ophthalmology 

ORS  American  Board  of  Orthopaedic 

Surgery 

OTO  American  Board  of  Otolaryngology 

ORS  American  Board  of  Orthopaedic 

Surgery 

PTH  American  Board  of  Pathology 

PD  American  Board  of  Pediatrics 

PM  American  Board  of  Physical 

Medicine  and  Rehabilitation 
PS  American  Board  of  Plastic  Surgery 

GPM  American  Board  of  Preventive 

Medicine 

PN  American  Board  of  Psychiatry 

and  Neurology 

R American  Board  of  Radiology 

GS  American  Board  of  Surgery 

TS  American  Board  of  Thoracic 

Surgery 

U American  Board  of  Urology 
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BAYFIELD 

IRON 

COUNTY  MEDICAL  SOCIETY 


GP  U 

Bargholtz,  William  E 

522  W Second  St 
Ashland  WI  54806 


IM* 

Belknap,  Mark  K 

2101  Beaser  Ave,  W,  #10 
Ashland  WI  54806 
(715)682-6651 

AN 

Blum,  Carol  A 

2101  Beaser  Ave 
Ashland  WI  54806 
(715)  682-4322 

GS 

Brown,  Garfield  W 

2010  Beaser  Ave,  #5 
Ashland  WI  54806 
(715)682-6696 

ORS 

Chambers,  James  D 

2101  Beaser  Ave,  #6 
Ashland  WI  54806 
(715)  682-8183 

FP* 

Cunningham,  Thomas  C 

206  6th  Ave  W 
Ashland  WI  54806 
(715)682-6822 

OPH* 

Doty,  John  W 

1001  2nd  St  W 
Ashland  WI  54806 
(715)682-4515 

R* 

Fischer,  Markham  J 

2101  Beaser  Ave,  #4 
Ashland  WI  54806 
(715)682-6660 

OTO*  HNS* 

Hamp,  James  A 
Rt  1 Box  163S 
Ashland  WI  54806 
(715)  682-9311 

GP 

Jauquet,  Joseph  M 

200  7th  Ave  W 
Ashland  WI  54806 
(715)  682-4545 

FP* 

Koeller,  Arlyn  A 

206  6th  Ave  W 
Ashland  WI  54806 
(715)682-6622 


GP  GS 
Kreher,  John  E 

522  W 2nd  St 
Ashland  WI  54806 
(715)682-6622 

U* 

Krutsch,  Kenneth  N 

Rt  2 Box  344 
Washburn  WI  54891 
(715)682-5506 

U* 

Kurten,  Timothy  A 

Rt  3 Box  36 
Ashland  WI  54806 
(715)  682-6584 

FP*  GS 
Larson,  Harry  H 

320  Superior  Ave 
Washburn  W I 54891 
(715)373-2216 

DR  R* 

Lind,  Robert  G 

2101  Beaser  Ave,  #4 
Ashland  WI  54806 


AN 

Longstreth,  Charles  R 

Rt  1 Box  163J 
Ashland  WI  54806 


FP*  PUD 
Martinetti,  Dominic  J 

327  Silver  St 
Hurley  WI  54534 
(715)  561-2960 

FP* 

McCue,  John  P 

206  6th  Ave  W 
Ashland  WI  54806 
(715)682-6622 

P PN* 

Mercer,  Wayne  C 
Superior  Ave  POB  575 
Washburn  WI  54891 
(715)  373-2295 

OPH* 

Morrow,  Kenneth  A 

Rt  1 Box  61 A 
Ashland  WI  54806 
(715)682-4515 

ORS* 

Olsen,  Clark  O 

2101  Beaser  Ave,  # 6 
Ashland  WI  54806 
(715)682-8183 

FP* 

Oujiri,  John  C 

2101  Beaser  Ave,  # 2 
Ashland  WI  54806 

PTH*  CLP* 
Parker,  Eugenia  H 

1615  Maple  Lane 
Ashland  WI  54806 
(715)  682-4563 


R* 

Peterson,  John  O 

2101  Beaser  Ave,  #4 
Ashland  WI  54806 
(715)373-2506 

FP* 

Saarinen,  David  M 

2101  Beaser  Ave,  #2 
Ashland  WI  54806 
(715)682-2358 

OBG* 

Sandin,  Howard  N 

2101  Beaser  Ave,  #9 
Ashland  WI  54806 
(715)  682-5277 

OPH* 

Sneed,  Robert  J 

POB  233 

Ashland  WI  54806 
(715)682-4515 

IM* 

Soucheray,  Philip  H 

2101  Beaser  Ave,  #3 
Ashland  WI  54806 


FP* 

Stanley,  Robert  A 

200  7th  Ave  W 
Ashland  WI  54806 
(715)682-4545 

FP* 

Telford,  John  G 

320  Superior  Ave 
Washburn  WI  54891 
(715)  373-2216 

GS  VS 
Teoh, Ivan 
2101  Beaser  Ave 
Ashland  WI  54806 
(715)682-9081 

FP* 

Van  Pernis,  Paul 

2101  Beaser  Ave,  #2 
Ashland  WI  54806 
(715)682-2358 

OBG 

Vernier,  Edward  M 

2101  Beaser  Ave,  #9 
Ashland  WI  54806 
(715)682-5277 


BARRON 
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COUNTY  MEDICAL  SOCIETY 

GP 

Bannister,  Frederick  M 

220  Douglas  St 
Chetek  WI  54728 


FP* 

Bixby,  Mark  R 

POB  169 

Grantsburg  WI  54840 
(715)463-5317 

ORS 

Branham,  Roger  V 

1035  N Main  St 
Rice  Lake  WI  54868 


FP* 

Cotts,  Lloyd  R 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)  234-9031 

FP* 

Cragg,  Michael  M 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)234-9031 

IM* 

Eastwold  III,  Conrad 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)234-9031 

GP 

Eidsmoe,  Noland  A 

810  S Main  St 
Rice  Lake  WI  54868 
(715)234-2611 

U* 

Eschenbaum,  Edward  G 

1035  N Main  St 
Rice  Lake  WI  54868 
(715)234-6874 

FP* 

Flogstad,  Duane  L 

Shell  Lake  WI  54871 
(715)468-2711 

GS* 

Fogarty,  James  P 

Route  2 Box  304-C 
Chetek  WI  54728 


OTO* 

Gerber,  Thomas  G 

1035  N Main  St 
Rice  Lake  WI  54868 
(715)  234-6965 

FP* 

Goetsch,  Frederick  H 

707  Ash  St 
Spooner  WI  54801 
(715)635-2151 

GP 

Halberg,  Avery  C 
Turtle  Lake  WI  54889 
(715)986-2240 

FP*  GS 

Hartzell,  Richard  L 

POB  345 

Grantsburg  WI  54840 
(715)463-5317 


ORS* 

Healy,  Patrick  M 

1035  N Main  St 
Rice  Lake  WI  54868 
(715)234-9018 

FP 

Henningsen,  John  T 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)234-3694 

FP*  GS 
Hoyer,  John  K 

1020  Lake  St 
Rice  Lake  WI  54868 
(715)  234-3694 

GS* 

Koob,  Lynn  D 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)234-9031 

FP* 

Kristensen,  Lowell  A 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)234-9031 

FP 

Lingen,  Thomas  A 

POB  127 

Cumberland  WI  54829 
(715)  822-2231 

GP 

Lund,  Robert  E 

POB  127 

Cumberland  WI  54829 


FP 

Macy,  Roger  F 
POB  127 

Cumberland  WI  54829 
(715)822-2231 

GP 

Maser,  James  F 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)  234-9031 

GS*  ORS 
Matson,  Kenneth  L 

10738  Santa  Fe  Dr 
Sun  City  AZ  85351 


FP*  PD 
Matzke,  Rudolf  W 

707  Ash  St 
Spooner  WI  54801 
(715)635-2151 

FP* 

Narins,  Voldemars 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)  234-9031 

FP* 

Nymo.  Mark  T 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)234-9031 


All  members  are  MDs  (except  some  candidate  members)  unless  otherwise  indicated.  Board  certification  is  indicated  by  an  asterisk  (*) 
following  the  specialty,  secondary  specialty  or  subspecialty,  or  certifying  Board.  See  opposite  page  for  certifying  Boards  and  spe- 
cialty codes.  The  designation  (§)  indicates  retired,  semi-retired,  inactive,  or  disabled. 
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GP 

Olson,  Lester  J 

DH5 

2767  South  Via  Del  Bac 
Green  Valley  AZ  85614 


GS* 

Quenan,  James  P 

209  Fourth  Ave  W 
Shell  Lake  Wl  54871 
(715)468-2711 

P 

Rathbun,  John  M 

1655  Oak  St 
POB  235 

Cumberland  WI  54829 


GS* 

Rechsteiner,  N Hans 
707  Ash  St 
Spooner  WI  54801 
(715)635-8781 

FP 

Rholl,  Mark  A 

435  S Fifth  St 
Barron  WI  54812 


FP 

Riemer,  Donald  E 

POB  127 

Cumberland  WI  54829 


GP 

Strang,  Clive  J 

1220  E Woodland  Ave 
Barron  W I 54812 
(715)  822-3166 

FP* 

Thalaeker,  Howard  A 

220  Douglas  St 
Chetek  WI  54728 


FP* 

Thateher,  Gregory  B 

209  Fourth  Ave  W 
Shell  Lake  W I 54871 
(715)468-2711 

FP* 

Thompson,  Lester  A 

1020  Lakeshore  Dr 
Rice  Lake  WI  54868 
(715)234-9031 

GP  AM 
Whaley,  Ralph  C 

1220  Woodland  Ave 
Barron  WI  54812 
(715)537-3166 

Youngren,  Thomas  R 

POB  127 

Cumberland  WI  54829 
(715)822-2231 


BROWN 

COUNTY  MEDICAL  SOCIETY 


PD*  PHO* 

Adair,  Stuart  E 

900  S Webster  Ave 
Green  Bay  WI  54301 
(414)437-0431 

GS 

Adamski,  Val  D 

1313  Summer  Range  Rd 
De  Pere  W I 541 15 


FP* 

Aldrich,  Peri  L 

POB  Z 

Pulaski  WI  54162 
(414)  822-3111 

GE  IM 

Amarnani,  Narayan  H 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  433-0400 

OPH* 

Andrew,  Reed  C 

POB  8087 

Green  Bay  W 1 54308 
(414)437-6505 

CD*  IM* 
Anthony,  Lewis  G 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)433-3640 

OBG* 

Austin,  Stephen  D 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  468-3444 

PTH* 

Awen,  Charles  F 

744  S Webster  Ave 
POB  1700 

Green  Bay  WI  54305 
(414)  433-3653 

DR  R* 

Babbitt,  Lon  D 

POB  3006 

Green  Bay  WI  54303 
(414)499-1428 

PD 

Barkow,  Kathleen  M 

821  S Quincy 
Green  Bay  WI  54301 


ON  IM* 

Bayer,  Gerald  K 

336  Windward  Dr 
Green  Bay  WI  54302 


OBG* 

Bechtel,  Richard  C 

704  S Webster  Ave 
Green  Bay  WI  54301 


OPH* 

Belson,  Michael  J 

923  Eliza  Street 
Green  Bay  WI  54301 
(414)  432-9261 

GS*  TS 
Beno,  Thomas  J 

1751  Deckner  Ave 
Green  Bay  WI  54302 
(414)  468-5621 

GS 

Bishop,  John  C 

1203  S Military  Ave 
Green  Bay  WI  54304 
(414)  494-4781 

PTH* 

Blackburn  Jr,  Marvin  D 

POB  1700 

Green  Bay  WI  54305 


OPH 

Blahnik,  Clarence  L 

1721  Lost  Dauphin  Rd 
DePere  WI  54115 
(414)437-6505 

FP 

Blochowiak,  Patricia  Ann 

1745  Dousman 
Green  Bay  WI  54303 
(414)  494-9661 

GYN 

Boersma,  John  J 

519  S Monroe  Ave 
Green  Bay  WI  54301 
(414)437-5451 

R 

Bolich,  Paul  R 

1586  Arapahoe  Ct 
Green  Bay  WI  54303 


TS*  GS* 

Brault,  Robert  G 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  468-7121 

NS* 

Bressler,  Bruce  C 
704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  465-1900 

IM* 

Brusky,  John  D 

1203  S Military  Ave 
Green  Bay  WI  54304 
(414)  494-4781 

IM 

Buck,  Charles  E 
1745  Dousman 
Green  Bay  WI  54303 
(414)  494-9661 

P 

Caffrey,  James  F 
130  E Walnut  St 
Green  Bay  WI  54301 
(414)435-8920 


R NM 

Calaguan,  Raymond  R 
POB  1221 

Green  Bay  WI  54305 


FP* 

Crawford,  Chester  W 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)433-3456 

IM 

Cross,  Michael  W 

900  S Webster  Ave 
Green  Bay  WI  54301 

(414)437-0431 

TR  NM 
Cruz,  Lorenzo  R 

3319  Miranda  Ct 
Green  Bay  WI  54301 
(414)  336-7383 

GS*  CDS 
Curl,  James  H 

404  Polaris  Ct 
Green  Bay  WI  54302 
(414)  468-5303 

PTH*  CLP 
Dais,  Charles  F 
1201  S Monroe  Ave 
Green  Bay  WI  54301 


GS* 

Danaher,  Harry  H 

205  E Walnut  St 
Green  Bay  WI  54301 
(414)432-5058 

GP 

Dettmann,  John  E 

1751  Deckner  Ave 
Green  Bay  WI  54302 
(414)  468-5621 

P* 

Donarski,  David  P 

130  E Walnut  St 
Green  Bay  WI  54301 

CLP*  PTH* 
Draheim,  John  H 

1726  Shawano  Ave 
Green  Bay  WI  54303 
(414)498-4663 

GP 

DuPont,  Alvin  J 

1440  St  George  St 
Green  Bay  Wl  54302 
(414)  432-3538 

R* 

Edelblute,  Lyle  H 

POB  3006 

Green  Bay  WI  54303 
(414)  499-1428 

GP 

Erickson,  Milo  R 

712  Redwood  Dr 
Green  Bay  WI  54304 


FP 

Falk,  Manual  J 

1551  Dousman  St 
Green  Bay  W I 54303 
(414)494-5611 

CD  IM* 

Fergus,  Peter  A 

3319  Camelia  Ct 
Green  Bay  WI  54301 
(414)  433-3640 

IM*  RHU* 
Finesilver,  Alan  G 

123  N Military  Ave 
Green  Bay  WI  54303 
(414)494-3421 

§ OPH  OTO* 
Ford,  William  W 

321  E Greene  Ave 
Green  Bay  WI  54301 
(414)435-1341 

OPH* 

Foster,  W James 

417  S Monroe  Ave 
POB  8087 

Green  Bay  WI  54308 
(414)437-6505 

ORS* 

Freedman,  Albert  L 

606  Beilin  Building 
130  E Walnut  St 
Green  Bay  WI  54301 
(414)437-9696 

CD*  IM* 

Fuchs,  Matthias  A 

3216  Delahaut  St 
Green  Bay  WI  54301 
(414)  433-3640 

OBG 

Gallagher,  Donald  J 

124  Siegler  St 
Green  Bay  WI  54303 


OBG 

Gallagher,  John  C 
2568  Trillium  Circle 
Green  Bay  WI  54303 
(414)  499-4855 

P 

Gehring,  John  V 

130  E Walnut  St 
Green  Bay  WI  54301 
(414)  435-1103 

GS*  CDS 
Geocaris,  Thomas  V 
618  Bordeaux  Ave 
Green  Bay  WI  54301 
(414)468-7913 

GP  GS 
Goelz,  John  R 
519  S Monroe  Ave 
Green  Bay  WI  54301 
(414)437-5431 
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IM* 

Grace,  Joseph  B 

123  N Military  Ave 
Green  Bay  WI  54303 
(414)  494-3421 

IM  GE 
Green,  Jeremy  R 

900  S Webster  Ave 
Green  Bay  Wl  54301 
(414)  437-0431 

IM 

Greene,  Richard  C 

123  N Military  Ave 
Green  Bay  WI  54303 
(414)494-3421 

P 

Grieben,  Leo  R 

2131  S Webster  Ave 
Green  Bay  WI  54301 
(414)  435-8816 

PD*  PDA  AI* 
Griggs,  Stewart  L 

1821  S Webster  St 
Green  Bay  WI  54301 
(414)  437-9051 

OPH* 

Groessel,  Peter  J 
1345  W Mason  St 
Green  Bay  WI  54303 
(414)  499-3102 

NS 

Gruesen,  Robert  A 

845  D S Webster  Ave 
Green  Bay  WI  54301 


GP 

Guthrie,  John  M 

621  E Walnut  St 
Green  Bay  WI  54301 
(414)  437-4366 

GP  EM 
Haines,  Arthur  W 

435  Shady  Dr  Rt  1 
Oneida  WI  54155 

CDS  TS* 

Harris,  Irwin 

845  S Webster  Ave 
Green  Bay  WI  54301 
(414)468-3574 

R* 

Hart,  Loren  E 

POB  3006 

Green  Bay  WI  54303 
(414)499-1428 

PTH*  CLP* 
Hathway,  Stephen  D 

POB  1700 

Green  Bay  WI  54305 
(414)433-3653 

GP 

Hering,  George  V 
POB  188 

Denmark  WI  54208 
(414)  863-2005 


ORS* 

Hinckley,  James  A 

1551  Dousman  St 
Green  Bay  WI  54303 
(414)494-5611 

OPH* 

Hitch,  Oliver  M 

417  S Monroe  Ave 
POB  8087 

Green  Bay  Wl  54308 
(414)437-6505 

IM* 

Hoegemeier,  Harry  W 

1551  Dousman  St 
Green  Bay  WI  54303 

AN  OTO 
Hong,  Chang-Eui 

383  Swiss  Hill  Dr 
Green  Bay  WI  54302 


PS 

Hoops  Jr,  Harold  J 

704  S Webster  Ave 
Green  Bay  W I 54301 
(414)  468-7333 

ORS 

Horak,  Richard  I) 

1 18  N Monroe  St 
Green  Bay  WI  54301 


PS* 

Jacobs,  Edmund  B 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)468-7333 

GP 

Jensen,  Richard  E 

621  E Walnut  St 
Green  Bay  WI  54301 
(414)437-4366 

AN 

Johnson,  Samuel  B 

3001  S Webster  Apt  206 
Green  Bay  WI  54301 

IM* 

Johnston,  Robert  E 

1551  Dousman  St 
Green  Bay  WI  54303 
(414)  494-5611 

ORS 

Jones,  William  D 

3131  Ravine  Way 
Green  Bay  WI  54301 
(414)  468-0246 

PD* 

Kaftan,  George  R 

900  S Webster  Ave 
Green  Bay  WI  54301 
(414)437-0431 

GP 

Keiser,  Orris  S 
116  Third  St 
DePere  WI  54115 


ORS 

Kempken,  Thomas  G 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)468-0246 

GS* 

Killins,  Jack  A 

123  N Military  Ave 
Green  Bay  WI  54303 
(414)494-3421 

GP 

Kiser,  John  P 

2404  Santa  Barbara  Dr 
Green  Bay  WI  54303 


IM* 

Koch,  Paul  D 

3090  Pine  Ridge  Ct 
Green  Bay  WI  54301 

IM* 

Koehler,  Thomas  P 

1751  Deckner  Ave 
Green  Bay  WI  54302 
(414)468-5621 

PD* 

Korger,  Dennis  M 

1751  Deckner  Ave 
Green  Bay  WI  54302 
(414)468-5621 

IM* 

Kubsch,  Kenneth  R 

1551  Dousman  St 
Green  Bay  WI  54303 
(414)  494-5614 

GP 

Kulkoski,  Bernard 

530  South  Irwin  Ave 
Green  Bay  WI  54301 
(414)432-5569 

AN 

Kuritz,  Jay  J 

2412  Sandy  Lane 
Green  Bay  WI  54302 


FP 

Laabs,  John  E 

2637  Tulip  Lane 
Green  Bay  WI  54303 
(414)  434-0697 


HEM*  IM* 
Lacey,  James  V 

1821  S Webster  Ave 
Green  Bay  Wl  54301 
(414)435-4341 

IM*  CD 

Lamont,  Frederick  J 

123  N Military  Ave 
Green  Bay  WI  54303 
(414)494-3421 

FP* 

I^h,  Patrick  S S 

1745  Dousman  St 
Green  Bay  WI  54303 
(414)494-9661 


NA  IM 
Lin,  Royce  C 

2440  Brenner  Place 
Green  Bay  WI  54301 
(414)432-8716 

ORS* 

Lulloff,  Rolf  S 

2520  Betty  Ct 
Green  Bay  WI  54301 
(414)494-5611 

GP 

MacMullen,  Wallace 

1751  Deckner  Ave 
Green  Bay  WI  54302 

FP  GP 

Majeski,  Henry  E 

206  Main  St  POB  C 
Luxemburg  WI  54217 
(414)  845-2351 

GS 

Manabat  Jr,  Enrique  S 

812  S Fisk  St 
Green  Bay  WI  54304 


GS*  CDS 
Manke,  David  A 

1551  Dousman 
Green  Bay  WI  54303 
(414)  499-1557 

U* 

Marlett,  Myron  M 

2021  S Webster  Ave 
Green  Bay  WI  54301 
(414)437-9613 

R* 

Martin,  John  E 

POB  3006 

Green  Bay  W'l  54303 


IM*  A* 

Mattson,  James  R 

501  S Military  Ave 
Green  Bay  WI  54303 
(414)  494-2323 

PTH* 

McCormick,  Raymond  A 

POB  1221 

Green  Bay  WI  54305 
(414)  433-8226 

AN 

McGuan,  Austin  R 

1334  Kellogg  St 
Green  Bay  WI  54303 
(414)  494-8477 

ORS* 

McGuire,  George  E 

704  S Webster  Ave 
Green  Bay  WI  54301 

FP 

McHenry,  Michael  G 

314  Seminole  Lane 
Green  Bay  W I 54303 


PTH*  CLP* 
McIntyre,  James  A 

1726  Shawano  Ave 
Green  Bay  WI  54303 
(414)  498-4662 

IM  CD 

McKenna,  David  H 

1821  S Webster  Ave 
Green  Bay  WI  54301 


FP 

McNeal,  Wesley  E 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)433-3456 

GP 

Merline,  Gerald  B 

502  George  St 
DePere  WI  541 15 
(414)  336-4255 

PD 

Meyer,  Mary  C 
1551  Dousman 
Green  Bay  WI  54303 
(414)  494-3541 

PD* 

Mickle,  Kenneth  C 

1821  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-9051 

OTO* 

Mills,  John  M 

923  Eliza  St 

Green  Bay  WI  54301 

(414)432-9261 

GS* 

Milson,  Bertram  I 

1745  Dousman  St 
Green  Bay  WI  54303 
(414)  494-9661 

GP 

Milson,  Louis 

1745  Dousman  St 
Green  Bay  WI  54303 
(414)494-9661 

IM 

Milson,  Stuart  E 

1745  Dousman  St 
Green  Bay  W'l  54303 
(414)  494-9661 

ORS 

Mohr,  Wayne  S 

1 18  N Monroe  Ave 
Green  Bay  WI  54301 


OBG* 

Murphy,  Raymond  J 

1751  Deckner  Ave 
Green  Bay  WI  54302 
(414)468-5621 

PD 

Myers,  Richard  L 

1821  S Webster  Ave 
Green  Bav  WI  54301 
(414)  437-9051 
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OPH*  OTO 
Nadeau,  Emile  G 

923  Eliza  St 
Green  Bay  WI  54301 


§ OPH* 

Nadeau,  George 

141  Webster  Heights  Dr 
Green  Bay  Wl  54301 
(414)432-9261 

ORS* 

Nellen,  James  W 
1 18  N Monroe  Ave 
Green  Bay  Wl  54301 
(414)  437-0261 

1M* 

Nelson  Jr,  William  L 

900  S Webster  Ave 
Green  Bay  Wl  54301 


NS* 

Nishioka,  Hiro 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  465-1900 

IM*  GE* 

Nordell,  Charles 

1745  Dousman  St 
Green  Bay  Wl  54303 
(414)  494-9661 

FP 

Novotny,  Clarence  G 

120  Siegler 
Green  Bay  Wl  54303 
(414)  497-0707 

P*  PN* 

O’Neill,  Michael  J 

3239  Delaiiaut  St 
Green  Bay  WI  54301 
(414)  435-8920 

ORS* 

O’Reilly,  Michael  D 

1551  Dousman  St 
Green  Bay  WI  54303 
(414)494-0523 

P CHP  PN* 
Orman,  Edward  S 

2131  S Webster  Ave 
Green  Bay  WI  54301 
(414)  435-8816 

OPH* 

Ottum,  John  A 

417  S Monroe  Ave 
POB  8087 

Green  Bay  WI  54308 
(414)  437-6505 

NS 

Oudenhoven,  Richard  C 

POB  129 

Green  Bay  WI  54305 
(414)  437-9604 

IM*  CD* 

Palay,  Howard  J 

400  Roselawn  Blvd 
Green  Bay  WI  54301 
(414)433-3640 


EM 

Peters,  Earl  E 
Rt  3 Lost  Dauphin  Rd 
DePere  WI  54115 
(414)336-5575 

GS* 

Philipp,  Louis  D 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  468-7121 

IM 

Pinn,  Christopher  C 

1821  S Webster  Ave 
Green  Bay  WI  54301 
(414)435-4341 

NPM  PD* 
Pokora,  Thomas  J 

900  S Webster  Ave 
Green  Bay  WI  54301 

OBG* 

Poley,  Carl  R 

1821  S Webster  Ave 
Green  Bay  WI  54301 
(414)437-4395 

PD*  NPM 
Porembski,  Michael 

900  S Webster  Ave 
Green  Bay  WI  54301 
(414)437-0431 

FP*  GP 
Rahr,  Henry  C 

346  Wagon  Wheel  Ct 
Green  Bay  WI  54302 
(414)  845-2351 

IM*  HEM 
Randall,  John  H 

704  S Webster 
Green  Bay  WI  54301 
(414)468-3422 

P* 

Reinhard,  Harold  J 

501  Beilin  Building 
1 30  E Walnut  St 
Green  Bay  WI  54301 
(414)435-8920 

IM*  END* 
Richardson,  Benson  L 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  468-9588 

DR 

Robinson,  James  E 

906  Cedarview  Ct 
Green  Bay  WI  54301 


GP  GS 
Rose,  Robert  J 

621  E Walnut  St 
Green  Bay  WI  54301 
(414)437-4366 

P 

Rothe,  Clarence  A 

2573  Oakwood  Ave 
Green  Bay  WI  54301 
(414)  437-3360 


PD*  NPM* 
Samuels,  David  P 

900  S Webster  St 
Green  Bay  WI  54301 
(414)  437-0431 

OBG* 

Sandmire,  Herbert  F 

201  St  Mary’s  Blvd 
Green  Bay  WI  54301 
(414)336-8684 

GP 

Schibly,  William  J 

530  S Irwin  St 
Green  Bay  WI  54301 
(414)432-5569 

U* 

Schiebler,  John  C 

2021  S Webster  Ave 
Green  Bay  WI  54303 


TR  R* 

Schlise,  Sally  M 

1 1 24  Cass  St 
Green  Bay  WI  54301 


OTO*  OPH 
Schmidt,  Robert  T 

923  Eliza  St 
Green  Bay  WI  54301 
(414)  432-9261 

N* 

Schmidt  Jr,  Robert  T 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  468-6377 

ORS* 

Schneider,  William  F 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  468-0246 

AN 

Schumacher,  John  P 
POB  1081 

Green  Bay  WI  54305 


OPH* 

Schwiesow,  Karl  L 
1 345  W Mason  St 
Green  Bay  WI  54303 
(414)  499-3102 

OBG* 

Sehring,  Frederick  G 

2301  Riverside  Dr 
Green  Bay  WI  54301 
(414)433-9000 

OBG* 

Shaffer,  Richard  L 

1061  W Mason  St 
Green  Bay  WI  54304 
(414)499-1222 

PD*  ADL 
Shea,  Daniel  W 

1821  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-9051 


FP 

Sherwood,  Donald  L 

1551  Dousman  St 
Green  Bay  WI  54303 
(414)  494-5611 

PH 

Shinners,  George  M 
3246  Waubenoor  Dr 
Green  Bay  WI  54301 
(414)  336-7073 

IM* 

Shivamurthy,  Gowdar  S 

1203  S Military  Ave 
Green  Bay  WI  54304 
(414)  494-4781 

IM* 

Shrake,  John  F 

900  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-0431 

OBG* 

Sipes,  Donald  R 

1061  W Mason  St 
Green  Bay  WI  54303 
(414)499-1222 

PTH* 

Skarphol,  Darrell  P 

POB  1221 

Green  Bay  WI  54305 


U* 

Smith,  Charles  C 

2021  S Webster  Ave 
Green  Bay  Wl  54301 
(414)  437-9613 

D*  DMP 
Smullen,  Michael  J 

930  W Mason  St 
Green  Bay  WI  54303 


TS* 

Soeter,  John  R 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  465-8621 

N* 

Somerville,  Stephen  V 

704  S Webster  Ave  #5B 
Green  Bay  WI  54301 
(414)  468-6372 

AN 

Song,  Hwe  Jae 
3054  Bay  View  Dr 
Green  Bay  WI  54301 
(414)432-6373 

OPH* 

Stankevych,  Anatol  J 

923  Eliza 

Green  Bay  WI  54301 
(414)  432-9261 

GP 

Stiennon,  Oscar  A 

1021  Howard  St 
Green  Bay  Wl  54303 


DR 

Stine,  Harold  E 

Oak  Ridge  Circle,  Rt  2 
DePere  WI  54115 


GS* 

Stoehr,  Bruce  J 

1551  Dousman  St 
Green  Bay  WI  54303 
(414)  494-5611 

FP*  OBG 
Sullivan,  Donel  R 

1745  Dousman  St 
Green  Bay  WI  54303 
(414)  494-9661 

GS*  CDS 
Swelstad,  Jack  A 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  494-0580 

IM* 

Syrjamaki,  Charles  E 
1551  Dousman  St 
Green  Bay  WI  54303 
(414)494-5611 

OBG* 

Theiler  Jr,  George  J 

900  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-0431 

DR* 

Thompson,  Loren  L 

234  Terrace  Ct 
Green  Bay  WI  54301 
(414)  336-6706 

OTO* 

Titulaer,  Richard  J 

1551  Dousman  St 
Green  Bay  WI  54303 
(414)  494-5611 

ORS* 

Tressler,  Hubert  A 

1 18  N Monroe  St 
Green  Bay  WI  54301 


U* 

Troup,  Charles  W 

704  S Webster  Ave 
Green  Bay  Wl  54301 
(414)  433-6054 

U* 

Troup,  Richard  H 

2021  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-9613 

§ OPH*  OTO* 
Troup,  Wilson  J 

Lanikai  Villas 
320  S Ocean  Blvd 
Delray  Beach  FL  33444 

OBG* 

Utrie,  John  W 

1821  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-4395 
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GP 

Vande  Loo,  Francis  B 

1819  Rainbow  Ave 
DePereWI  54115 
(414)  366-0106 

OTO* 

Vander  Woude,  S W 

923  Eliza  St 
Green  Bay  WI  54301 
(414)  432-9261 

OBG 

Vogel,  Edward  G 

1061  W Mason  St 
Green  Bay  WI  54303 
(414)  499-1222 

GS* 

Von  Heimburg,  Roger  L 

900  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-0431 

IM* 

Walbrun,  Fred  H 

POBZ 

Pulaski  WI  54162 
(414)  822-3111 

FP* 

Waldkirch,  Bernard  P 

502  George  St 
DePere  WI  541 15 
(414)336-4172 

GP 

Waldkirch,  Raymond  M 

502  George  St 
DePereWI  54115 
(414)336-4255 

AN 

Walker,  Thomas  F 

1331  Bellevue — Lot  Q 
Green  Bay  WI  54302 


R* 

Wallerius,  John  F 

Rt,  Box  136A 
Denmark  WI  54208 
(414)  863-8022 

IM* 

Wampler,  Robert  E 

1821  S Webster  Ave 
Green  Bay  WI  54301 
(414)435-4341 

N* 

Wanamaker,  William  M 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)  468-6372 

R* 

Wargin,  Roger  C 

POB  3875 

Green  Bay  WI  54303 
(414)  499-8849 

R* 

Weinhold  III,  Frank  M 

425  Arrowhead  Dr 
Green  Bay  WI  54301 


NS*  AM 
Wentworth,  Alan  F 

704  S Webster  Ave 
Green  Bay  WI  54301 
(414)465-1900 

OTO* 

Wineinger,  David  M 

923  Eliza  St 

Green  Bay  WI  54301 

(414)432-9261 

GS* 

Wochos,  Robert  G 

1821  S Webster  Ave 
Green  Bay  W I 54301 
(414)  435-4341 

GP  EM 
Wong,  James  R P 

855  S Main  St 
Oconto  Falls  WI  54154 


EM* 

Zimmerman,  Robert  C 

Rt  3 Hidden  Valley  Lane 
Green  Bay  WI  54301 
(414)336-2469 

PDA  PD* 

Zondlo,  Joseph  G 

900  S Webster  Ave 
Green  Bay  WI  54301 
(414)  437-0431 

GS* 

Zucker,  Kenneth  L 

1821  S Webster  Ave 
Green  Bay  WI  54301 

(414)435-4341 


CALUMET 

COUNTY  MEDICAL  SOCIETY 

FP* 

Carlson,  William  J 

117  Park  Ave 
Brillion  WI  541 10 
(414)  756-5311 

GP 

De  Arteaga,  Julio  C 

133  Wisconsin  Ave 
Brillion  WI  541 10 

GS* 

Ganju,  Badri  N 

451  E Brooklyn  St 
Chilton  WI  53014 
(414)  849-2888 

PTH* 

Glenn,  James  H 

614  Memorial  Dr 
Chilton  WI  53014 
(414)  849-2386 

GP  OTO 
Humke,  Kenneth  R 

26  School  St 
Chilton  WI  53014 
(414)  849-2331 


PS  GS 

Klein,  Martin  H 

69  E Brooklyn  St 
Chilton  WI  53014 
(414)  849-4426 

GP 

Knauf , James  W 

451  E Brooklyn  St 
Chilton  WI  53014 
(414)  849-4112 

§ GP 

Larme,  Francis  P 

2101  Mary  Ave 
New  Holstein  WI  53061 
(414)  898-4412 

R 

Lozada,  Ricarte  E 

W 2143  Debra  Ct 
Chilton  WI  53014 
(414)  849-9448 

GP 

Pinney,  James  C 
507  C W Main  St 
Hilbert  WI  54129 
(414) 853-3534 

FP* 

Theiler,  Randy  T 

451  E Brooklyn  St 
Chilton  WI  53014 
(414)  849-9375 

IM 

Ylagan,  Arturo  M 

26  School  St 
Chilton  WI  53014 


CHIPPEWA 

COUNTY  MEDICAL  SOCIETY 

GP  FP* 

Asplund,  Merne  W 

1518  Main  St 
Bloomer  WI  54724 
(715)568-2110 

FP 

Casing,  Myma  A 
121  W 8th  St 
Stanley  WI  54768 
(715)644-5567 

GP  GS 

Casing,  Roberto  L 

523  Madison  St 
Stanley  WI  54768 
(715)644-5567 

AN* 

Cook,  Frederick  D 

1315  Ridgewood  Dr 
Chippewa  Falls  WI  54729 
(715)723-6523 

FP* 

Cook,  Steven  D 
2501  Cty  Trk  I 
Chippewa  Falls  WI  54729 
(715)  723-9138 


ORS* 

Fleming,  George  E 

3203  Stein  Blvd 
Eau  Claire  W I 54701 


GP  OBG 
Glenn,  Everett  C 

Rt  8 Box  149 

Chippewa  Falls  WI  54729 
GS 

Gonzaga,  Caesar  R 
127  W Central  St 
Chippewa  Falls  WI  54729 

FP* 

Hanley,  Larry  L 

347  Prairie  View  Rd 
Chippewa  Falls  WI  54729 
(715)  726-1221 

IM 

Harrison,  Les 

2503  County  Hwy  I 
Chippewa  Falls  WI  54729 

GP 

Hatleberg,  Earl  A 

321  Carson  St 
Chippewa  Falls  WI  54729 


FP* 

Hendrickson,  Robert  L 

POB  248 
Cornell  WI  54732 
(715)239-6344 

OPH* 

Holm,  Peter  W 

2505  Cty  Hwy  I 
Chippewa  Falls  WI  54729 
(715) 723-9375 

FP* 

Ippel,  Paul  M 

2501  Cty  Trk  I 
Chippewa  Falls  WI  54729 
(715)723-9138 

FP  CD 

Kemper,  Charles  A 

727  Maple  St 
POB  699 

Chippewa  Falls  WI  54729 
(715)723-3813 

ORS 

Kennedy,  Richard  D 

2507  Cty  Hwy  I 
Chippewa  Falls  WI  54729 
(715)  723-8514 

FP* 

Larson,  John  L 

POB  187 

Bloomer  WI  54724 
(715)568-2709 

FP 

Lea,  Robert  S 

1 102  Dover  St 
Chippewa  Falls  WI  54729 


OBG 

Lee,  Sang  B 
890  Hwy  178 
Chippewa  Falls  WI  54729 
(715)723-8543 

FP* 

Madsen,  James  E 

425  N Franklin 
Stanley  WI  54768 


IM 

Maniquiz,  Reynaldo  C 

600  Bay  St 

Chippewa  Falls  WI  54729 
(715)  723-0211 

GP 

Mathwig,  Robert  J 

121  W Eighth  Ave 
POB  112 
Stanley  WI  54768 
(715)644-5542 

GP 

Murphy,  Paul  W 

308  17th  Ave 
Bloomer  WI  54724 
(715)568-4280 

IM  GP  OS 

Obcena,  Ricardo  S 
Rt  2 

Cadott  WI  54727 
(715)289-4267 

§ FP*  OS 
Overgard,  Albon  W 

406  N Franklin  St 
Stanley  WI  54768 
(715)644-5846 

FP  EM 

Picotte,  Lyman  W 

1420  Miles  St 
Chippewa  Falls  WI  54729 
(715)  723-6825 

ORS 

Proett,  A Frederick 

2507  Cty  Hwy  I 
Chippewa  Falls  WI  54729 
(715)  723-8514 

GP 

Rahn,  Bruno  F 

Rt  6 Box  253 

Chippewa  Falls  WI  54729 


GP 

Rosenbrook,  Gordon  H 

1905  S Main  St 
Bloomer  WI  54724 


FP*  OS 
Sallis,  Douglas  A 

305  E First  Ave 
Stanley  WI  54768 
(715)644-5526 

FP 

Samuelson,  Clarence 
Rt  1 Box  49-A 
Park  Lane 
Jim  Falls  WI  54748 
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FP* 

Sanchez,  Romulo  M 

Boyd  WI  54726 
(715)667-5151 

GS  GP 

Sangalang,  Romeo  B 
Rt  5 

Chippewa  Falls  WI  54729 
(715)723-0252 

GP  U 

Sazama,  John  J 

658  Heritage  Ct 
Chippewa  Falls  WI  54729 
(715)723-4498 

U* 

Sazama,  Richard  C 
3202  Stein  Blvd 
Eau  Claire  WI  54701 
(715)  835-6548 

R*  TR* 

Swenson,  Franklin  H 

Rt  6 Box  290 

Chippewa  Falls  WI  54729 
(715)723-8162 

p* 

Taman,  Mahmoud  S 

41 1 E Wisconsin  St 
Chippewa  Falls  WI  54729 
(715)723-2107 

TS*  GS* 

Winskunas,  Philip  F 

Rt  7 Box  137 

Chippewa  Falls  WI  54729 
(715)839-0073 

PTH* 

Wrighl,  Warren  K 

2661  CtyTrk  I 
Chippewa  Falls  WI  54729 
(715)723-1811 

GP 

Zenner,  Clarence  E 
POB61 

Cadott  WI  54727 


CLARK 

COUNTY  MEDICAL  SOCIETY 


IM 

Algan,  A Mitat 

4921  Ascot  Lane,  #4 
Madison  WI  53711 

GS  ABS 
Capati,  Nazario  R 
216  Sunset  PI 
Neillsville  WI  54456 
(715)743-3231 

GS* 

Gregorio,  Federico  P 
216  Sunset  PI 
Neillsville  WI  54456 
(715)743-3231 


FP* 

Gungor,  Bahri  O 

216  Sunset  PI 
Neillsville  WI  54456 
(715)793-3231 

FP* 

Hopkins,  William  P 

Owen  WI  54460 
(715)229-2177 

FP* 

Janssen,  Gary  J 
134  S Main  St 
Greenwood  WI  54437 
(715)267-6600 

GP 

Johnson,  John  W 

POB  154 
Withee  WI  54498 
(715)229-2993 

GP 

Koch,  James  W 

106  S Second  St 
Colby  WI  54421 
(715)  223-2331 

GP 

Manz,  Kenneth  F 

604  W Second  St 
Neillsville  WI  54456 
(715)743-3520 

IM*  CD 

Neelagaru,  Narasimhulu 
110  Park  St 
Neillsville  WI  54456 
(715)743-3231 

GS 

Ozturk,  Cahit  H 

510  W Fifth  St 
Neillsville  WI  54456 


GP 

Pfefferkorn,  E Dolf 

Colby  W I 54421 
(715)  223-2331 

PD* 

Reddy,  Reganti  V R 

216  Sunset  PI 
Neillsville  WI  54456 
(715)743-3231 

DR*  IM 
Reddy,  Vangala  J 

216  Sunset  PI 
Neillsville  WI  54456 
(715)  743-3101 


COLUMBIA 

MARQUETTE 

ADAMS 

COUNTY  MEDICAL  SOCIETY 

GS 

Bay  Ion,  Renato  R 

POB  166 
Oxford  WI  53952 


GP 

Bronson,  Fredrick  H 

Rt  2 Fox  Glen  Rd 
Portage  WI  53901 
(608)  742-6968 

GP 

Cheli,  Clement  F 

923  Park  Ave 
Columbus  WI  53925 
(414)  623-2277 

FP 

Christianson,  Richard  E 

916  Silver  Lake  Dr 
Portage  WI  53901 
(608)742-7161 

FP 

Conley,  Harold  L 

820  Bauer  St 

Wisconsin  Dells  WI  53965 
GP 

Cooney,  Robert  T 

916  Silver  Lake  Dr 
Portage  WI  53901 

OPH 

Davis,  Jeffrey  P 

101 1 W Pleasant  St 
Portage  WI  53901 


OBG 

Diancin,  Renato  C 

545  Dix  St  POB  203 
Columbus  W I 53925 
(414)623-2910 

GS* 

Esmaili,  Muhammed 

POB  10 

Friendship  WI  53934 
(608)  339-3326 

GS 

Faylona,  Renato  T 

S Vine  St 

Wisconsin  Dells  WI  53965 
(608)253-1171 

FP 

Gissal,  Frederick  W 

POB  325 

Wisconsin  Dells  WI  53965 


FP 

Gregory,  David  D 

916  Silver  Lake  Dr 
Portage  WI  53901 
(608)  742-7161 

GP 

Guzman,  Victor  C 
POB  472 
Portage  WI  53901 


GP  GS 

Henney,  Thomas  E 
916  Silver  Lake  Dr 
Portage  WI  53901 
(608)  742-7161 


GP 

Hoffmann,  Karl  M 

215  Church  St 
Montello  WI  53949 


GP  GS 
Irwin,  Wallace  G 

109  First  St 
Lodi  WI  53555 
(608)592-4100 

GP 

Janssen,  Martin  L 

POB  10 

Friendship  WI  53934 


IM  PUD 
Mejia,  Gualberto  B 
POB  166 
Oxford  WI  53952 
(608)589-5181 

GS*  CDS 
Mirza,  Muzaffar  B 

206  W Lake  St 
Friendship  WI  53910 
(608) 339-6350 

GP  IM 

Pavelsek,  Joseph  W 

1508  New  Pinery  Rd 
Portage  WI  53901 
(608)  742-2131 

GP  GS 
Poser,  John  F 

635  Park  Ave 
Columbus  WI  53925 
(414)623-5000 

IM* 

Poser,  Rolf  O F 

635  Park  Ave 
Columbus  WI  53925 
(414)  623-5000 

PD* 

Sankaran,  Ramakrishnan 

POB  10 

Friendship  WI  53934 
(608)  339-7747 

GS 

Simani,  Rahmatollah 

Friendship  WI  53934 

IM* 

Slavik,  Paul  J 

916  Silver  Lake  Dr 
Portage  WI  53901 


ORS* 

Taylor,  Donald  J 

1015  W Pleasant  St 
Portage  WI  53901 
(608)  742-8389 

GP 

Taylor,  Stewart  F 

POB  320 
Portage  WI  53901 
(608)  742-4242 


ORS 

Taylor  Jr,  Stewart  F 

1015  W Pleasant  St 
Portage  WI  53901 
(608)  742-8389 

GP 

Tierney,  Edward  F 

316  W Cook  St 
Portage  WI  53901 
(608)  742-3305 

OBG 

Villavicencio,  Celso  A 

842  Ridgeview  Ct 
Portage  WI  53901 


CRAWFORD 

COUNTY  MEDICAL  SOCIETY 

§ GP  ORS 
Dessloch,  Eli  M 
POB  89 

Prairie  du  Chien  WI  53821 
(608)  326-6978 

§ OBG 

Farrell,  Thomas  F 

323  S Beaumont  Rd 
Prairie  du  Chien  WI  53821 


FP* 

Garrity,  Michael  S 
610  E Taylor  St 
Prairie  du  Chien  WI  53821 
(608)  326-6466 


DANE 

COUNTY  MEDICAL  SOCIETY 

Abrams,  Bruce  R 

6616  S Ave 
Middleton  WI  53562 


§ IM* 

Albright,  Edwin  C 

3901  Euclid  Ave 
Madison  WI  5371  1 


FP* 

Albright,  John  G 

1912  Atwood  Ave 
Madison  WI  53704 
(608)  241-4611 

AN* 

Alexander,  S Craighead 

B6/387  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8100 
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OPH* 

Allen,  James  C 

F4/348  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1468 

OM 

Alien,  John  R 

795  Lakewood  Blvd 
Madison  WI  53704 
(608)249-1174 

§ IM 

Allin,  Robin  N 

802  Huron  Hill 
Madison  WI  53711 

PM* 

Alsentzer,  Ulrich  K 

1301  Nishishin  Trail 
Monona  WI  53716 
(608)  263-8648 

GS* 

Anderson,  A D 

2 W Gorham 
Madison  WI  53703 
(608)255-9414 

OTO 

Anderson  Jr,  Ashley  G 

Suite  620 
One  S Park  St 
Madison  WI  53715 


OPH 

Anderson,  Charles  J 

314  Acadia  Dr 
Madison  WI  53717 


§ OS  PUD 
Anderson,  Henry  A 

5101  Coney  Weston  PI 
Madison  WI  53711 
(608)271-7731 

OM  GPM* 
Anderson  III,  Henry  A 

1 W Wilson,  POB  309 
Madison  WI  53701 
(608)  266-1253 


OBG* 

Anderson,  John  M 

Suite  408 
20  S Park  St 
Madison  WI  53715 
(608)  257-4386 

Anderson,  Mary  A 

43 1 3 Daisy  Dr 
Madison  WI  5371 1 
(608)267-6158 

OM  EM 
Andonian,  James  J 

3919  Shawnee  Pass 
Madison  WI  5371 1 
(608)267-6158 


OPH* 

Andrew,  Robert  B 

20  S Park  St 
Madison  WI  53715 
(608)  257-5422 

PD* 

Andringa,  Conrad  L 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)252-8181 

ON 

Ansfield,  Fred  J 

POB  41 

Clam  Lake  WI  54517 
(715)794-2451 

R 

Ansusinha,  Tamnit 

Suite  201 
20  S Park  St 
Madison  WI  53715 


OPH* 

Appen,  Richard  E 

1025  Regent  St 
Madison  WI  53715 
(608)251-2361 

P 

Arnesen,  Richard  B 

920  Castle  PI 
Madison  WI  53703 
(608)  256-5176 

FP* 

Atkinson,  Benjamin  W 

One  S Park  St 
Madison  WI  53715 
(608)  257-9700 

AN* 

Atlee,  John  L 

B6/386 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8109 

R 

Atwell,  David  T 

309  W Washington  Ave 
Madison  WI  53703 


AN* 

Avery,  Pamela  G 
6018  Hammersley  Rd 
Madison  WI  53711 
(608)  257-6464 

AN* 

Backs,  Mark  F 

20  S Park  St 
Madison  WI  53715 
(608)  257-6464 

GS* 

Backwinkel,  Klaus  D 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8475 

Bain,  Philip  A 

314  S Brooks  St  Apt  2 
Madison  WI  53715 


AN* 

Bamforth,  Betty  J 

B6/387 CSC 
600  Highland  Ave 
Madison  WI  53792 


CD*  IM* 

Bandow,  George  T 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)252-8019 

ORS* 

Baranowski,  Walter 

1912  Atwood  Ave 
Madison  WI  53704 
(608)241-6567 

ORS* 

Barash,  Harvey  L 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8458 

CD  IM* 

Barrett,  Kay  M 

1912  Atwood  Avenue 
Madison  WI  53704 
(608)241-4611 

OBG 

Barron,  Cindy  L 

20  S Park  St,  #408 
Madison  WI  53715 
(608)  257-4386 

AN* 

Barsch,  John  H 

146  Nautilus  Dr 
Madison  WI  53705 
(608)  238-4353 

ORS* 

Bartlett,  David  H 

2704  Marshall  Ct 
Madison  WI  53705 
(608)  238-9311 

PD* 

Bartlett,  William  H 

213  Carillon  Dr 
Madison  WI  53705 
(608)252-8181 

OPH* 

Baske,  Richard  F 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8422 

P CHP 

Bauer,  Catherine  M 

2250  Keyes  Ave 
Madison  WI  53711 


FP* 

Beasley,  John  W 
777  S Mills  St 
Madison  WI  53715 
(608)  263-7373 

IM*  BLB* 
Becker,  Gary  A 
POB  603 

Madison  WI  53701 
(608)255-0021 


OTO 

Becker,  Michael  E 

1 S Park  St,  #620 
Madison  WI  53715 


AN* 

Behling,  Ronald  E 

20  S Park  St 
Madison  WI  53715 
(608)  273-2673 

§ FP 

Behrend,  Joseph  F 

850  Schuster  Rd 
Sun  Prairie  WI  53590 


IM* 

Beilman,  Robert  L 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8023 

IM* 

Belknap  Jr,  Elston  L 

20  S Park  St 
Madison  WI  53715 
(608)  257-7875 

GS*  OS 
Belzer,  Folkert  O 

G5/359 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-1377 

GP  OM 
Benish,  George  A 

1206  Sherman  Ave 
Madison  WI  53703 
(608)241-4445 

§ OTO* 

Bennett,  E Maxine 

31 10  Wacheeta  Trail 
Madison  WI  5371 1 
(608)222-5017 

FP* 

Benton,  George  D 
1912  Atwood  Ave 
Madison  WI  53704 
(608)241-4611 

P PN* 

Berg,  Mary  C 
4801  Holiday  Dr 
Madison  WI  53711 


CDS  TS* 
Berkoff,  Herbert  A 

H4/310  CSC 
600  Highland  Ave 
Madison  WI  53792 


Berman,  Alvin  L (PhD) 

623  Waisman  Ctr  UW 
Madison  WI  53706 
(608) 263-5927 

CDS*  TS*  GS* 
Bernhardt,  Louis  C 

501  Shearwater  Rd 
Madison  WI  53714 
(608)  252-8000 


OTO* 

Bernhardt,  Norval  E 

345  W Washington  Ave 
Madison  WI  53703 
(608)252-8414 

PS* 

Bernsten,  Stephen  A 

7016  Applewood  Dr 
Madison  WI  5371 1 
(608)  257-2208 

Bertha,  Brian  G 

1054  Williamson  St  Apt  1 
Madison  WI  53703 


D* 

Bertram,  John  R 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8173 

CD  NM* 

Besozzi,  Myrwood  C 
600  Highland  Ave 
Madison  WI  53792 


GS 

Binder,  James  P 

203  Schiek  Plaza  Dr 
Rhinelander  WI  54501 
(715)  362-6160 

R ON 

Blacher,  Stuart  E 

1901  Carver  St 
Madison  WI  53713 


IM 

Blancke,  Frederick  W 

801  Butternut  Rd 
Madison  WI  53704 
(608)  257-2829 

PTH*  END 
Bloodworth  Jr,  J M B 

2500  Overlook  Terrace 
Madison  WI  53705 
(608)256-1901 

OPH* 

Blum  Jr,  Fred  G 

1 S Park  St  #400 
Madison  WI  53715 
(608)  257-4286 

Boblin,  James  D 

207  A Eagle  Heights 
Madison  WI  53705 

PTH 

Bockelman,  Henry  W 

414  Romayne  Ave 
Racine  WI  53402 


NS* 

Bogdanowicz,  Wojciech 

1 3 1 3 Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8035 

Bohn,  Michael  J 

7430  S Ave 
Middleton  WI  53562 
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GS*  TS 

Boldon  Jr,  Edward  I 

20  S Park  St 
Madison  WI  53715 
(608)  255-6709 

AN 

Boncyk,  John  C 

409  Palomino  Ln  Apt  C 
Madison  WI  53705 


RHU*  IM* 
Bonebrake,  Robert  A 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8511 

GS*  TS 
Botham,  Richard  J 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608) 252-8000 

N*  EEG  EMG 
Boyer,  Stanley  W 

345  W Washington  Ave 
Madison  WI  53703 
(608) 252-8531 

OTO* 

Brandenburg,  James  H 

F4/270  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-7064 

OPH* 

Bresnick,  George  H 
F4/244 

600  Highland  Ave 
Madison  WI  53792 


OBG* 

Brew,  Barbara  A 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8444 

Brewer,  Jack  A 

406  A Mills  St,  #3 
Madison  WI  53715 
(608)  251-1328 

OPH* 

Brightbill,  Frederick  S 

1025  Regent  St 
Madison  WI  53715 
(608)  251-2361 

AN* 

Brill,  James  J 

4925  Fond  du  Lac  Trail 
Madison  WI  53705 
(608)  233-4650 

OTO*  OPH* 
Brindley,  Benjamin  I 

1013  Tumalo  Tr 
Madison  WI  5371 1 
(608)  233-6571 

N PN* 

Britton,  Daniel  E 

345  w Washington  Ave 
Madison  WI  53703 


§ OBG 

Britton,  Donald  M 

6832  Schroeder  Rd 
Madison  WI  5371  1 


ORS* 

Brodhead,  William  T 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8095 

PTH* 

Brown,  Arnold  L 

1205  Med  Sciences  Ctr 
1300  University  Ave 
Madison  WI  53706 
(608)  263-4910 

P 

Brown,  Joseph  G 

812  Owen  Rd 
Madison  WI  53716 


GE  IM* 

Browning,  Thomas  H 

1050  Regent  St 
Madison  WI  53715 
(608)  257-3008 

IM 

Brungard,  Karen  R 

345  W Washington  Ave 
Madison  WI  53703 


Brusky,  John  E 

933  W Johnson  St 
Madison  WI  53715 


US 

Bryan,  George  T 
1302  Gilbert  Rd 
Madison  WI  53711 


IM 

Buchanan  Jr,  Joel  R 

3319  Harvey  St  Apt  E 
Madison  WI  53705 


OBG*  TR* 
Buchler,  Dolores  A 

H4/634  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-1209 

EM  FP 

Budzak,  Kathryn  S 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8086 

PD*  A* 

Bukstein,  Donald  A 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8000 


A 

Burke,  Myra  E 

4723  Sheboygan  Ave 
Apt  117 

Madison  WI  53705 


AN* 

Bush,  George  L 

B6/379  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8100 

IM* 

Bussan,  Kenneth  L 

20  S Park  St 
Madison  WI  53715 
(608)  255-4445 

Carlson,  Douglas  L 

27  S Bassett  St 
Madison  WI  53703 


Carlson,  Judith  A 

724  S 112th  St 
West  Allis  WI  53214 


AN 

Carlson,  Sheila  K 
4405  Mandrake  Rd 
Madison  WI  53704 
(608)  244-9587 

R* 

Carter,  Thomas  L 

202  S Park  St 
Madison  WI  53715 
(608)  267-6096 

N* 

Celesia,  Gastone  G 

Loyola  Univ  Sch  of  Med 
2160  S 1st  St 
Maywood  IL  60153 
(312)531-3959 
NS* 

Chanbusarakum,  K 

20  S Park  St  #202 
Madison  WI  53715 
(608)  255-4826 

OPH* 

Chandra,  Suresh  R 

F4/342 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-6644 

GS 

Chase,  Samuel  L 
1054  Woodrow  St 
Madison  WI  53711 


OBG* 

Christensen,  Dennis  D 

1 S Park  St  #280 
Madison  WI  53715 
(608)  251-5900 

OBG* 

Christmann,  Robert  P 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


PD*  CHN 
Chun,  Raymond  W M 

600  Highland  Ave 
Madison  WI  53792 
(608)  263-8551 

ORS* 

Clancy  Jr,  William  G 

G5/331  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1356 

§ IM 

Clausen,  Norman  M 

9928  Cty  Trk  Y Rt  1 
Mazomanie  WI  53560 
(608)643-8651 

P 

Clinton,  Gerald  L 

2727  Marshall  Ct 
Madison  WI  53705 
(608)  238-9354 

DR* 

Colburn  Jr,  R Marshall 

4335  Schneider  Dr 
Oregon  WI  53575 
(608) 255-4576 

FP* 

Cole,  Robert  L 

5714  Odana  Rd 
Madison  WI  53719 
(608)274-1100 

P 

Coleman,  Frederick  W 

2725  Marshall  Ct 
Madison  WI  53705 
(608)  238-7343 

PD* 

Coleman,  Wendy  S 
345  w Washington  Ave 
Madison  WI  53703 


GP 

Collins,  Royden  F 

941  Harvey  Terrace 
Madison  WI  53703 


PTH* 

Connors,  Dean  M 

707  S Mills  St 
Madison  WI  53715 


IM* 

Cookson,  David  U 
4910  Lake  Mendota  Dr 
Madison  WI  53705 
(608)  233-9746 

§ D* 

Cooper,  Garrett  A 

1512  Summac  Dr 
Madison  WI  53705 
(608)  233-4070 

PDC  CD 
Corliss,  Robert  J 

707  S Mills  St 
Madison  WI  53715 
(608)  256-3943 


IM*  AN* 

Coursin,  Douglas  B 

B6/387  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-9131 

ORS* 

Cowle,  Arch  E 

2 W Gorham  St 
Madison  WI  53703 
(608)  255-9414 

P* 

Crawford,  David  G 

2925  Fish  Hatchery  Rd 
#120 

Madison  WI  53715 
(608)  271-1318 

D*  IM 
Cripps,  Derek  J 

F4/225  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-6230 

Crispell,  Jeffrey  H 

6808  Schroeder  Rd  Apt  24 
Madison  WI  53711 


IM* 

Crocker,  Laurence  G 

20  S Park  St 
Madison  WI  53715 
(608)  257-7107 

§ IM  HEM 
Crowell  Jr,  Edward  B 

Christian  Medical  College 
Ludhiana  Punjab  141008 
INDIA 

IM* 

Crowley  Jr,  William  P 

20  S Park  St 
Madison  WI  53715 
(608)  257-7107 

R* 

Crummy  Jr,  Andrew  B 

D4/346  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8360 

OBG*  P 

Crumpacker,  Margaret 

4940  Audubon  Ave 
St  Louis  MO  63 110 
(314)  423-8860 

U* 

Cummings,  Kenneth  B 

G5/335  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1358 

ORS 

Cunningham,  Milfred  A 

2 W Gorham  St 
Madison  WI  53703 
(608)255-9414 
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OBG* 

Curet,  Luis  B 

202  S Park  St 
Madison  WI  53715 
(608)  262-0198 

DR* 

Curtin,  Michael  J 

20  SPark  St,  ^201 
Madison  WI  53715 
(608)  255-4573 

AI*  PD* 

Cusic,  Marshall  E 

345  W Washington  Ave 
Madison  WI  53703 
(608)252-8510 

IM* 

Dally,  Alfred  D 

2138  Rowley  Ave 
Madison  WI  53705 


DR  R* 

Damm,  Michael  G 

1142  Waban  Hill 
Madison  WI  53711 

CD*  IM* 

Danahy,  Daniel 

37  Oxwood  Circle 
Madison  WI  53717 
(608)  252-8019 

N EEG 

Dasheiff,  Richard  M 

2500  Overlook  Terrace 
Madison  WI  53705 
(608)256-1901 

IM*  END 
Daughtery,  Donald  A 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8023 

PS* 

Davenport  Jr,  Gordon 

202  S Park  St 
Madison  WI  53715 

OPH* 

Davis,  Frederick  J 

1025  Regent  St 
Madison  WI  53715 
(608) 251-2361 

GE*  IM* 

Davis,  Jeffrey  D 
345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8494 

R* 

Davis,  John  B 

6420  Sunset  Dr  Rt  8 
Verona  WI  53593 


OPH* 

Davis,  Matthew  D 

F4/340 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-6071 


CDS  TS*  GS* 
DeCock,  David  G 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8000 

PA  OS 

DeDennis,  Susana  R K 

1301  Sherman  Ave 
Madison  WI  53703 
(608)  241-4471 

PS* 

Demergian,  Vaughn 

345  w Washington  Ave 
Madison  WI  53703 
(608)  252-8488 

FP* 

Derus,  Gerald  J 

5001  Monona  Dr 
Madison  WI  53716 
(608)  222-3404 

GS* 

Detmer,  Don  E 

H4/368  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1388 

OPH* 

Devenecia,  Guillermo  B 

F4/384 CSC 
600  Highland  Ave 
Madison  WI  53792 


IM*  HEM 
Dewitt,  Richard  T 

345  W Washington  Ave 
Madison  WI  53703 


GS*  PS* 

Dibbell,  David  G 

G5/355 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1367 

OTO* 

Dibble,  Phillip  A 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


IM*  PUD* 

Dickie,  Helen  Aird 

G5/350  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 233-3035 

Dickson,  Yolonda 

2569  University  Ave,  # A 
Madison  WI  53705 


OBG 

Diem,  Klaus  D 

20  S Park  St  #307 
Madison  WI  53715 


IM 

Dieter,  Donald  G 

20  S Park  St 
Madison  WI  53715 
(608)  257-7107 

IM*  MON* 

Diggs,  Charles  H 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8000 

OPH  OTO* 
Dimond,  Waldo  B 

1614  Fordem  Ave 
Apt  305  D 
Madison  WI  53704 
(608)  244-5081 

GPM*  OM*  IM 
Dodson,  Vernon  N 

3005  Post  Rd 
Madison  WI  53713 
(608)  263-1905 

IM* 

Doehlert,  Charles  A 

4410  Regent  St 
Madison  WI  53705 


AN 

Doeler,  Terrence  E 
20  S Park  St 
Madison  WI  53715 


§ GP 

Donlin,  William  F 

150  River  Street 
Belleville  WI  53508 


OTO 

Donovan,  S Thomas 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 


OTO* 

Donovan,  Timothy  J 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


PUD  IM* 
Donovan,  William  N 

1902  Atwood  Ave 
Madison  WI  53704 

OPH* 

Dortzbach,  Richard  K 

1025  Regent  St 
Madison  WI  53715 
(608)  251-2361 

N*  OPH 
Dreizin,  Ivy  J 

Suite  202 
20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

R*  NR* 

Dudiak,  Stephen 

20 SPark  St  #201 
Madison  WI  53715 
(608)  255-4573 


OPH* 

Duehr,  Peter  A 

3322  Mound  View  Rd 
Verona  WI  53593 
(608)833-8106 

NS* 

Duff,  Thomas  A 

H4/336  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-1410 

FP* 

Dukerschein,  Franklin  N 

5528  Williamsburg  Rd 
Oregon  WI  53575 
(608)  835-5065 

PD*  PDC*  DR* 
Durnin,  Robert  E 

20  SPark  St,  #201 
Madison  WI  53715 
(608) 833-7887 

PD*  PHO* 

Dvorak,  Paul  F 

7102  Colony  Dr 
Madison  WI  53717 
(608)  833-3428 

ORS 

Dyreby  Jr,  James  R 

550  Timber  Dr 
Rhinelander  WI  54501 

OM*  GPM* 

Ebling,  Paul  R 

2500  Overlook  Terrace 
Madison  WI  53705 

P* 

Ecklund,  LeRoy 

301  Troy  Dr 
Madison  WI  53704 
(608)  244-2411 

PD*  CHN* 
Edelman,  Frederick  S 

20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

R* 

Edwards,  John  S 

202  S Park  St 
Madison  WI  53715 


Eggener,  Brian  J 

814  B Eagle  Heights 
Madison  WI  53705 

N IM  PN* 
Eichman,  Peter  L 

H6/548  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-7542 

Emanuel,  Peter  D 

4833  Sheboygan  Apt  332 
Madison  WI  53705 


HEM*  ON  IM* 
Engeler  Jr,  James  E 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8204 

Espinosa,  Andrea 

2569  University  Ave  Apt  A 
Madison  WI  53705 

OBG 

Estrin,  Margaret  A 

309  N Owen  Dr 
Madison  WI  53705 
(608) 233-9746 

FP*  PM 
Farley  Jr,  Eugene  S 
777  S Mills  St 
Madison  WI  53715 
(608)263-3115 

CD*  IM* 

Farnham,  Dennis  J 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8525 

IM* 

Farrell,  Robert  X 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


Fedderly,  Bradley  J 

6339  Pheasant  Ln  #D-78 
Middleton  WI  53562 

PS* 

Feierabend,  Theodore  C 

Christian  Med  College 
Ludhiana  Punjab 
India 

FP 

Fennema,  Karen 

2309  Sommers  Ave 
Madison  WI  53704 

OTO* 

Finch,  William  W 

1 S Park  St  #620 
Madison  WI  53715 
(608)  257-3696 

P*  CHP* 

Fliegel,  Martin  B 

4510  Regent  St 
Madison  WI  53705 
(608)  238-5826 

GP 

Focke,  William  J 

405  E Hudson  St 
Poynette  WI  53955 

OTO*  PS 
Ford  Jr,  Charles  N 

F4/270  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-7064 


14— DANE 


N*  P* 

Forster,  Francis  M 

4020  Cty  Trk  M 
Middleton  WI  53562 
(608)831-6764 

GS  TS 

Foseid,  Oscar  F 
Rt  1 

Black  Earth  Wl  53515 
(608)  767-3356 

AN* 

France,  Nancy  K 

B6/388 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8108 

OPH* 

France,  Thomas  D 

F4/330 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-6414 

DR 

Friday,  Richard  O 

1050  Woodrow  St 
Madison  Wl  5371 1 


IM 

Friedman,  Lisa  C 

202  S Gammon  Rd 
Madison  WI  53717 


P N PN* 
Fullerton,  Donald  T 

5905  Hempstead  Rd 
Madison  WI  5371 1 
(608)263-7013 


FP* 

Gage,  Robert  B 

14  Shefford  Circle 
Madison  WI  53719 
(608)846-3741 

P* 

Ganser,  Leonard  J 

1 W Wilson  St  #489 
POB  7851 
Madison  WI  53707 
(608)  266-2704 

AN* 

Garnett,  Gordon  M 

POB  4256 
Madison  WI  53711 
(608)  271-4943 

AN 

Garnett,  James  G 

5835  Schumann  Dr 
Madison  WI  53711 
(608)  273-3897 

Geldner,  Peter  I) 

2937  N Sheffield  Ave 
Chicago  I L 60657 


PD* 

Geppert,  Charles  H 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8181 

PD* 

Geppert,  Thomas  V 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


P PN* 
Getto,  Carl  J 

UW-CSC  B6-258 
600  Highland  Ave 
Madison  WI  53792 


NS 

Gichert,  Mark  J 

5105  Knox  Lane 
Madison  WI  5371  1 
(608)  271-6440 

Giese,  William  L 

5435  Lake  Mendota  Dr 
Madison  WI  53705 


IM* 

Gilbert,  Robert  D 

1912  Atwood  Ave 
Madison  Wl  53704 
(608)241-4611 

IM*  CD 
Giles,  Laurence  T 

20  S Park  St 
Madison  WI  53715 
(608)257-5188 

P 

Gilman,  Sari  Rose 

4752  Sheboygan  Ave  #128 
Madison  WI  53705 
(608)263-6124 

§ R* 

Golden,  Farrell  F 

3921  Plymouth  Cir 
Madison  WI  53705 
(608)  238-5734 

R* 

Gollin,  Frank  F 

3114-2  Creek  View  Dr 
Middleton  WI  53562 


OBG 

Goodman,  William  M 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


§ IM* 

Gottlieb,  Abraham  M 

101  Alma  St  #103 
Palo  Alto  CA  94301 
(415)322-0608 

R*  NM* 

Gould,  Howard  R 

Dept  of  Radiology 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-8298 


N*  EEG  EMG 
Graebner,  Robert  W 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)252-8152 

U* 

Graf,  Richard  A 

20  S Park  St 
Madison  WI  53715 
(608)  257-1454 

IM* 

Graham,  David  T 

H4/410  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-3039 

AN 

Grahek,  Anthony  S 

1404  Nishishin  Trail 
Monona  WI  53716 
(608)  222-8779 

§ AN*  OS 
Green,  Ray  E 
1835  Wisconsin  Ave 
Sun  Prairie  WI  53590 
(608) 837-7873 

U* 

Greenberg,  Earl  B 
1912  Atwood  Ave 
Madison  WI  53704 
(608)241-4611 

IM 

Greene,  Jan  Pamela 

409  N Eau  Claire  Ave, 
#320 

Madison  WI  53705 
(608)271-5075 

Gundlach,  Timothy  E 

314  S Brooks  St,  #2 
Madison  WI  53715 


PD*  NPM* 
Gutcher,  Gary  R 

202  S Park  St 
Madison  WI  53715 
(608)262-6561 

GS  PDS* 
Gutenberger,  James  E 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 

GS*  PS 

Guthrie,  Stephen  D 

4125  Mandan  Crescent 
Madison  WI  53711 
(608)  257-2208 

PM*  PD 
Halpern,  Daniel 

E3/352 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8635 


PS* 

Hamacher,  John  E 

20  S Park  St 
Madison  WI  53715 
(608)  257-2208 

AN* 

Handa,  Yoshio 

20  S Park  St 
Madison  WI  53715 
(608)  257-6464 

GPM* 

Handy,  George  H 
6 Whitcomb  Cir,  #4 
Madison  WI  53711 
(608)271-2188 

OBG* 

Haning  Jr,  Ray  V 

600  Highland  Ave 
Madison  WI  53792 


§ OBG* 

Hank,  George  C 

1337  Chicago  Dr,  Rt  1 
Friendship  WI  53934 
(608)  564-7255 

FP* 

Hansen,  John  P 

3930  Plymouth  Cir 
Madison  WI  53705 
(608)263-5614 

PD* 

Hansen,  Marc  F 

4201  Wanetah  Tr 
Madison  WI  53711 
(608)263-1701 

PD* 

Harkness,  Mary  N 
10  Tower  Dr 
Sun  Prairie  WI  53590 
(608)  837-4521 

§ OM  GS* 

Harper,  Samuel  B 

3 Bayside  Dr 
Madison  WI  53704 
(608)  249-6924 

IM*  RHU* 
Harrington  Jr,  J Timothy 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8050 

IM* 

Hartmann,  Robert  C 

241 1 Parmenter 
Middleton  WI  53562 
(608)  831-1766 

OTO*  A 

Hartridge,  Theodore  L 

5501  Tonyawatha  Tr 
Madison  WI  53716 


§ FP* 

Hecht,  Rudolph  C 

312  New  Castle  Way 
Madison  WI  53704 
(608)249-5201 


FP* 

Heggestad,  Kay  A 

4221  Venetian  Lane 
Madison  WI  53704 
(608)  221-1956 

ORS* 

Heiden,  Jack  D 

20  S Park  St 
Madison  WI  53715 
(608)257-3961 

FP* 

Heighway,  Thomas  F 

2009  Mayflower  Dr 
Middleton  WI  53562 
(608)836-1091 

OBG* 

Henderson,  Perry  A 

202  S Park  St 
Madison  WI  53715 
(608)  262-3864 

CD*  IM* 
Henderson,  Robert  R 

4927  Tonyawatha  Tr 
Madison  WI  53716 
(608)  252-8000 

IM 

Hendricks,  Richard  J 

1912  Atwood  Ave 
Madison  WI  53704 
(608)  241-4611 

OPH* 

Hermundstad,  Orin  A 

1520  Vernon  St 
Stoughton  WI  53589 
(608)  873-3314 

OBG* 

Herzog,  Paul  A 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8444 

IM*  ID 
Hetsko,  Cyril  M 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8000 

AN 

Hill,  John  A 

20  S Park  St 
Madison  WI  53715 


§ IM 
Hill,  Nels  A 

4032  Mandan  Cir 
Madison  WI  53711 
(608)  233-2662 

IM*  CD 
Hinderaker,  Paul  H 

345  W Washington  Ave 
Madison  WI  53703 


RHU*  IM* 
Hirsch,  Thomas  J 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8050 
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AN 

Hirschler,  Charles  W 

20  S Park  St 
Madison  W1  53715 


IM* 

Higsen,  William  J 

20  S Park  St 
Madison  WI  53715 
(608) 257-7110 

AN* 

Hoff,  Allan  D 

20  S Park  St 
Madison  WI  53715 
(608)  257-6464 

AN* 

Hoffman,  Philip  A 

20  S Park  St 
Madison  WI  53715 


AN* 

Hogan,  Larry  H 

20  S Park  St 
Madison  WI  53715 


GS 

Holmgren,  Luther  E 

2908  Oxford  Rd 
Madison  WI  53705 


N*  EEG 
Holoyda,  Basil  B 

9 Colony  Cir 
Madison  WI  53717 
(608)  252-8266 

PD* 

Hopkins,  Charles  E 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 


EM 

Horras,  Roy  S 
202  N Gammon  Rd 
Madison  WI  53717 


ORS* 

Huffer,  James  M 

9 North  Rock  Rd 
Madison  WI  53705 
(608)238-9311 

IM*  PH 
Hunt,  Vernon  B 

H4/416UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-7500 

US 

Hunter-Wilson,  Amy  L 

6209  Mineral  Point  Rd, 
#404 

Madison  WI  53705 


IM*  PUD 
Hurst,  Dorsey  W 

345  w Washington  Ave 
Madison  WI  53703 


OPH* 

Hutson,  Clare  F 

1025  Regent  St 
Madison  WI  53715 
(608) 251-2361 

IM* 

Hutter,  Adolph  M 

34  Golf  Course  Rd 
Madison  WI  53704 
(608)  249-3261 

GP 

Ingwell,  Clayton  L 

630  Terrace  Rd 
Deerfield  WI  53531 
(608)  764-5183 

PTH* 

Inhorn,  Stanley  L 

465  Henry  Mall 
Madison  WI  53706 
(608)  262-1293 

OBG* 

Jackson,  C Robert 

20  S Park  St,  #307 
Madison  WI  53715 
(608)  256-7781 

AN* 

Jacobsen,  Paul  M 

3159  Shady  Oak  Ln 
Verona  WI  53593 
(608) 845-8035 

Jacobson,  Kirk 

1324  Milton  St,  #1 
Madison  WI  53715 


CLP*  PTH* 
Jaeschke,  Walter  H 

2313  Kendall  Ave 
Madison  WI  53705 
(608)  233-3694 

FP* 

Janicek,  Don  R 

333  W Mifflin  St 
Madison  WI  53703 
(608)256-3171 

IM* 

Jantz,  G Keith 

7100  Mineral  Point  Rd 
Madison  WI  53717 


NS* 

Javid,  Manucher  J 

H4/346  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-1410 

EM  FP* 
Jeffries,  Mark  W 

POB  55254 
Madison  WI  53705 
(608)  233-9535 


IM* 

Jensen,  Norman  M 

6210  Davenport  Dr 
Madison  WI  53711 


OPH* 

Johnson,  Elmer  E 

4513  Vernon  Blvd 
Madison  WI  53705 


IM*  DR 
Johnson,  Gary  A 

2509  Homestead  Rd 
Madison  WI  53711 
(608)274-1441 

§ D* 

Johnson,  Sture  A M 

10306  Hutton  Dr 
Sun  City  AZ  85351 

PD* 

Joo,  Patricia  A 

345  W Washington  Ave 
Madison  WI  53703 
(608)  833-3600 

PH  GPM* 
Jorris,  Edwin  H 

3315  Spring  Mill  Cir 
Sarasota  FL  33579 
(813)921-2384 

P 

Josephson,  Thomas  S 
20  SPark  St,  #403 
Madison  WI  53715 


OBG* 

Jovanovic,  Dusan 

5520  Medical  Cir 
Madison  WI  53719 
(608)  274-4100 

FP* 

Justl,  Robert  N 

10  Tower  Dr 

Sun  Prairie  WI  53590 

(608)  837-4521 

IM*  PYM 
Kabler,  J D 

1552  University  Ave 
Madison  WI  53706 
(608)  262-1885 

OPH 

Kadell,  Jerome  G 

1515  Morrison  St 
Madison  WI  53703 
(608)  252-8062 

OPH* 

Kanner,  Albert  V 

1025  Regent  St 
Madison  WI  53715 
(608)  251-2361 

PD* 

Karofsky,  Peter  S 
H6/444  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-9000 


GP 

Kaske,  Earl  T 
5001  Monona  Dr 
Madison  WI  53716 
(608)  222-3404 

P* 

Kasuboski,  David  A 

20  S Park  St 
Madison  WI  53715 
(608)  256-1996 

IM* 

Kaufman,  Laryssa  N 

125  S Owen  Dr 
Madison  WI  53705 


IM* 

Kaufman,  Mark  A 

109  Vaughn  Ct 
Madison  WI  53705 


OPH* 

Kaufman,  Paul  L 

F4/328 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-7171 

ORS* 

Keene,  James  S 

F4/322 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1356 

GP 

Kellogg,  Lloyd  S 

650  Soden  St 
Oregon  WI  53575 


AN 

Kemp,  Allen  D 

20  S Park  St 
Madison  WI  53715 


Kieser,  Randall  J 

5905  Driftwood  Ave 
Madison  WI  53705 


P PD* 

Killpack,  James  H 

870  Terry  PI 
Madison  WI  5371  1 
(608)  263-6100 

IM*  RHU* 
Kilpatrick,  Frank  W 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8511 

AN 

Kilpatrick,  Leslie  G 

20  S Park  St 
Madison  WI  53715 


§ PH*  GPM* 
Kincaid,  Charles  K 

3036  Waunona  Way 
Madison  WI  53713* 
(608)  222-6131 

PD 

Kindig,  David  A 

610  Walnut  St,  #707 
Madison  WI  53706 


OPH* 

Klein,  Ronald 

126  Forest  St 
Madison  WI  53705 
(608)  263-6641 

R* 

Knezevic,  Ivan 
20 SPark  St,  #201 
Madison  WI  53715 
(608) 255-4573 

Knuth,  Christopher  J 

1609  Chadbourne  Ave 
Madison  WI  53705 


P* 

Koenecke  Jr,  Fred  H 

2727  Marshall  Ct 
Madison  WI  53705 
(608)238-9355 


DR  FP* 
Kolner,  Edward  H 

4610  Waukesha  St 
Madison  WI  53705 
(608)  238-0465 

PD*  AI 
Kooistra,  J Brent 

1 S Park  St 
Madison  WI  53715 
(608)257-7311 

IM*  A* 

Kopp,  William  L 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608) 252-8133 

P* 

Koppa, John  F 

106  E Doty  St 
Madison  WI  53703 
(608) 255-0694 

FP* 

Korbitz.  Robert  F 

410  Midland  Lane 
Monona  WI  53716 


FP* 

Kornaus,  Paul  A 

10  Tower  Dr 

Sun  Prairie  WI  53590 

(608)837-4521 

IM* 

Kosseff,  Andrew  L 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)252-8133 


Kimura,  Kenji 

4209  Sedgemoor  Ln 
Bloomfield  Hills  MI  48013 
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R*  N 

Kozarek,  John  A 

4214  Yuma  Dr 
Madison  WI  5371  1 

AN* 

Kreul,  John  F 

2500  Overlook  Terr 
Madison  Wl  53705 


NS* 

Kriss,  Frederick  C 

20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

A*  IM* 

Kriz,  Robert  J 

1 S Park  St 
Madison  WI  53715 
(608)  257-7311 

GS*  TS* 
Kroncke,  George  M 

6006  Galley  Ct 
Madison  Wl  53705 
(608)263-5215 

PM* 

Krout,  Robert  M 

202  S Park  St 
Madison  WI  53715 
(608)267-6176 

U 

Kuglitsch,  Michael  E 

4163  HwyTT 
Sun  Prairie  WI  53590 


§ U* 

Kundert,  Palmer  R 

4914  Whitcomb  Dr 
Madison  WI  53711 
(608)274-9317 

PTH  GS 
Kurtycz,  Daniel  F I 

2606  Westbrook  Lane 
Madison  WI  53711 
(608)  274-4710 

§ P 

Kurtz,  Esther  C 

6209  Mineral  Point  Rd 
#318 

Madison  WI  53705 
(608)  271-0078 

OPH* 

Kushner,  Burton  J 

3416  Blackhawk  Dr 
Madison  WI  53705 
(608)  251-2361 

US 

Lacke,  Clement  L 

1 10  S Henry  St,  #1211 
Madison  Wl  53703 
(608)  257-2707 

Lampsa,  Diana  J 

1414  Jenifer  St 
Madison  WI  53703 


P OTO* 
Land,  James  F 

710  Huron  Hill 
Madison  WI  53711 
(608)  233-2352 

OTO* 

Lange,  Rollo  D 

20  S Park  St 
Madison  WI  53715 
(608)257-4214 

ORS* 

Lange,  Thomas  A 

G5/329  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-9138 

R* 

Langer  Jr,  Leonard  O 

3302  Leyton  Lane 
Madison  WI  53713 
(608)  263-8820 

NS* 

Langheim,  Werner  E 

20  S Park  St 
Madison  WI  53715 
(608)  257-4567 

Lanser,  Mark  E 

35  Lathrop  St,  #3B 
Madison  WI  53705 

D* 

Lands,  Larry  R 

1 S Park  St,  #540 
Madison  WI  53715 
(608)  256-0627 

AN* 

Laravuso,  Raymond  B 

B6/387 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-8118 

Larson,  Ruth  I 

521  Eugenia  Ave 
Madison  WI  53705 

PD  CLG 
Laxova,  Renata 

1500  Highland  Ave 
Madison  WI  53706 
(608)263-5198 

IM* 

Lechmaier,  Timothy  E 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8000 

OPH* 

Lemke,  Bradley  N 

1025  Regent  St 
Madison  WI  53715 
(608) 251-2361 

§ GS* 

Lemmer,  Kenneth  E 

1 1 1 Virginia  Terr 
Madison  WI  53705 
(608)  233-6782 


US 

Leonard  Jr,  Thomas  A 

5715  Century  Ave 
Middleton  WI  53562 


AN 

Leonovicz  Jr,  Peter  F 

20  S Park  St 
Madison  WI  53715 


NS* 

Levin,  Allan  B 

H4/338 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1410 

N* 

Levine,  Ross  L 
504  Sheldon 
Madison  WI  53711 
(608)  238-3039 

U 

Licklider,  Gary  M 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


P*  CHP 
Linden,  Robert  E 

5534  Medical  Circle 
Madison  WI  53719 
(608)  274-0355 

R*  NM* 

Lindgren,  Richard  D 

6006  Green  Tree  Rd 
Madison  WI  53711 
(608) 255-4573 

PTH*  US 
Lindner,  Anton 

9 S Elliott  PI 
Brooklyn  NY  11217 


IM*  PUD* 
Lingenfelter,  Mark  S 

6 Dunraven  Ct 
Madison  WI  53705 
(608)  829-2691 

P* 

Link,  Rudolf  W 

5534  Medical  Circle 
Madison  WI  53711 
(608)  274-0355 

FP* 

Lloyd,  Baldwin  E 

524  W Verona  Ave 
Verona  WI  53593 
(608)  845-9531 

CD*  IM* 

Logan,  Donald  C 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)252-8019 

R* 

Logan,  Richard 

2147  Middleton  Bch  Rd 
Middleton  WI  53562 
(608)  267-6094 


GS*  TS* 
Longley,  B Jack 
14  Merlham  Dr 
Madison  WI  53705 
(608)238-1842 

NS 

Louie,  Jeffrey  A 

5730  Norfolk  Dr 
Madison  WI  53719 


N 

Lubar,  Howard  S 

20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

P* 

Lubing,  Harold  N 

5534  Medical  Cir 
Madison  WI  5371  1 
(608)  274-0355 

ORS* 

Lucas,  George  L 
2704  Marshall  Ct 
Madison  WI  53705 
(608)238-9311 

OBG* 

Luetke,  William  V 

20  S Park  St,  #307 
Madison  WI  53715 
(608)  256-7781 

PYA  P* 

Lyons,  William  H 

30  W Mifflin  St,  #701 
Madison  WI  53703 
(608)  256-2869 

GS*  OS 
Mackman,  Sanford 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8477 

MacMillan,  William 

815  A Eagle  Heights 
Madison  WI  53705 


PTH 

Maday,  Gary  J 

2221  Westbrook  Lane 
Madison  WI  53711 


AN* 

Madsen,  Renate  E 

24  Fuller  Ct 
Madison  WI  53704 
(608)  244-3067 

ORS 

Maguire,  Carl  D 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8053 

ORS* 

Mahaffey,  Howard  W 

345  w Washington  Ave 
Madison  WI  53703 
(608)  252-8457 


U 

Mahler,  John  H 

20  S Park  St,  #405 
Madison  Wl  53715 


U* 

Malek,  Gholam  H 

345  w Washington  Ave 
Madison  WI  53703 
(608)  252-8555 

IM  ON 
Manalo,  Felipe  B 

1 S Park  St 
Madison  WI  53715 
(608)  257-9700 

OTO* 

Manhart,  Harold  E 

1 S Park  St,  #620 
Cross  Plains  WI  53528 
(608)  798-4432 

AN* 

Manhart,  Richard  A 

Rt  2 Maurer  Rd 
Cross  Plains  WI  53528 
(608)  798-4432 

Manlove,  Jeffrey  C 
933  W Johnson  St 
Madison  WI  53715 


PS  GS* 

Manning,  Bradley  L 

1 108  Nishishin  Tr  NE 
Madison  WI  53716 
(608)221-2459 

N PD 

Mantovani,  John  F 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


FP* 

Marina,  Otilia  A 

3014  Oakridge  Ave 
Madison  WI  53704 
(608)  831-4100 

CRS 

Marlow,  Gordon  V 

20  S Park  St 
Madison  WI  53715 
(608) 257-2112 

P PN* 
Marshall,  John  R 

D6/246 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-6109 

OTO  GS 
Martin,  Douglas  W 

600  Highland  Ave 
Madison  WI  53792 

R*  GS 

Matallana,  Raul  H 

3538  Topping  Rd 
Madison  WI  53705 
(608)  263-5196 
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IM* 

McAweeney,  William  J 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8400 

ORS* 

McBeath,  Andrew  A 

G5/327 CSC 
600  Highland  Ave 
Madison  Wl  53792 
(608)263-1348 

PD* 

McCabe,  Edward  B 

345  W Washington  Ave 
Madison  Wl  53703 


PD* 

McCann,  Michael  L 

6602  University  Ave 
Middleton  WI  53562 


OPH 

McCanna,  Peter  J 

1025  Regent  St 
Madison  WI  53715 
(608)  251-2361 

AN* 

McClung,  John  L 

20  S Park  St 
Madison  WI  53715 


GS* 

McDermott,  John  P 

1 S Park  St,  #500 
Madison  WI  53715 
(608)  257-3753 

OTO*  PS 
McDonald,  Michael  H 

1812  Waunona  Way 
Madison  WI  53713 


D* 

McDonald,  Robert  A 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8011 

McHugh,  Ruth  M 

RR  #1,  Box  37 
Walworth  WI  53184 

U* 

McIntosh,  James  F 

20  S Park  St 
Madison  WI  53715 
(608)  257-1454 

OBG* 

McLeod,  Paul  A 

345  W Washington  Ave 
Madison  WI  53703 
(608) 252-8400 

OTO* 

McMillan,  Willis  G 

1 S Park  St,  #620 
Madison  WI  53715 
(608)  257-3696 


Mead,  Robert  C 

2302  University  Ave,  #3 1 1 
Madison  WI  53705 


GS*  TS* 
Mendenhall,  John  T 

2500  Overlook  Terr 
Madison  WI  53705 
(608)256-1901 

Mendez,  Sandra 

2569A  University  Ave 
Madison  WI  53705 


AN 

Merkaw,  Alan  J 

18  Canterbury  Cir 
Madison  WI  53711 


AN* 

Mescher,  Thomas  J 

7862  Paulson  Rd,  Rt  9 
Verona  WI  53593 


U* 

Messing,  Edward  M 

G5/339  UW-CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1358 

P* 

Meyer,  Charles  T 
20  S Park  St,  #403 
Madison  WI  53715 
(608)256-1996 

Meyer,  Michael  J 

208  Starry  Ave 
Monona  WI  53716 
(608)  222-0332 

PD 

Meyer,  Thomas  C 

1300  University  Ave 
#4225 

Madison  WI  53706 


FP* 

Micke,  Bernard  F 

5714  Odana  Rd 
Madison  WI  53719 
(608)274-1100 

p* 

Miezio,  Stanley 
5534  Medical  Cir 
Madison  WI  53711 
(608)  274-0355 

N* 

Miley  III,  Charles  E 

2115  Madison  St 
Madison  WI  5371 1 
(608)252-8197 

GS 

Millis,  Gregory  B 

1517  Rae  Lane 
Madison  WI  5371 1 


Mishefske,  Mary  Jean 

933  W Johnson  St 
Madison  WI  53715 
(608)257-4416 


GS  OS 

Mohs,  Frederic  E 

G5/250 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 233-3597 

CD  IM* 

Morledge,  John  H 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8525 

§ FP 

Morrison,  Marriott  T 

315  S Fifth  St 
Mount  HorebWI  53572 


FP 

Morton,  Luther  J (DO) 

1912  Atwood  Ave 
Madison  WI  53704 


D* 

Moss  Jr,  Hubert  V 

345  W Washington  Ave 
Madison  Wl  53703 


§ U* 

Mueller,  John  J 

1527  Wood  Lane 
Madison  Wl  53705 
(608)  233-7923 

Murphy,  John  W 

713  Eugenia  Ave 
Madison  WI  53705 

N 

Murphy,  M John 

20  S Park  St 
Madison  WI  53715 
(608) 255-4826 

CD  IM* 
Musser,  W Eugene 
202  S Park  St 
Madison  WI  53715 


OBG* 

Mussey,  William  C 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8160 

OPH*  OS 
Myers,  Frank  L 

F4/348 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1468 

OPH* 

Nahn,  Charles  E 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8012 


GP 

Nelson,  David  L 

1520  Vernon  St 
Stoughton  WI  53589 
(608)  873-7772 

GP 

Nelson,  Eugene  J 
216  W Main  St 
Sun  Prairie  WI  53590 


IM* 

Nelson,  John  M 

202  S Park  St 
Madison  Wl  53715 
(608)  267-6320 

GP 

Neuhauser,  Charles  A 

1912  Atwood  Ave 
Madison  WI  53704 


PD* 

Nichol,  Kathryn  P 

2753  Marshall  Parkway 
Madison  WI  53713 


ORS* 

Nordby,  Eugene  J 

2704  Marshall  Ct 
Madison  WI  53705 
(608)  238-9311 

GP 

Nordholm,  Vincent  W 

POB  247 

Stoughton  WI  53589 


PD 

Oakley,  Dorothy  H W 

345  W Washington  Ave 
Madison  WI  53703 


PTH 

Oberley,  Terry  D 

420  N Charter  St 
522  SMI 

Madison  WI  53706 
(608) 263-3072 

CHP  PN* 
O’Connor,  Robert  E 

2727  Marshall  Ct 
Madison  WI  53705 
(608) 238-9354 

EM  IM* 

Olsky,  Mark 

309  W Washington  Ave 
Madison  W I 53703 


FP 

Olson,  Janet  E 

709  Hanley  Dr 
Sun  Prairie  WI  53590 


OBG* 

Olson,  Ronald  W 

202  S Park  St 
Madison  WI  53715 
(608)  267-6306 


P* 

Olson,  Warren  A 

600  Highland  Ave 
Madison  W I 53792 
(608) 263-7525 

O’Marro,  Steven  D 

5542  Century  Ave,  #1 
Middleton  WI  53562 


OPH* 

Oosterhous,  George  E 
121  Standish  Ct 
Madison  WI  53705 
(608)233-4931 

PD* 

Osborn,  Sandra  L 

1912  Atwood  Ave 
Madison  WI  53704 
(608)241-4611 

IM*  A* 

Ouellette,  John  J 

1 S Park  St,  #600 
Madison  WI  53715 
(608)257-7311 

Owens,  William  L 

337  Island  Dr,  #4 
Madison  WI  53705 


Patterson,  Christopher  J 

POB  55312 
Madison  WI  53705 
(608)231-3041 

OBG* 

Peckham,  Ben  M 

H4/645A  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-1202 

ORS* 

Pellegrino  Jr,  Ernest  A 

1313  Fish  Hatchery  Rd 
Madison  Wl  53715 
(608)252-8191 

TS*  GS 
Pellett,  John  R 

G5/317  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-1383 

N*  P* 

Peters,  Henry  A 

600  Highland  Ave 
Madison  WI  53792 
(608)  263-5420 

R* 

Peters,  Mary  E 
4413  Somerset  Lane 
Madison  WI  5371  1 


OPH* 

Peterson,  Donald  A 

20  S Park  St 
Madison  WI  53715 
(608)257-1481 
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Peterson,  Lon  B 

2464  High  Ridge  Tr 
Madison  W1  53713 


§ FP* 

Peterson,  Rodney  K 

3220  Giehler  Rd 
Stoughton  WI  53589 
(608)  873-7115 

N 

Peterson,  William  G 

20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

FP* 

Phelps,  Lynn  A 

1225  Burning  Wood  Way 
Madison  WI  53704 
(608)263-3091 

R* 

Pietan,  Jerald  H 

7833  Oxtrail  Way 
Verona  WI  53593 


PTH*  CLP* 

Piper,  Philip  G 

1000  Mineral  Point  Rd 
Janesville  WI  53545 
(608)  756-6000 

NS* 

Pitts  Jr,  Frederick  R 

Colonia  Del  Prado 
Cuidad  Colon  De  Mora 
Costa  Rica 

CHP  P* 

Pizer,  Evan  F 

2725  Marshall  Ct 
Madison  WI  53705 
(608)  238-7343 

ORS  PS* 
Plzak,  George  J 

6018  S Highlands  Ave 
Madison  WI  53705 

IM*  ID 
Polyak,  Frank 

20  S Park  St 
Madison  WI  53715 
(608)257-7107 

ON*  HEM*  IM* 
Prendergast,  Edward  J 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8000 

IM*  PUD* 

Priest,  Geoffrey  R 

345  W Washington  Ave 
Madison  WI  53705 
(608) 252-8515 

PD 

Prouty,  Margaret  J 

31 10  Wacheeta  Tr 
Madison  WI  5371 1 
(608)222-5017 


§ IM*  GE 
Puestow,  Karver  L 

2113  Adams  St 
Madison  WI  53711 
(608)  256-8954 

TR  R* 
Puletti,  Joyce  Kline 

K4/B24  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8500 

PD* 

Pulver,  Nathaniel  J 

1 S Park  St 
Madison  WI  53715 
(608)  257-9700 

§ IM 

Quisling,  Abraham  A 

1918  Rowley  Ave 
Madison  WI  53705 
(608)  233-4764 

IM 

Quisling,  Sverre 

6 Whitcomb  Cir,  #16 
Madison  WI  53711 


GS* 

Rahm  Jr,  John  P 

5001  Monona  Dr 
Madison  WI  53716 
(608)  222-3404 

Ramirez,  Mark  A 

909-B  Eagle  Heights 
Madison  WI  53705 


R* 

Rank,  Philip  P 

309  W Washington  Ave 
Madison  WI  53703 


PM* 

Rao,  S Noel 
1010  N Westfield  Rd 
Madison  WI  53717 


AN 

Rapkin,  Mitchell  A 

810  Blue  Ridge  Pkwy 
Madison  WI  53705 
(608)  233-7004 

IM*  ID* 

Reich,  Richard  M 

41 17  E Washington  Ave 
Madison  WI  53704 
(608)  244-4330 

Reich,  Scott 

701  Pirate  Island,  #212 

Monona  WI  53716 


GE*  IM* 
Reichelderfer,  Mark 

1050  Regent  St 
Madison  WI  53715 
(608)  257-3008 


§ GP 
Rens,  John  L 

1659  Capital  Ave,  #4 
Madison  WI  53705 

Rhude,  David  J 

1424  Rutledge  St 
Madison  WI  53703 


GS* 

Rice,  Maurice  G 

1556  Pine  St 
Stevens  Point  WI  54481 


IM* 

Richtsmeier,  Anthony  J 

20  S Park  St 
Madison  WI  53715 
(608)257-7107 

D* 

Ridgway,  Hal  B 

1912  Atwood  Ave 
Madison  WI  53704 
(608)  241-4611 

OTO 

Rietz,  Daniel  R 

7838  E Oakbrook  Cir 
Madison  WI  53717 
(608)833-4313 

FP* 

Robak,  Lee  M 

1270  W Main  St 
Sun  Prairie  WI  53590 
(608)  837-2206 

P IM* 

Robbins,  Kenneth  I 

600  Highland  Ave 
Madison  WI  53792 
(608) 263-6111 

ORS 

Roberts,  John  M 

20  S Park  St 
Madison  WI  53715 


Robertson,  Kent  A 

2356  Monroe  St 
Madison  WI  5371  1 


Robinson,  James  C 

1026  Drake  St 
Madison  WI  53715 


IM* 

Rock,  William 

1912  Atwood  Ave 
Madison  WI  53704 
(608)  241-4611 

Roddy,  Timothy  J 

5010  Risser  Rd 
Madison  WI  53705 


ORS* 

Rogers,  Sion  C 
814  Ottawa  Tr 
Madison  WI  5371 1 


ORS* 

Rogerson,  John  S 

2918  Waunona  Way 
Madison  WI  53713 
(608)221-1875 

R 

Roggensack,  George  F 
1014  Hillside  Ave 
Madison  WI  53705 


OBG* 

Roley,  Everett  L 

20  S Park  St,  #408 
Madison  WI  53715 
(608)  257-4386 

ORS* 

Rolnick,  David  J 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8459 

IM 

Rose  Jr,  James  W 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


OPH* 

Roth,  Harry 

1025  Regent  St 
Madison  WI  53715 
(608)251-2361 

Rothstein,  Laurence 

5021  Old  Middleton  Rd 
#12 

Madison  WI  53705 


IM* 

Rotter,  Royal 

1901  Monroe  St 
Madison  WI  53711 
(608)  256-8363 

R* 

Rounds,  Wayne  M 

6218  S Highlands  Ave 
Madison  WI  53705 
(608)231-2026 

Rowe,  Mary  G 
7409  Farmington  Way 
Madison  WI  53717 


N 

Rozental,  Jack  M 

1745  Norman  Way 
Madison  WI  53705 


OBG* 

Rudat,  Karl  A 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608) 252-8160 

OBG 

Rudman,  Sherwin  M 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8446 


ORS* 

Rudy,  Ronald  C 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


FP* 

Russell,  Timothy  P 

304  N Bristol  St 
Sun  Prairie  WI  53590 
(608)  837-6145 

§ FP* 

Russell,  William  T 

304  N Bristol  St 
Sun  Prairie  WI  53590 
(608) 837-6145 

R* 

Ruzicka,  Francis  F 

D4/348 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-8310 

IM* 

Ryder  Jr,  Edward  K 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8000 

ORS* 

Sachtjen,  Kenneth  M 

2704  Marshall  Ct 
Madison  WI  53705 
(608)  238-9311 

R* 

Sackett,  Joseph  F 

E3/360 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-8359 

p* 

Salinger,  Robert  J 

5534  Medical  Cir 
Madison  WI  5371  1 
(608)  274-0355 

Sawicki,  Suzanne  C 

5 10  Shepard  Terr,  #5C 
Madison  WI  53705 

FP* 

Schammel,  Francis  M 

214  S Forrest  St 
Stoughton  WI  53589 
(608)  873-9431 

IM* 

Scheckler,  William  E 

777  S Mills  St 
Madison  WI  53715 
(608)  263-2556 

FP* 

Scheibel,  William  R 

203  Melody  Lane 
Verona  WI  53593 
(608)  845-8841 

Schmeling,  Gregory  J 
8949  N 97th  St 
Milwaukee  WI  53224 
(414)354-2686 
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FP* 

Schmelzer,  Richard  G 

5714  Odana  Rd 
Madison  WI  53719 
(608)  274-1100 

AN 

Schmidt,  Carl  W 

40  Lakewood  Gardens  Ln 
Madison  WI  53704 
(608)241-2607 

FP* 

Schmidt,  Man  H 

10  Tower  Dr 

Sun  Prairie  WI  53590 

(608)837-4521 

FP* 

Schmidt,  Paul  L 

10  Tower  Dr 

Sun  Prairie  WI  53590 

(608)  837-4521 

R* 

Schmitz,  Robert  C 

5314  Fayette  St 
Madison  WI  53713 


GS* 

Schoenbeck,  Phillip  J 

1 10  E Main  St 
Stoughton  WI  53589 
(608)  873-7278 

U* 

Schoenenberger,  Anton  P 

6961  Myerlee  CC  Blvd 
Fort  Myers  FL  33907 

PD* 

Schoenwetter,  Charles  D 

H6/434  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-6477 

ON 

Schroeder,  John  M 

20  S Park  St 
Madison  WI  53715 
(608)257-0561 

Schroeder,  Martin  J 

702L  Eagle  Heights 
Madison  WI  53705 


OBG* 

Schultz,  Alwin  E 

222  N Midvale  Blvd 
Madison  WI  53705 
(608)231-3441 


Schultz,  Timothy  K 

1810  Fordem  Ave,  #14 
Madison  WI  53704 


GS 

Schulz,  James  T 
1912  Atwood  Ave 
Madison  WI  53704 
(608)241-4611 


D* 

Schuster,  Donald  S 

4414  Regent  St 
Madison  WI  53705 
(608)  238-7179 

N* 

Schutta,  Henry  S 

Dept  of  Neurology 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-5448 

OBG* 

Schwartz,  David  B 

20  SPark  St,  #307 
Madison  WI  53715 
(608)256-7781 

AN* 

Schwettmann,  Rick  S 

B6/373 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-8100 

OTO* 

Scott,  John  K 

1 S Park  St,  #620 
Madison  WI  53715 
(608)  257-3696 

Scott,  Patrick  J 

17  S Bassett  St 
Madison  WI  53703 


ORS* 

Semian,  David  W 

1 S Park  St,  #225 
Madison  WI  53715 
(608)  251-3101 

Sergile,  Janette  L 

213  N Brooks  St,  #3 
Madison  WI  53706 

CDS  TS*  GS* 
Shannahan, John  M 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8006 

CHP  PN* 

Shapiro,  Robert  B 

5534  Medical  Cir 
Madison  WI  53711 
(608)274-0355 

OBG*  END* 
Shapiro,  Sander  S 

H4/630  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-1218 

P 

Sheldon  Jr,  Edwin  O 

2727  Marshall  Ct 
Madison  WI  53705 
(608)  238-9354 

IM*  NEP* 

Shelp,  Weldon  D 

309  W Washington  Ave 
Madison  WI  53703 
(608)  258-3221 


D* 

Shenefelt,  Philip  D 

2759  Florann  Dr 
Madison  WI  5371  1 


CLP  NM  PTH* 
Shih,  Samuel  C 

36  S Brooks  St 
Madison  WI  53715 
(608) 267-6268 

FP* 

Shropshire,  Richard  W 

5001  Monona  Dr 
Monona  WI  53716 


FP* 

Shultz,  Philip  M 

5001  Monona  Dr 
Madison  WI  53716 
(608)  222-3404 

PM* 

Sievert,  Robert  A 

202  S Park  St 
Madison  WI  53715 
(608)267-6175 

Sifuentes,  Jorge  L 

810-C  Eagle  Heights 
Madison  WI  53705 


IM*  END 
Silverman,  Carl  G 

345  w Washington  Ave 
Madison  WI  53703 


IM* 

Simenstad,  Paul  O 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8133 

IM*  GE 
Sims,  John  L 

H6/512  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-3739 

GS* 

Sinaiko,  Russell  P 

20  S Park  St 
Madison  WI  53715 
(608)  256-3184 

§ U* 

Sisk,  Ira  R 
POB  125 
Verona  WI  53593 


OBG* 

Siverhus,  W James 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8049 

IM 

Sivertson,  Sigurd  E 

1300  University  Ave 
#1245A 

Madison  WI  53706 
(608) 263-2859 


§ GS* 

Skroch,  Eugene  E 

710  Frost  Woods  Rd 
Madison  WI  53716 
(608)  222-8041 

AN 

Slavic-Svircev,  Vera 

B6/356 CSC 
600  Highland  Ave 
Madison  WI  53792 


GS*  TS 
Smith,  Dean  B 

20  S Park  St 
Madison  WI  53715 
(608)  256-4656 

P* 

Smith,  Max  M 

5534  Medical  Cir 
Madison  WI  5371  1 
(608)  274-0355 

Sonderman,  Philip  L 

1810  Fordem  Ave,  #14 
Madison  WI  53704 


U* 

Sonneland  Jr,  Arthur  M 

1 3 1 3 Fish  Hatchery  Rd 
Madison  WI  53715 


IM* 

Sorber,  David  A 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8133 

OBG* 

Speichinger,  James  P 

20  S Park  St 
Madison  WI  53715 
(608)  257-4386 

AN* 

Springman,  Scott  R 

600  Highland  Ave 
Madison  WI  53792 
(608)  263-9246 

EM 

Staley,  Richard  L 

4123  Euclid  Ave 
Madison  WI  5371 1 
(608)  233-8490 

GS* 

Starling,  James  R 

5509  Trempealeau  Terr 
Madison  WI  53705 
(608)  233-7556 

TR* 

Steeves,  Richard  A 
K4/B100  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8500 

R* 

Steffen,  Dennis  H 

309  W Washington  Ave 
Madison  WI  53703 


GS*  CD 

Steinmetz  Jr,  George  P 
1 10  Ozark  Tr 
Madison  WI  53705 
(608)  238-9843 

Stephenson,  Jeffrey  A v 

509  Riverside  Dr 
Madison  WI  53704 


Sterken,  Gary  W 

3528  Cross  St 
Madison  WI  53711 


OPH* 

Stevens,  Thomas  S 
208  Lathrop  St 
Madison  WI  53705 
(608)263-1467 

PTH* 

Stevenson,  Donald  J 

3443  Edgehill  Pkwy 
Madison  WI  53705 
(608)238-2018 

R* 

Stieghorst,  Michael  F 

20  SPark  St,  #201 
Madison  WI  53715 


FP* 

Stiegler,  Paul  M 

2 Pinehurst  Cir 
Madison  WI  53717 
(608)831-4066 

AN* 

Stoerker,  Ruth  A 

1910  Waunona  Way 
Madison  WI  53713 


PTH* 

Stone,  Dennis  W 

36  S Brooks  St 
Madison  WI  53715 
(608)  267-6267 

§ IM 

Straughn,  Robert  A 

263  Emporia,  #5 
San  Antonio  TX  78209 


IM  P 

Streim,  Joel  E 

Dept  of  Psychiatry 
600  Highland  Ave 
Madison  WI  53792 
(608)263-6111 

GS 

Strinden,  William  D 

609  Constitution  Lane 
Madison  WI  53711 


AN 

Strohm,  John  M 

4626  Keating  Terr 
Madison  WI  5371 1 
(608) 257-6464 
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OPH* 

Sturm,  Rodney  J 

1025  Regent  St 
Madison  W1  53715 


GS  TS 
Suarez,  Louis  A 

3581  Valley  Ridge  Rd 
Middleton  WI  53562 


Sullivan,  Shannon 

1 164  Emerald  St,  #4 
Madison  Wl  53715 


Summerville,  John  W 

5353  Brody  Dr,  #202 
Madison  WI  53705 
(608)  238-8400 

AN* 

Sykes,  W Stuart 

B6/387  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8698 

FP 

Syty,  Joseph 
107  Church  St 
Sun  Prairie  Wl  53590 
(608)837-5158 

OTO* 

Taborsky,  Charles  R 

20  S Park  St 
Madison  WI  53715 

§ IM*  A 
Talbot,  John  R 

1422  W Skyline  Dr 
Madison  WI  53705 
(608)  233-3305 

IM* 

Taylor,  Benton  C 

3906  Priscilla  Lane 
Madison  WI  53705 
(608)  238-2934 

AN* 

Taylor  Jr,  Claude  A 
6341  Landfall  Dr 
Madison  WI  53705 


N* 

Tegtmeyer  Jr,  Gamber  F 

20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

PD* 

Tenney  III,  Horace  K 

125  S Webster  St 
POB  7841 
Madison  WI  53707 


IM 

Thom,  Michael  L 

345  W Washington  Ave 
Madison  WI  53703 


FP* 

Thomas,  Stephen  C 

5001  Monona  Dr 
Madison  WI  53716 
(608)  222-3404 

AN  EM 
Thorn,  Nancy  E 

2653  Chamberlain  Ave 
Madison  WI  53705 
(608) 238-0028 

CLP  P* 

Thornbery  Jr,  James  M 

41 17  Chippewa  Dr 
Madison  WI  53711 


P 

Thorner,  Brooke  J 

2309  NE  48th  St 
Coach  HS#8  #831 
Seattle  WA  98105 


IM  GE 

Thune,  Ronald  G 

2690  Tamarack  Cir 
Ashwaubenon  WI  54303 


P*  N 

Thurrell,  Richard  J 

B6/256 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-6081 

NS* 

Tibbetts,  James  C 

20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

AN* 

Tompkins,  Bonnie  M 

B6/381 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-8119 

OBG 

Torhorst,  James  B 

20  S Park  St,  #307 
Madison  WI  53715 


GP  U 

Tormey  Jr,  Thomas  W 

2453  Atwood  Ave 
Madison  WI  53704 

PD 

Torstenson,  Ordean  L 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


N 

Toussaint,  John  B 

317  Knutson  Dr 
Madison  WI  53704 
(608)  249-2151 

OPH 

Toussaint  Jr,  Norbert  F 

5838  Timberland  Tr 
Fitchburg  WI  53711 


CDS  GS*  VS 
Turnipseed,  William  D 

H4/330 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)263-1388 

GP 

Tweeten,  J Kent 

333  W Mifflin  St 
Madison  WI  53703 
(608) 256-0523 

P* 

Tybring,  Gilbert  B 

5534  Medical  Cir 
Madison  WI  53719 
(608)  274-0355 

§ P 

Urben,  Walter  J 

1219  Wellesley  Rd 
Madison  WI  53705 
(608)  233-7776 

IM*  GE 

Vander  Meer,  James  E 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


US  PD* 

Van  Riper,  Hart  E 

500  SE  21st  Ave,  #206 
Deerfield  Beach  FL  33441 
(305)428-1265 

Van  Ruiswyk,  Jerome 

415  N Henry  St,  #7 
Madison  WI  53703 


ORS* 

Vogt,  George  H 
20  S Park  St 
Madison  WI  53715 
(608)257-3961 

FP* 

Vollrath,  Victoria  A 

5722  Raymond  Rd 
Madison  WI  53711 
(608)271-2333 

Vukovich,  Jonathan  G 

2934  Bluff 
Madison  WI  53705 


OPH* 

Wallow,  Ingolf  H L 

F4/370 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-6646 

GP 

Walsh,  Eugene  J 

2830  Dryden  Dr 
Madison  WI  53704 
(608)249-1200 

FP 

Waltman,  Steven  E 

1270  W Main  St 
Sun  Prairie  WI  53590 


p* 

Walton,  Judith  D 

641 1 Mound  Dr 
Middleton  WI  53562 
(608)  233-3971 

Wargowski,  David 

912-D  Eagle  Heights 
Madison  WI  53705 


FP* 

Warrick,  James  D 

777  S Mills  St 
Madison  WI  53703 
(608) 252-8522 

IM 

Warrick  Jr,  Louis  F 

345  W Washington  Ave 
Madison  WI  53703 
(608) 252-8522 

FP* 

Washburn,  Walter  L 

5714  Odana  Rd 
Madison  WI  53719 
(608)  274-1100 

R* 

Waskow,  William  L 
Rt  2 Box  1 10-N 
Brooklyn  WI  53521 
(608)835-7414 

IM* 

Waterhouse,  Blake  E 

345  W Washington  Ave 
Madison  WI  53703 


AN* 

Waters,  Darwin  D 

1008  Far  well  Ct 
Madison  WI  53704 


U 

Waters,  Raul  F 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 


OBG* 

Watts,  Alice  D 
POB  84 

Oregon  WI  53575 
(608)835-3014 

PD*  ADL 
Weatherhogg,  Curtis  R 

20  SPark  St,  #303 
Madison  WI  53715 
(608)251-6440 

EM* 

Wedro,  Benjamin  C 

POB  55059 
Madison  WI  53705 


GS  U* 

Wegenke,  John  D 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8555 


R* 

Wegner,  Gene  P 

4815  Tonyawatha  Tr 
Madison  WI  53716 
(608)  222-4552 

PS 

Weiner,  Michael  A 

5520  Medical  Cir 
Madison  WI  53719 
(608)271-0578 

IM* 

Welnick,  Richard  O 

20  S Park  St 
Madison  WI  53715 
(608)  257-7107 

GS* 

Wenger,  Ronald  D 

1912  Atwood  Ave 
Madison  WI  53704 
(608)241-4611 

FP* 

Wertsch,  Paul  A 

4221  Venetian  Lane 
Madison  WI  53704 
(608)221-1501 

CHP*  P* 

Westman,  Jack  C 
D6/292  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-6097 

IM* 

Weston,  Carl  B 

345  W Washington  Ave 
Madison  WI  53703 
(608)  252-8494 

§ US 

Wheeler,  Robert  M 

21 19  NE  16th  Ave 

Fort  Lauderdale  FL  33305 

(305)565-1468 

ORS* 

Whiffen,  John  R 

2704  Marshall  Ct 
Madison  WI  53705 
(608) 238-9311 

OBG* 

Whitsitt,  Raymond  E 

20  S Park  St,  #307 
Madison  WI  53715 


OTO 

Whitt,  David  L 

29  S Hillside  Terr 
Madison  WI  53705 


Wick,  Kathleen  M 

2130  University  Ave,  #123 
Madison  WI  53705 


Wiesner,  Steven  L 
2306  Kendall  Ave 
Madison  WI  53705 


DANE— 21 


R*  NM* 

Wiley  Jr,  Albert  L 

K4/113BCSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8500 

§ IM*  PUD 
Wilkie,  James  M 
Rt  1 

Cross  Plains  WI  53528 
(608)  831-5410 

P 

Wilson,  William  H 

600  Highland  Ave 
Madison  WI  53792 


Windsor  Jr,  Richard  B 

2306  Kendall  Ave 
Madison  WI  53705 
(608)  233-5430 

P 

Winston,  Frank 

9 Odana  Ct 
Madison  WI  53719 
(608)271-5615 

R* 

Winston,  Margaret  C 

1029  Spaight  St,  #3C 
Madison  WI  53703 


R* 

Wirtanen,  George  W 

2884  Timberlane,  Rt  9 
Verona  WI  53593 


OPH* 

Wise,  James  P 
20  SPark  St,  #401 
Madison  WI  53715 
(608)  257-5422 

Wittchow,  Richard  J 

912  Fahrenbrook  Ct 
Madison  WI  53715 


§ ORS* 

Wixson,  Richard  C 

739  Little  Sister  Rd 
Sister  Bay  WI  54234 
(414) 854-4541 


GS* 

Wolberg,  William  H 

K4  CSC 

600  Highland  Ave 
Madison  WI  53792 
(608)  263-8600 

Woo,  See  Sim 
521  Eugenia  Ave 
Madison  WI  53705 


P 

Wood,  William  W 

4610  University  Ave 
#1010 

Madison  WI  53705 


Woodburn  Jr,  James  D 

21 1 N Prospect  Ave 
Madison  WI  53705 


NS* 

Woodford,  John  E 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608)  252-8022 

IM* 

Woroch,  Gary 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
(608) 252-8133 

R* 

Wyner,  Stanley  F 

1300  Oak  Creek  Dr,  #406 
Palo  Alto  CA  94304 
(415)321-5439 

GS*  TS 
Yale,  Charles  E 
G5/357 CSC 
600  Highland  Ave 
Madison  WI  53792 
(608) 263-1383 

CD  GS  TS* 

Young,  William  P 

1239  Wellesley  Rd 
Madison  WI  53705 


Zarling,  Craig 

510  Shepard  Terr,  #5-C 
Madison  WI  53705 


N*  IM* 

Zerofsky,  Ronald  A 

20  S Park  St 
Madison  WI  53715 
(608)  255-4826 

FP 

Zieve,  David  A 
914  High  St 
Madison  WI  53715 


Zirneskie,  Joseph  D 

529  N Pinckney  St,  #10 
Madison  WI  53703 


ORS* 

Zoellner,  Gary  B 

345  W Washington  Ave 
Madison  WI  53703 
(608) 252-8456 

IM* 

Zolot,  Marvin  M 

1901  Monroe  St 
Madison  WI  5371  1 
(608)  256-8363 

ORS 

Zoltan,  Donald  J 

6906  Park  Edge  Dr 
Madison  WI  53719 


R*  DR* 
Zwiebel,  William  J 

E3/380  UW  CSC 
600  Highland  Ave 
Madison  WI  53792 
(608)  263-8312 


DODGE 

COUNTY  MEDICAL  SOCIETY 

GS*  CDS  TS 
Ali,  M Ahmad 

130  Warren  St,  #102 
Beaver  Dam  WI  53916 
(414)  885-5576 

PD 

Bachhuber,  Michael  W 

410  Short  St 
Mayville  WI  53050 
(414)387-2111 

ORS 

Barajas,  Rafael 
130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-1645 

R* 

Bartholmai,  Jack  R 

Rt  4 Box  182 
Beaver  Dam  WI  53916 
(414)  887-1505 

GP  GS  ABS 
Bender,  Roger  I 

205  S University  Ave 
Beaver  Dam  WI  53916 
(414)  885-4747 

ORS* 

Berry',  James  S 
130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-8491 

GS* 

Boock,  Robert  F 

130  Warren  St,  #102 
Beaver  Dam  WI  53916 
(414)  885-5576 

FP* 

Bush,  Curtis  W 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-1753 

GS* 

Campbell,  Craig  W 

151 1 S Park  Ave 
Columbus  WI  53925 


FP* 

Cody,  Edward  F 
1200  N Center  St 
Beaver  Dam  W I 53916 
(414)  887-7101 

R* 

Cook,  R Sanford 

3339  Hunt  Club  Dr 
Clearwater  FL  33519 
(813)785-4811 


§ FP*  OBG 

Cupery,  Do  we  P 
POB  247 

Markesan  WI  53946 
(414)  398-2022 

IM  FP 

Cupery,  Stanley  G 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-7101 

FP* 

Damon,  Richard  A 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  885-4433 

OPH* 

Davis,  George  E 
130  Warren  St 
Beaver  Dam  WI  53916 
(414)887-1151 

OPH 

Davis,  Thayer  C 
130  Warren  St 
Beaver  Dam  WI  53916 
(414)887-1151 

GP 

Drescher,  George  G 
215  N Center  St 
Beaver  Dam  WI  53916 
(414)  885-3614 

OPH 

Ehrhardt,  Alan  A 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-1151 

ABS  GS 

Erickson,  Norman  W 
130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-1613 

ABS  GS 
Funcke,  William  E 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-0377 

GP 

Haessly,  Frederic  G 

107  E Center  St 
Juneau  WI  53039 
(414)386-4479 

FP* 

Hansell,  Charles  E 

410  S Lewis  St 
Columbus  WI  53925 


GP 

Karsten,  Frederik  A 

514  E Lake  St 
Horicon  WI  53032 
(414)  485-4557 

IM 

Klomberg,  Gerald  H 

130  Warren  St 
Beaver  Dam  WI  53916 


IM* 

Kraus,  Bruce  A 

POB  310 

Columbus  WI  53925 


GP 

Langenfeld,  Gregory  P 

317  Church  St 
Theresa  WI  53091 
(414)  488-3101 

GS*  CDS 
Liebl,  R Scott 

14  Beaver  Dam  St 
Waupun  WI  53963 


GP 

Link,  Darrell  L 

1200  N Center  St 
Beaver  Dam  WI  53916 
(414)887-7101 

GS* 

Militello,  Joseph  M 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-0379 

NM*  PTH* 
Molina,  Rodolfo 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)885-9231 

FP* 

Murray,  Stephen  T 

14  Beaver  Dam  St 
Waupun  WI  53963 
(414)  324-4071 

AN 

Park,  Jang  Bu 

Beaver  Dam  WI  53916 


GP 

Petters,  William  J 

600  Fern  St 
Waupun  WI  53963 
(414) 324-5543 

OTO* 

Prell,  Vicki  R 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-1373 

FP 

Qualls,  Charles  L 

1 12  E Maple  Ave 
Beaver  Dam  WI  53916 


DR  R* 

Rawlins,  Steven  J 
1 16  Monroe  St 
Beaver  Dam  WI  53916 
(414)  887-1153 

PTH* 

Richards,  William  G 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  885-9231 
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GP  GS 
Roberts,  Rob  R 

W2483  North  Shore  Lane 
Onalaska  WI  54650 


PTH*  NM  CLP* 
Rowan,  Theodore 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  885-9231 

IM  PD 

Samadani,  Ayaz  M 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-7731 

GS  ABS 

Schrank,  Leonard  W 

600  Fern  St 
Waupun  WI  53963 
(414)  324-5543 

FP 

Sehroeder  II,  Norman  J 

1200  Center  St 
Beaver  Dam  WI  53916 


GP 

Schulz,  Norman  H 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-1704 

FP 

Smith,  John  A 

Rt  1 Hwy  28 
Horicon  WI  53032 
(414)485-4341 

GP 

Snook,  William  H 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  885-9238 

PTH* 

Sullivan,  John  F 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  885-9231 

IM*  CD 
Szweda,  John  A 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-0359 

IM  NEP 
Tu,  Her-Lang 

14  Beaver  Dam  St 
Waupun  WI  53963 
(414)324-4511 

FP* 

Urbanek,  Robert  E 

1200  N Center  St 
Beaver  Dam  WI  53916 
(414)  887-7101 

FP* 

Vrabec,  Andrew  P 

605  E South  St,  POB  517 
Beaver  Dam  WI  53916 
(414)  885-3369 


FP 

Wake,  Joan  P 

1 1 16  N 3rd  Ave 
Sturgeon  Bay  WI  54235 

FP* 

Weisse,  Mark  O 
413  4th  St 
Algoma  WI  54201 
(414)487-2660 

§ GP 
Wits,  Erie  W 

2218  Grenadier  Dr 
Kings  Point 

Sun  City  Center  FL  33570 
(813)634-6373 


U* 

Whang,  Ki  Jun 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  887-7654 

PTH* 

Wohlwend,  Edward  B 

130  Warren  St 
Beaver  Dam  WI  53916 
(414)  885-9231 


DOOR 

KEWAUNEE 

COUNTY  MEDICAL  SOCIETY 

FP* 

Ancheta,  Valentino  S 

316  Steele  St 
Algoma  WI  54201 
(4)4)  487-5266 

FP* 

Beck,  John  J 

345  S 18th  Ave 
Sturgeon  Bay  WI  54235 
(414)  743-7261 

FP* 

Brook,  Jeffrey  J 

108  S 10th  Ave 
Sturgeon  Bay  WI  54235 
(414)  743-6231 

R 

Evenson,  Roland  G 

535  S 8th  Ave 
Sturgeon  Bay  WI  54235 


PTH*  CLP* 

Faller,  William 

330  S 16th  PI,  POB  466 
Sturgeon  Bay  WI  54235 
(414)  743-5566 

DR 

Fiske,  Shirley  A (DO) 

271  7th  St 
Algoma  WI  54201 
(414)  487-9955 

GS* 

Herlache,  John  L 

345  S 18th  Ave 
Sturgeon  Bay  WI  54235 
(414)  743-7261 

GP 

Hobson,  Walter  S 

50  S Madison  Ave 
Sturgeon  Bay  WI  54235 
(414)  743-2113 

PD* 

Holmes,  Ferrin  C 

345  18th  Ave 
Sturgeon  Bay  WI  54235 
(414)  743-7261 


FP*  CD 
March,  Jack  F 

413  4th  St 
Algoma  WI  54201 
(414)487-2660 

FP* 

McAuliffe,  Edward  P 

345  S 18th  Ave 
Sturgeon  Bay  WI  54235 

U* 

McFadden,  Michael  R 

POB  447 

Sturgeon  Bay  WI  54235 
(414)  743-7261 

GP 

Nesemann,  Reynold  M 

804  Milwaukee  St 
Kewaunee  WI  54216 
(414)  388-3540 

GP 

Papendick,  David  E 

801  4th  St 
Algoma  WI  54201 
(414)487-2110 

OPH* 

Patience,  Hansi  R 

Park  Farm,  2045  Hwy  S 
Sturgeon  Bay  WI  54235 
(414)  743-9532 

FP* 

Roenning,  George  H 

345  SI  8th  Ave,  POB  447 
Sturgeon  Bay  WI  54235 
(414)  743-7261 

ORS* 

Schueppert,  Thomas 
POB  447 

Sturgeon  Bay  WI  54235 


FP 

Sheets,  Weldon  G 
108  S 10th  St 
Sturgeon  Bay  WI  54235 
(414)  743-6231 

GS  GP 

Tamayo,  Alfonso  G 

1623  Rhode  Island 
POB  107 

Sturgeon  Bay  WI  54235 
(414)  743-3383 

FP* 

Timmermans,  Peter  W 

POB  185 

Algoma  WI  54201 


GP  OBG 
Wagener,  Nicholas  R 

802  N 3rd  Ave 
Sturgeon  Bav  WI  54235 
(414) 743-6268 

DR* 

Wake,  Brian  D 

1 1 16  N 3rd  Ave 
Sturgeon  Bay  WI  54235 
(414)  743-2174 


DOUGLAS 

COUNTY  MEDICAL  SOCIETY 

R*  NM 

Al-Azem,  Mohamed  W 

14  Windsor  St 
Superior  WI  54880 
(715)394-3407 

IM* 

Bargenquast,  James  R 

3500  Tower  Ave 
Superior  WI  54880 
(715)394-2718 

GS* 

Berg,  William  D 

2430  Logan  Ave 
Superior  WI  54880 
(715)398-3561 

FP* 

El-Wakil,  Mamdouh  E 

2606  Hammond  Ave 
Superior  WI  54880 
(715)392-9844 

PD* 

Franco,  Jon  F 

3600  Tower  Ave 
Superior  WI  54880 
(715)392-8111 

OTO* 

Frank,  Terrence  W 

2917  Post  Rd 
Madison  WI  53713 
(608)263-6190 

GP 

Fruehauf,  Richard  P 

1514  Ogden  Ave 
Superior  WI  54880 

§ OBG 

Johnson  Jr,  Fred  G 

3600  Tower  Ave 
Superior  WI  54880 

IM 

Karwoski,  Gene  G 

3600  Tower  Ave 
Superior  WI  54880 


R* 

Knights,  John  A 

2818  John  Ave,  #8 
Superior  WI  54880 
(715)  392-3053 

GS*  PTH 
Kotynek,  Jan  George 
425  Pine  Ridge  Blvd 

mi 

Wausau  WI  54401 
(715)842-0458 

GS* 

Krahl,  Enzo 

3600  Tower  Ave 
Superior  WI  54880 
(715)392-8111 

IM 

Lao,  Antonio  L 

3600  Tower  Ave 
Superior  WI  54880 
(715)392-8111 

GP 

Lavine,  Israel  H 
3600  Tower  Ave 
Superior  WI  54880 
(715)392-8111 

IM 

Lounsbury,  Alfred  E 

3600  Tower  Ave 
Superior  WI  54880 

FP* 

Mataczynski,  Robert  R 

1514  Ogden  Ave 
Superior  WI  54880 


§ GP 

McGinnis,  James  P 

11109  Palmeras  Dr 
Sun  City  AZ  85373 
(602)  972-6081 

OBG 

Meyer,  Douglas  R 

3600  Tower  Ave 
Superior  WI  54880 


ORS  GS* 
Muenzer,  Paul  S 

3500  Tower  Ave 
Superior  WI  54880 
(715)  392-6178 

GP 

Picard,  Charles  J 

425  21st  Ave  E 
Superior  WI  54880 
(715)  398-6612 

U 

Ramesh,  K G 
3600  Tower  Ave 
Superior  WI  54880 
(715)392-8111 

IM* 

Reibold,  Robert  J 

3600  Tower  Ave 
Superior  WI  54880 
(715)392-8111 
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OBG 

Rock,  Ann  M 

3 1 8 2 1 st  Ave  E 
Superior  WI  54880 
(715)398-3561 

FP* 

Scott,  Clarence  M 

318  21st  Ave  E 
Superior  WI  54880 
(715)  398-3561 

FP  PM* 
Sellers,  Robert  L 

318  21st  AveE 
Superior  WI  54880 
(715)  398-3561 

GP 

Stack  Jr,  Edward  G 

1225  Tower  Ave 
Superior  WI  54880 
(715)  394-6110 

FP* 

Stephenson,  Jon  C 

318  21st  Ave  E 
Superior  WI  54880 
(715)398-3561 

FP* 

Thompson,  Kimberly  M 

318  21st  Ave  E 
Superior  WI  54880 
(715)398-3561 


EAU  CLAIRE 

DUNN 

PEPIN 

COUNTY  MEDICAL  SOCIETY 
R* 

Aitken,  Herbert  M 

532  Summit  Ave 
Eau  Claire  WI  54701 

OBG* 

Al-Khatib,  Irfane  M 

2125  Heights  Dr 
Eau  Claire  WI  54701 
(715)  835-4315 

IM* 

Babcock,  Alan  W 

900  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-4435 

FP* 

Barthel,  Larry  J 

540  7th  Ave 
POB  202 

Durand  WI  54736 
(715)672-5233 

GP 

Bates,  Patrick  J 

1524  Bellinger  St 
Eau  Claire  WI  54701 
(715)  835-9678 


U* 

Bayley,  Bruce  C 
733  W Clairemont  Ave 
Eau  Claire  W I 54701 
(715)839-5222 

PTH* 

Beckfield,  William  J 

1221  Whipple  St 
Eau  Claire  WI  54701 
(715)839-3205 

AN* 

Bjurstrom,  Robert  O 

727  Kenney  Ave 
Eau  Claire  WI  54701 
(715)834-8721 

FP* 

Blink,  Donald  V 

2125  Heights  Dr 
Eau  Claire  WI  54701 
(715)  832-3401 

FP* 

Bollinger,  John  T 

1428  Cummings  Ave 
Eau  Claire  WI  54701 
(715)  835-2681 

N 

Bounds  Jr,  James  V 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5203 

P PN* 
Brousseau,  Edward  R 
POB  224 

Eau  Claire  WI  54701 
(715)834-2751 

OPH* 

Brown,  Frank  J 

2600  Stein  Blvd 
Eau  Claire  WI  54701 
(715)834-8471 

OBG* 

Brown,  Richard  C 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5222 

IM* 

Brown,  Steven  G 
2211  Stout  Rd 
Menomonie  WI  5475 1 
(715)235-9671 

GS* 

Brown,  Thomas  E 

5833  N Shore  Dr 
Eau  Claire  WI  54701 
(715)834-8741 

GP  GS 

Bryant,  Richard  J 

700  3rd  Ave  W 
Durand  WI  54736 
(715)672-4235 

FP* 

Burgfechtel,  Robert 

221 1 Stout  Rd 
Menomonie  WI  54751 
(715)235-9671 


§ GS* 

Cameron,  William  G 

5575  N Shore  Dr 
Eau  Claire  WI  54701 
(715)  832-0302 

FP* 

Castleberg,  David  L 

707  7th  Ave  W 
Durand  WI  54736 
(715)  672-5981 

NS* 

Choudhri,  Fiaz  A 

2125  Heights  Dr 
Eau  Claire  WI  54701 
(715)834-9541 

FP 

Choudhri,  Saleem  A 

2125  Heights  Dr 
Eau  Claire  WI  54701 
(715)834-9543 

OBG 

Clark  III,  Daniel  M 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5269 

CDS  IM* 

Clarke,  Janice 

733  W Clairemont  Ave 
Eau  Claire  W I 54702 


FP* 

Connerly,  Patrick  W 

807  S Farwell  St 
POB  1123 

Eau  Claire  WI  54702 
(715)839-5175 

P*  CHP 
Davidson,  Robert  E 

2125  Heights  Dr,  03 H 
Eau  Claire  WI  54701 
(715)839-8699 

ORS* 

Davis,  Claude  D 

836  Richard  Dr 
Eau  Claire  WI  54701 


ORS 

Decesare,  William  F 

2920  Sherwin  Ave 
Altoona  WI  54720 


OPH 

Dow,  C Thomas 

2600  Stein  Blvd 
Eau  Claire  WI  54701 
(715)834-8471 

U* 

Doyle  Jr,  Thomas  J 

3203  Stein  Blvd 
Eau  Claire  WI  54701 
(715)835-6548 

P 

Edson,  Jack  I) 

POB  224 

Eau  Claire  WI  54701 
(715)834-2751 


FP* 

Enders,  Gene  G 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5316 

AN 

Evans,  John  M 

625  Shoreline  Ct 
Eau  Claire  WI  54701 


OBG* 

Fabiny,  Robert  J 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-0723 

IM* 

Fay,  Cynthia  J 

2211  Stout  Rd 
Menomonie  WI  5475 1 
(715)235-9671 

FP* 

Feigal,  Michael  D 

221 1 Stout  Rd 
Menomonie  WI  54751 
(715)235-9671 

PTH* 

Fink,  Robert  J 

900  W Clairemont  Ave 
Eau  Claire  WI  54701 


N* 

Finkel,  Michael  F 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)  839-5203 

GP  GS 

Finucane,  Patrick  J 

1620  Ohm  Ave 
Eau  Claire  WI  54701 
(715)834-2035 

D 

Fitz,  F'rederick  W 

515  S Barstow  St 
Eau  Claire  W I 54701 
(715)832-1625 

FP* 

Folkestad,  Charles  L 

221 1 Stout  Rd 
Menomonie  WI  54751 
(715)235-9671 

IM 

Frase,  Louis  H 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)  839-5222 

IM* 

F'ulks,  Michael  W 

2119  Heights  Dr 
Eau  Claire  W I 54701 
(715)  835-0663 

FP* 

Garber,  Bradley  G 

Osseo  WI  54758 
(715)597-3131 


GP 

Garber,  Richard  D 

Osseo  WI  54758 


AN 

Gardner,  Brett  L 

6520  South  Shore  Dr 
Altoona  WI  54720 
(715)839-8047 

FP* 

Giffen,  Guy  G 
2125  Heights  Dr 
Eau  Claire  W I 54701 
(715)832-3401 

PTH  GP 
Gonlag,  Harry 

Rt  6 Box  217 
Eau  Claire  WI  54701 


IM*  NEP 
Gonzaga,  Michael 
1030  Oakridge  Dr 
Eau  Claire  W I 54701 


IM* 

Griffith,  Donald  R 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)  839-5222 

PTH* 

Hadley,  Thomas  W 

900  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-4236 

ORS* 

Haemmerle,  James  H 

221 1 Stout  Rd 
Menomonie  WI  54751 
(715)235-9671 

P 

Halgrimson,  Kenneth 

POB  224 

Eau  Claire  WI  54701 
(715)834-2751 

IM* 

Happe,  Philip  J 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)  839-5218 

R*  NM 

Henke,  Frederick  W 

1740  Royal  Ct 

Eau  Claire  W I 54701 

(715)834-2416 

ORS* 

Hicks,  Fldgar  O 
836  Richard  Dr 
Eau  Claire  WI  54701 
(715)834-2701 

OBG* 

Hill,  Eldon  F 

2125  Heights  Dr 
Eau  Claire  W I 54701 
(715)834-1571 
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CHP  P* 

Hirseh,  Martin  S 

2125  Heights  Dr,  #3H 
Eau  Claire  WI  54701 
(715)839-8699 

IM* 

Hoff,  Donald  E 

UW-Eau  Claire 
Student  Health  Service 
Eau  Claire  Wl  54701 


OPH* 

Hogue,  David  K 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5329 

GS* 

Hudson,  Ralph  F 

1030  Oak  Ridge  Dr 
Eau  Claire  Wl  54701 
(715)834-3988 

ORS* 

Ihle,  Charles  M 

105  E Lowes  Creek  Rd 
Eau  Claire  WI  54701 
(715)  834-4850 

ORS* 

Ihle,  Charles  V 
836  Richard  Dr 
Eau  Claire  WI  54701 
(715)  834-2701 

§ ORS* 

Ihle,  Peter  M 

836  Richard  Dr 
Eau  Claire  WI  54701 
(715)834-4850 

GS*  ON 

Immerman,  Steven  C 

826  S Hastings  Way 
Eau  Claire  WI  54701 
(715)832-1044 

OBG* 

Johnson,  Daniel  F 

733  W Clairemont  Ave 
Eau  Claire  W I 54701 
(715)  839-5253 

FP* 

Kark,  Richard  A 

733  Clairemont  Ave 
Eau  Claire  Wl  54701 
(715)839-5308 

U* 

Katz,  David  J 

3203  Stein  Blvd 
Eau  Claire  W I 54701 
(715)835-6548 

AN* 

Kelley,  Walter  M 

351  W Heather  Ct 
Eau  Claire  W I 54701 

IM*  CD*  NEP 
Kincaid,  Daniel  T 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)  839-3578 


R* 

Kirkham,  Bruce  C 

3737  Claymore  Lane 
Eau  Claire  WI  54701 
(715)834-3073 

PD* 

Layde,  John  P 

733  W Clairemont  Ave 
Eau  Claire  W I 54701 
(715)839-5201 

FP* 

Leasum  Jr,  Robert  N 

774  E 9th  St 
Osseo  WI  54758 
(715)  597-3131 

DR* 

Liegel,  Steven  S 
3932  Cumming  Ave 
Eau  Claire  W I 54701 
(715)  834-9868 

PTH* 

Linden,  Richard  P 

125  Canterbury  Rd 
Eau  Claire  WI  54701 

PD* 

Linton,  Randall  L 

733  W Clairemont  Ave 
Eau  Claire  Wl  54701 
(715)839-5352 

PTH*  CLP 
Loken,  Kenneth  O 

65  Tuckaway  Dr 
Asheville  NC  28803 


P N PN* 

Lorenz,  Albert  A 

2103  Heights  Dr,  POB  264 
Eau  Claire  Wl  54701 
(715)834-3171 

GP  GS 
Lotz,  Robert  M 

105  Skyline  Dr 
Eau  Claire  WI  54701 
(715)  832-3401 

IM  NEP* 

Macken,  Patrick  D 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-3578 

GS 

Manz,  Carl  W 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 


GP 

Manz,  Walton  R 

430  Union  St 
Eau  Claire  Wl  54703 


GS* 

Martin,  Keith  E 

733  W Clairemont  Ave 
Eau  Claire  W I 54702 
(715)839-5204 

GP 

Mautz,  William  T 

204  Skyline  Dr 
Eau  Claire  WI  54701 
(715)832-1917 

AN 

McKay,  Ralph 

727  Kenney  Ave 
Eau  Claire  WI  54701 


FP* 

Melms  Jr,  Frederick  A 

221 1 Stout  Rd 
Menomonie  Wl  54751 
(715)235-9671 

GS*  TS* 

Merritt,  James  W 

733  W Clairemont  Ave 
Eau  Claire  W I 54701 
(715)839-5222 

OPH* 

Miller,  David  F 

745  Kinney  Ave 
Eau  Claire  WI  54701 
(715)  834-2763 

OPH* 

Miller,  George  E 

745  Kenney  Ave 
Eau  Claire  W I 54701 


R* 

Moberg,  Thomas  D 

727  Kenney  Ave 
Eau  Claire  WI  54701 


PD 

Molldrem,  Nathan  I) 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5305 

IM*  GE 
Motto,  Joseph  D 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5222 

AN* 

Narciso,  Alfredo  P 

624  Grover  Rd 
Eau  Claire  Wl  54701 
(715)832-7740 

NS* 

Narotzky,  Robert  A 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-4121 

GS 

Natwick,  Roger  D 

221 1 Stout  Rd 
Menomonie  WI  5475 1 


§ PUD 

Nezworski,  Louis  G 
2706  11th  St 
Eau  Claire  WI  54701 
(715)832-0895 

§ P*  N 

Niver,  Edwin  O 

300  Valerie  Dr 
Waverly  OH  45690 

IM*  GE* 

Nordstrom,  Charles  R 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5222 

OTO* 

Norman,  Stanley  G 
714  W Hamilton  Ave 
Eau  Claire  WI  54701 
(715)  834-3449 

N IM 
Nye,  David  A 

733  W Clairemont  Ave 
Eau  Claire  Wl  54701 
(715)839-5203 

PD* 

O'Halloran,  Michael  J 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5222 

OPH* 

Olson,  Roy  A 

745  Kenney  Ave 
Eau  Claire  WI  54701 
(715)834-2763 

OTO* 

Ostenso,  Richard  S 

310  Chestnut  St 
Eau  Claire  W I 54701 
(715)834-5166 

IM* 

Owen,  George  E 
733  W Clairemont  Ave 
Eau  Claire  W I 54701 
(715)839-5251 

OBG 

Pakpreo,  Somrat 

1 16  Canterbury  Rd 
Eau  Claire  WI  54701 
(715)835-4023 

OPH 

Pederson,  Thomas  E 
1030  Oak  Ridge  Dr 
Eau  Claire  W I 54701 
(715)835-0075 

PTH 

Poeschel,  Bernard  B 

Rt  1 Box  126 A 
Eleva  WI  54738 


FP* 

Raymond,  Lou  A 

206  5th  Ave 
Eau  Claire  WI  54701 


PD* 

Read  Jr,  William  T 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5222 

FP 

Reid,  Dale  L 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 


PUD  IM 
Resar,  Roger  K 
733  W Clairemont  Ave 
Eau  Claire  WI  54701 


P* 

Rugowski,  James  A 

3903  State  St  Rd 
Eau  Claire  W I 54701 
(715)839-5280 

OPH* 

Rund,  Carroll  D 

444  S Broadway 
Menomonie  WI  54751 
(715)235-9046 

IM*  ON 
Rupp,  William  C 

733  W Clairemont  Ave 
Eau  Claire  W I 54702 


D* 

Schulz,  Caryn  I 
733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)835-9242 

R* 

Schulz,  Emil 

727  Kenney  Ave 
Eau  Claire  WI  54701 


§ PTH* 

Sheldon,  Warner  F 

351  Country  Club  Lane 
Altoona  WI  54720 
(715)  834-7578 

IM*  RHU* 

Shelley,  Timothy  M 

733  W Clairemont  Ave 
Eau  Claire  WI  54702 
(715)839-5222 

FP 

Smith,  Douglas  L 

680  Hehli  Way 
Mondovi  WI  54755 


ORS* 

Sorensen,  Harold  E 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)839-5280 

AN 

Sperry  , Verne  A 

727  Kenney  Ave 
Eau  Claire  WI  54701 
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FP* 

Springer,  Joseph  P 

1127  Oak  wood  Dr 
Durand  WI  54736 
(715)232-2661 

DR*  NR 
Stenberg,  Jon  R 

727  Kenney  Ave 
Eau  Claire  Wl  54701 
(715)834-1505 

OBG 

Stenzel,  Steven  D 
733  W Clairemont  Ave 
Eau  Claire  WI  54701 
(715)  834-5315 

§ 1M* 

Stewart.  Katherine  E 

532  Summit  Ave 
Eau  Claire  W I 54701 

AN* 

Swanson,  Philip  A 

415  Jefferson  St 
Eau  Claire  Wl  54701 
(715)834-0321 

AN* 

Thimke,  Harry  E 

3746  Patton  St 
Eau  Claire  WI  54701 
(715)834-8721 

P*  N* 

Tobin,  Joseph  M 

POB  224 

Eau  Claire  WI  54701 
(715)834-2751 

R* 

Ullrich,  Peter  H 

727-729  Kenney  Ave 
Eau  Claire  W I 54701 
(715)834-1505 

PD*  A 
Voss,  Martin  J 
POB  1510 

Eau  Claire  WI  54702 
(715)839-5286 

GP 

Wahl,  George  E 
127  Gilbert  Ave 
Eau  Claire  WI  54701 


FP* 

Walker,  James  A 

221 1 Stout  Rd 
Menomonie  WI  54751 
(715)  235-9671 

FP*  GS 
Walter,  Karl  E 

1620  Ohm  Ave 
Eau  Claire  WI  54701 
(715)834-2788 

GS 

Walter,  William  H 

1030  Oakridge  Dr 
Eau  Claire  Wl  54701 
(715)834-3988 


FP  OBS 
Willard,  James  E 

221 1 Stout  Rd 
Menomonie  WI  54751 
(715)  235-9671 

FP*  HYP 
Wilson,  Louis  J 

807  S Farwell 
POB  1123 

Eau  Claire  W I 54701 
(715)839-5175 

§ IM*  CD 
Wishart,  John  H 

733  Clairemont  Ave 
Eau  Claire  W I 54701 
(715)834-4603 

IM*  ON* 

Woodhouse,  Charles  L 
733  W Clairemont  Ave 
Eau  Claire  WI  54702 
(715)839-5222 

OTO* 

Young, John  B 

714  W Hamilton  Ave 
Eau  Claire  WI  54701 
(715)  834-3448 

GP 

Zboralske,  F Frank 

POB  459 

Fall  Creek  WI  54742 


FP 

Zenner,  Thomas  M 

1304  1st  St 
Kewaunee  WI  54216 
(414)  388-4640 

FP* 

Zondag,  Tuenis  D 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 


FOND  DU  LAC 

COUNTY  MEDICAL  SOCIETY 

U 

Agnelneri  Jr,  Mauro  J 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7400 

DR  R* 
Antifinger,  Thomas  J 

481  E Division  St 
Fond  du  Lac  WI  54935 
(414)921-5546 

OBG* 

Arellano,  Eduardo  G 

14  Beaver  Dam  St 
Waupun  WI  53963 
(414)324-5043 

§ GP 

Bachus,  Arthur  C 

1005  La  Higuera 
Green  Valley  AZ  85614 
(602)625-1494 


GS*  TS 
Becker,  Norman  O 

505  E Division  St 
Fond  du  Lac  WI  54935 
(414)922-3700 

CD  IM* 

Bowman,  David  R 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)923-7400 

EM 

Brusky,  William  J 

708  Meadowbrook  Lane 
Fond  du  Lac  WI  54935 


GS*  HNS 
Carlson,  Thomas  J 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)923-7400 

OPH* 

Cerny,  Frank  J 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)923-7400 

IM*  PUD 
Chamberlain,  Daniel  F 

80  Sheboygan  St 
Fond  du  Lac  Wl  54935 
(414)  923-7400 

AN* 

Chang,  Henry  Ta-Shen 

121  N National  Ave 
Fond  du  Lac  WI  54935 
(414)  929-2300 

R* 

Charles,  John  E 

214  E Division  St 
Fond  du  Lac  WI  54935 


P* 

Christenson,  Brian  C 

481  E Division  St,  #700 
Fond  du  Lac  WI  54935 
(414) 921-6110 

IM* 

Cullen,  Robert  E 

481  E Division  St 
Fond  du  Lac  WI  54935 
(414)921-1300 

FP 

DeBoer,  James  E 

481  E Division  St 
Fond  du  Lac  WI  54935 


GS* 

Devine,  Joseph  C 

105  Sheboygan  St 
Fond  du  Lac  Wl  54935 
(414)  921-8110 

FP 

Ebben,  David  M 

328  N Helena  St 
Campbellsport  Wl  53010 
(414)533-8361 


U* 

Elliott,  John  T 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)923-7400 

R* 

Fischer,  Louis  C 

481  E Division  St 
Fond  du  Lac  WI  54935 


OTO* 

Flanagan,  Clair  M 

80  Sheboygan  St 
Fond  du  Lac  Wl  54935 


FP* 

Fownes,  Douglas  R 

505  E Division  St 
Fond  du  Lac  Wl  54935 
(414)  922-3700 

GS* 

Freeman,  Thomas  E 

80  Sheboygan  St 
Fond  du  Lac  W I 54935 
(414)923-7400 

GP 

Friedrich,  Leland  E 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7492 

GP  EM 

Goodman,  David  A 

430  E Division  St 
Fond  du  Lac  WI  54935 


U* 

Guth,  Harvey  K 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 


ORS 

Hartman,  Bruce  H 

73  E 1st  St 

Fond  du  Lac  WI  54935 


D* 

Hitselberger,  James  F 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7400 

IM 

Horn,  Elsa  B Doroin- 

725  Meadowbrook  Lane 
Fond  du  Lac  WI  54935 
(414)  923-5555 

FP* 

House,  Robert  H 

POB  96 

RiponWI  54971 
(414)  748-6400 

AM 

Huebner,  Jewel  S 

3827  Red  Oak  Ct 
Oshkosh  WI  54901 
(414)  235-0006 


GP  PM 
Johnson,  John  M 

121  W Fond  du  Lac  St 
POB  36 

Ripon  WI  54971 
(414)748-6133 

IM 

Kendell,  William  G 

The  Oaks  #15 
Largo  Vista  TX  78641 

PD 

Koll-Frazier,  Jane  H 

27  S Reserve  Ave 
Fond  du  Lac  W I 54935 
(414)922-2204 

IM* 

Kuglitsch,  John  F 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7400 

AN 

Kwon,  Tai  Ho 

430  E Division  St 
Fond  du  Lac  WI  54935 
(414)  929-2300 

PD* 

Lawrence,  David  I. 

92  E Division  St 
Fond  du  Lac  WI  54935 
(414)  921-0560 

CD*  IM* 

Lent,  John  E 

80  Sheboygan  St 
Fond  du  Lac  Wl  54935 
(414)  923-7400 

PD 

Lloren  Jr,  Jose  T 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7400 

OPH* 

Mallatt,  William  F 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)923-7400 

OBG* 

Massick,  Stephen  A 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7400 

§ R* 

Mauthe,  Howard 

POB  8575 

Incline  Village  NV  89450 
(408)  722-6950 

OBG* 

McBride,  F Fuller 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7400 

GP 

McCullough,  James  C 

105  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  921-8110 
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FP  GS 

McCullough,  Jack  C 

105  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  921-8110 

FP* 

McCullough,  John  P 

105  Sheboygan  St 
Fond  du  Lac  Wl  54935 
(414)  921-8110 

1M* 

McLane,  Hugh  J 

476  E Division  St 
Fond  du  Lac  Wl  54935 
(414)923-1300 

P 

Meisinger,  George  F 

Rt  3,  Box  233C 

Fond  du  Lac  WI  54935 

(414)921-1506 

GS*  CDS 

Mikkelsen,  Robert  H 

505  E Division  St 
Fond  du  Lac  WI  54935 
(414)922-3700 

§ GP 

Miller,  Joseph  F 

Rt  1,  Box  242 A 

Mount  Calvary  WI  53057 

(414)753-3101 

P* 

Moore,  Clarence  E 

481  E Division  St,  #700 
Fond  du  Lac  W I 54935 
(414)  921-6110 

P 

Musunuru,  J R 

459  E 1st  St 

Fond  du  Lac  WI  54935 


FP 

Myers,  Wilbert  E 

505  E Division  St 
Fond  du  Lac  WI  54935 


FP* 

Nelsen,  Paul  1) 

POB96 

Ripon  WI  54971 
(414)  748-6400 

GS* 

Nelson,  David  L 

481  E Division  St 
Fond  du  Lac  WI  54935 
(414)  922-7158 

AN* 

Pallin,  Josephine  N 

2081  Tower  Dr 
Fond  du  Lac  WI  54935 
(414)  921-2522 

R*  NM* 

Parrish  Jr,  John  G 

1921  Mullen  Dr 
Fond  du  Lac  WI  54935 
(414)  921-5546 


PD 

Pawsat,  Ewald  H 

226  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  929-7400 

FP 

Pelton,  Russell  S 

317  Mt  Zion  Dr,  POB  187 
Ripon  WI  54971 
(414)  748-2875 

PS 

Pengtovong,  Lerthai 

1035  Mary  Hill  Park 
Fond  du  Lac  WI  54935 
(414)923-0419 

ORS* 

Pennau  Jr,  Karl  L 

525  E Division  St 
Fond  du  Lac  WI  54935 
(414)  923-6200 

FP 

Pennings,  Alfred  G 

481  E Division  St 
Fond  du  Lac  WI  54935 
(414)  922-1900 

FP 

Peters,  John  U 

505  E Division  St 
Fond  du  Lac  Wl  54935 
(414)  922-3700 

PD* 

Peterson,  Clifton  R 

92  E Division  St 
Fond  du  Lac  WI  54935 
(414)921-0560 

PD* 

Post,  Warren  M 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7400 

GS 

Ramos,  Teodoro  M 
POB  325 
Ripon  W I 54971 
(414)  748-7796 

GP 

Ries,  Michael  F 
614  Highland  Ave 
Brownsville  WI  53006 
(414)  583-3171 

OPH* 

Rupple,  James  H 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7472 

AN 

Sablay,  Nonito  M 

954  Meadow  Lane 
Fond  du  Lac  WI  54935 
(414)  921-5659 

FP* 

Saggio,  Carl  J 
1990  Reinhardt  Rd 
Fond  du  Lac  WI  54935 
(414)  922-3700 


IM* 

Sanfelippo,  Elizabeth  T 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 


PD* 

Schroeder,  Robert  W 

100  Meadowbrook  Blvd 
Fond  du  Lac  WI  54935 


D* 

Schuster,  James  E 

333  N Peters  Ave 
Fond  du  Lac  WI  54935 
(414)  923-1326 

OBG 

Schuster  Jr,  Robert  J 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)923-7400 

R*  DR 

Schwartau,  William  K 

185  Cottage  Ave 
Fond  du  Lac  WI  54935 


OTO* 

Shahrokh,  Darius  K 

91  S Reserve  Ave 
Fond  du  Lac  WI  54935 
(414)  922-9696 

GS* 

Sharpe  Jr,  Harvey  R 

RFD  1,  ML  Box  145 
Gillett  WI  54124 


§ PTH* 

Steube,  Ronald  W 

540  Portside  Dr 
Naples  FL  33940 
(813)261-1710 

PTH* 

Stormo,  K Alan 

430  E Division  St 
Fond  du  Lac  Wl  54935 
(414)929-1587 

FP* 

Swan,  John  C 

Mount  Calvary  WI  53057 
(414)753-2311 

OPH 

Sweet,  David  F 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 


OTO* 

Sybesma,  William  G 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)  923-7460 

GS* 

Tangen,  Lyn  E 

92  E Division  St 
Fond  du  Lac  WI  54935 
(414)  921-0560 


OBG* 

Theis,  E Howard 

92  E Division  St 
Fond  du  Lac  WI  54935 
(414)  921-0560 

GP 

Theisen,  Stephen  A 

Rt  2,  Box  73 

Fond  du  Lac  WI  54935 


IM 

Totel,  Gregory  L 

261  E Division  St 
Fond  du  Lac  WI  54935 


P* 

Treffert,  Darold  A 

459  E 1st  St 

Fond  du  Lac  WI  54935 

(414)929-3500 

FP* 

Trepanier,  Gay  D 

481  E Division  St 
Fond  du  Lac  WI  54935 
(414)  922-1900 

AN* 

Tsai,  Shogi-Ten 

430  E Division  St 
Fond  du  Lac  WI  54935 
(414)  929-1660 

GP  GS 

Twohig  Jr,  David  J 

232  Cottage  Ave 
Fond  du  Lac  WI  54935 
(414)  922-6630 

PD* 

Veit,  Kirk  A 

80  Sheboygan  St 
Fond  du  Lac  WI  54935 
(414)923-7400 

GS 

Vetter,  Edward  W 

227  Cottage  Ave 
Fond  du  Lac  WI  54935 
(414)921-2399 

IM 

Vrtilek,  Mojmir  R 

92  E Division  St 
Fond  du  Lac  WI  54935 
(414)  921-0560 

GP  GER 
Waffle,  Robert  L 

104  S Main  St 

Fond  du  Lac  WI  54935 

(414)921-1580 

R*  ON 

Wang,  Hong  Chu 

45  Sheboygan  St 
Fond  du  Lac  WI  54935 


IM* 

Weber,  David  R 

80  Sheboygan  St 
Fond  du  Lac  54935 
(414)  923-7400 


ORS* 

Welsch,  John  A 

73  E 1st  St 

Fond  du  Lac  WI  54935 
(414)  923-0641 

§ GP 

Wier,  John  Sperry 

777  Hwy  K,  Rt  6 
Fond  du  Lac  WI  54935 


PTH* 

Zemel,  Harry  J 

430  E Division  St 
Fond  du  Lac  WI  54935 
(414)  929-1592 


FOREST 

COUNTY  MEDICAL  SOCIETY 

§ GP 

Castaldo,  F2nzo  F 
Laona  WI  54541 


GP 

Rathert,  Burton  S 

101  W Washington  St 
POB  278 

Crandon  WI  54520 
(715)478-2413 


GRANT 

COUNTY  MEDICAL  SOCIETY 

FP*  GS 

Bauman,  Kenneth  L 

235  N Madison  St 
Lancaster  WI  53813 
(608)723-2131 

FP* 

Becher,  Leo  E 
815  W Linden  St 
Lancaster  WI  53813 
(608)  723-4545 

§ GP 

David,  John  J 

Cassville  WI  53806 

GP  IM 

Farbstein,  Martin  E 

Hazel  Green  WI  5381  1 

FP* 

Fast,  William  P 

208  Parker  St 
Boscobel  WI  53805 
(608)  375-4144 

PD* 

Heersma,  James  R 

124  Iowa  St 
Muscoda  WI  53573 
(608)739-3192 
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FP* 

Hillery,  Glenn  C 

235  N Madison  St 
Lancaster  WI  53813 
(608)723-2131 

GS 

Klein,  Goetz  J 

Central  Medical  Center 
16  S Eutaw  St 
Baltimore  MD  21201 

FP* 

Klockow,  Willard  E 

202  N Wisconsin  Ave 
Muscoda  WI  53573 
(608)  739-3337 


GS  GP 

Lagman,  Raul  M 

Rt  2 

Cuba  City  WI  53807 


GS*  CDS 
Maski,  Ravikant 

1370  N Water  St 
Platteville  WI  53818 
(608)  348-4677 

FP* 

McKichan,  John  M 

1370  N Water  St 
Platteville  WI  53818 
(608) 348-2455 

GP 

McNamee,  James  R 
208  Parker  St 
Boscobel  WI  53805 
(608)375-4144 

FP* 

Mueller,  Carol  E 

208  Parker  St 
Boscobel  WI  53805 
(608)375-4144 

FP* 

Railey,  Robert  M 

235  N Madison  St 
Lancaster  WI  53813 
(608)723-2131 

GP 

Randall,  Emery  M 

208  Parker  St 
Boscobel  WI  53805 
(608)  375-4144 

FP 

Stader,  Robert  E 

235  N Madison  St 
Lancaster  WI  53813 


FP* 

Steidinger,  Charles  L 

1370  N Water  St 
Platteville  WI  53818 
(608)  348-2455 

GP  A 

Stone,  Mildred  M S 

507  E Webster  St 
Cuba  City  WI  53807 
(608)744-2115 


GP 

Stuessy,  Milton  F 

Doctor’s  Park,  PO  513 
Platteville  WI  53818 


GP 

Taylor  Jr,  Harold  W 

207  E Skelly  St 
Cuba  City  WI  53807 
(608)  744-2115 

§ IM*  A 
Young,  Charles  W 

870  N Elm  St 
Platteville  WI  53818 
(608)  348-2692 


GREEN 

COUNTY  MEDICAL  SOCIETY 

ABS  GP 

Aquino,  Edmundo  C 

145  N Main  St 
Monticello  WI  53570 
(608)  938-4972 

IM*  OS 
Austad,  William  R 

1515  10th  St 
Monroe  WI  53566 


OPH* 

Baker,  William  L 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

IM*  CD 
Barry  , George  R 
1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

D* 

Baumann,  Robert  R 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

§ GP  GS 
Bear,  Nathan  E 

2260  6th  St 
Monroe  WI  53566 


IM*  CD* 
Blumenthal,  Melvin  S 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7224 

OTO* 

Breadon,  George  E 
1515  10th  St 
Monroe  WI  53566 
(608)  328-7378 

NS 

Choo,  Sin  Huat 
1515  10th  St 
Monroe  WI  53566 


DR* 

Cline  III,  Ross  L 

5 1 5 22nd  Ave 
Monroe  WI  53566 
(608)  328-033 1 

R* 

Combs,  James  A 

515  22nd  Ave 
Monroe  WI  53566 
(608)  328-0331 

GS* 

Curry,  James  T 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

GE  IM* 

Davis  Jr,  Carleton  B 

Rt  3,  Box  229- A 
Monroe  WI  53566 


GS* 

Eckstam,  Eugene  E 
2118  20th  Ave 
Monroe  WI  53566 
(608)  328-7000 

IM*  ID 
Erlandson,  Jan  E 

1515  10th  St 
Monroe  WI  53566 
(608)  327-7000 

OPH* 

Felton,  John  L 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

GS 

Fencil,  Wayne  J 
1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

PD* 

Frey,  William  B 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

ORS* 

George,  Jacob 
1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

PTH*  CLP* 
Gosset,  Franz  R 

515  22nd  Ave 
Monroe  WI  53566 
(608)  328-0430 

OBG* 

Hassler,  Robert  E 
Rt  2 

Monroe  WI  53566 


FP*  EM 
Hein,  William  E 

New  Glarus  WI  53574 
(608)  328-4848 


OBG* 

Inman,  John  E 

1515  10th  St 
Monroe  WI  53566 


IM* 

Irvin,  John  M 

2709  6th  St 
Monroe  WI  53566 
(608)325-6011 

PTH* 

Jaramillo,  Carlos  A 

POB  596 

Monroe  WI  53566 


DR* 

Jerisha,  John  A 

817  15th  Ave,  POB  322 
Monroe  WI  53566 
(608)  325-7108 

N 

Jew,  Sik  Q 
1515  10th  St 
Monroe  WI  53566 
(608)328-7321 

FP* 

Kinast-Porter,  Susan  K 

2709  6th  St,  POB  966 
Monroe  WI  53566 


Kindschi,  George  W 

E Forest  Box  10 
Monroe  WI  53566 
(608)  328-7000 

§ IM* 

Kindschi,  Leslie  G 

1770  13th  St 
Monroe  WI  53566 
(608)  325-9622 

D* 

Knuteson,  Edward  L 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

OTO*  OPH 
Kundert,  Fred  W 

1750  13th  St 
Monroe  WI  53566 
(608)  325-6103 

IM 

Maddix,  Bill  L 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7200 

FP 

Marty,  Philipp  H 

New  Glarus  WI  53574 
(608)  527-5296 

FP*  PD 
Miller,  Charles  O 

1726  Lake  Dr 
Monroe  WI  53566 
(608)  325-3753 


§ OPH 
Mings,  Dwain  E 

1515  10th  St 
Monroe  WI  53566 

GS 

Murray  , Jack  F 

2709  6th  St 
Monroe  WI  53566 


GP 

Nair,  Bharathy  V 

2239  15th  St 
Monroe  WI  53566 


U* 

Nair,  Velayudhan  K 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

ORS* 

Najat,  Hushang 
1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

OBG 

Olson,  Merlin  J 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

GS*  CDS 
Peters,  Terrance  E 
1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

IM*  GE* 
Pollock,  James  C 
1515  10th  St 
Monroe  WI  53566 
(608)328-7187 

IM  CD 

Qureshi,  Mehboob  M 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

PD* 

Raettig,  James  A 
1515  10th  St 
Monroe  WI  53566 
(608)  328-7214 

AN* 

Riese,  David  C 
1421  14th  Ave 
Monroe  WI  53566 
(608)  325-7540 

OBG 

Santiago,  Fernando  S 

2709  6th  St 
Monroe  WI  53566 
(608)  325-601 1 

IM*  GE* 

Scudamore,  Harold  H 

2612  4th  St 
Monroe  WI  53566 
(608)  328-7000 


(608)  325-601 1 
PTH*  CLP*  DMP* 
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CHP  P* 
Smith,  Jane  C 

1515  10th  St 
Monroe  WI  53566 


GS* 

Springer,  Donald  W 

1421  22nd  Ave 
Monroe  Wl  53566 
(608)  325-601 1 

IM* 

Staab  Jr,  William  J 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

§ PD* 

Stiles,  Frank  C 

1515  10th  St 
Monroe  WI  53566 


1M* 

Stormont,  James  R 

1515  10th  St 
Monroe  Wl  53566 
(608)  328-7000 

p* 

Thomas,  R Buekland 

1515  10th  St 
Monroe  Wl  53566 
(608)  328-7321 

CRS  GS* 

Traul,  Don  G 

1515  10th  St 
Monroe  Wl  53566 
(608)  328-7356 

IM*  CD 
Tullett,  Geoffrey  L 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

OBG* 

Vickerman,  Robert  L 

2106  19th  Ave 
Monroe  WI  53566 
(608)  325-7116 

IM 

Wichser,  Robert  F 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 

R* 

Wisnefske,  David  D 

Legler  Rd,  Rt  4,  Box  44 
Brooklyn  Wl  53521 
(608)455-4033 

IM* 

Witte,  Keith  B 

3556  Millikin  Ave 
San  Diego  CA  92122 
(619)453-5388 

N 

Wolberg,  Faith  L 

1515  10th  St 
Monroe  WI  53566 


FP 

Zach,  Robert  G 
Rt  2 

Monroe  WI  53566 
(608)  325-3000 

PD* 

Zupanc,  Fldward 

1515  10th  St 
Monroe  WI  53566 
(608)  328-7000 


GREEN  LAKE 
WAUSHARA 

COUNTY  MEDICAL  SOCIETY 

IM* 

Carroll,  Jeffrey  J 

POB  350 
Berlin  WI  54923 
(414)  361-1838 

GP 

Kmlano,  Pepilo  M 

POB  314 

Wild  Rose  WI  54984 


GS 

Gimenez,  Alonzo  R 
POB  350 
Berlin  WI  54923 
(414)  361-1838 

FP* 

Greer,  Dennis  G 
614  N Central 
Lees  Summit  MO  64063 
(816)  524-1823 

IM 

Halac,  Mehmet  E 
POB  336 

Redgranite  WI  54970 
(414)  566-2323 

§ GP  GS 
Flong,  Roy 
Rt  2 

Wild  Rose  WI  54984 
(414)  787-3381 

FP* 

Kientvet,  Roger  A 
POB  142 

Wild  Rose  W I 54984 
(414)622-3254 

AN 

Koch,  John  C 

209  E Park  Ave 
Berlin  WI  54923 
(414)  361-1313 

U 

Leikness,  Mary  Hallman 

225  Memorial  Dr 
Berlin  WI  54923 
(414)  361-1313 


§ GP 

Leininger,  Alfred  T 

POB  277 

Green  Lake  W I 54941 
(414)  294-6492 

GP 

Ludwig,  Erwin  P 

Rt  2,  Box  763 
Wild  Rose  WI  54984 


GS 

Luy,  Enrique  W 
POB  141 

Wild  Rose  WI  54984 
(414)  622-3254 

FP* 

Osicka,  Steve  R 

170  N Wisconsin 
Berlin  WI  54923 
(414)  361-3109 

FP* 

Piotrowski,  William  C 

147  N State  St 
Berlin  WI  54923 
(414)  361-0460 

GS* 

Rogers,  Barry  L 
818  Inlet  Rd 
Green  Lake  WI  54941 
(414)  361-4306 

IM  PUD 

Romana  Jr,  Teodoro  P 

POB  117 

Wild  Rose  WI  54984 
(414)  622-3254 

GP  GS 
Seward,  Lynn  J 

21 1 E Liberty  St 
Berlin  WI  54923 
(414)  361-2854 

GP 

Sievers,  David  J 
POB  350 
Berlin  WI  54923 
(414)  361-1838 

FP* 

Taber,  Alan  L 

261  Memorial  Dr 
Berlin  WI  54923 
(414)  361-4366 

GS* 

Tieman,  Michael  E 

POB  266 
Berlin  WI  54923 
(414)  361-4306 

GP 

Wichmann,  Rodney  D 

POB  128 

Wild  Rose  W I 54984 
(414)  622-3254 

FP* 

Winters,  Thomas  F 

Attn  G Roen — Wautoma 
1000  N Oak  Ave 
Marshfield  WI  54449 


IOWA 

COUNTY  MEDICAL  SOCIETY 

GP 

Breier,  Harald  P L 

POB  185 

Montfort  WI  53569 
(608)  943-6308 

IM 

Correll,  Timothy  A 

109  W Fountain  St 
Dodgeville  WI  53533 
(608)935-9331 

FP* 

Downs,  David  R 

1 169  N Bequette 
Dodgeville  WI  53533 
(608)  935-2308 

GP 

Hohler,  Eugene  J 

403  Washington  St 
Mineral  Point  WI  53565 
(608)987-2133 

FP* 

Kaiser,  Cathryn  I 

Hollandale  WI  53544 

GS 

Kim,  Young  I 

109  W Fountain  St 
Dodgeville  WI  53533 
(608)935-9331 

IM*  OBG 
Lindsey,  Everett  R 
104  High  St 

Mineral  Point  WI  53565 
(608)  987-2346 

GP 

Marshall,  Stanley  B 

Hollandale  WI  53544 


GP  GS 

Rasmussen,  Nathaniel  G 

109  W Fountain  St 
Dodgeville  WI  53533 
(608)  935-5382 


JEFFERSON 

COUNTY  MEDICAL  SOCIETY 

FP* 

Anschuetz,  Harold  F' 

21 1 Memorial  Dr 
Fort  Atkinson  WI  53538 
(414)  563-2404 

GP 

Aufderhaar,  Henry  W 

21 1 Memorial  Dr 
Fort  Atkinson  WI  53538 
(414)  563-2404 


FP* 

Baldwin,  Robert  C 

1507  Doctors  Ct 
Watertown  WI  53094 
(414)  261-4265 

FP 

Bates,  Donald  E 

311  S Main  St 

Fort  Atkinson  WI  53538 

(414)  563-5544 

IM 

Becker,  John  H 

123  Hospital  Dr 
Watertown  WI  53094 
(414)  261-1770 

GP 

Beran,  Frank  V 

21 1 Memorial  Dr 
Fort  Atkinson  WI  53538 
(414)  563-2404 

§ OPH 

Burzynski,  Eugene  E 

1501  Oconomowoc  Ave 
Watertown  WI  53094 
(414)  261-6192 

PD 

Calado,  Brigido  C 

123  Hospital  Dr 
Watertown  WI  53094 
(414)  261-7800 

FP* 

Chin,  Moe  L 

1507  Doctors  Ct 
Watertown  WI  53094 
(414)  261-4265 

AN 

Clar,  Alberto  C 

125  Hospital  Dr 
Watertown  WI  53094 


FP* 

Cochrane,  Bruce  J 
127  Hospital  Dr,  POB  49 
Watertown  WI  53094 
(414)  261-8500 

IM* 

Detwiler,  Alan  L 

500  McMillen  St 
Fort  Atkinson  WI  53538 
(414)  563-5571 

FP* 

Effenhauser,  Manfred 

POB  5 

Lake  Mills  WI  53551 
(414)648-2391 

FP* 

Garman,  John  S 

144  W Madison  St 
Waterloo  WI  53594 
(414)  478-2141 

FP* 

Gay  Jr,  George  L 
POB  28 

Cambridge  WI  53523 
(608)423-3251 
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PTH* 

Glunz,  Paul  R 

130  Warren  St 
Beaver  Dam  W1  53916 
(414)  885-9231 

FP* 

Gremmels,  F C (DO) 

127  Hospital  Dr,  POB49 
Watertown  WI  53094 
(414)  261-8500 

FP* 

Griffiths,  Anne  E 

1173  W Main  St 
Whitewater  Wl  53190 
(414)  473-4548 

U* 

Grout,  David  C 

426  McMillen  St 
Fort  Atkinson  WI  53538 

GS 

Handeyside,  Robert  G 

311  S Main  St 

Fort  Atkinson  WI  53538 


FP* 

Hansen,  Mark  A 

840  W Racine 
Jefferson  WI  53549 
(414)  674-6000 

PD* 

Heffelfinger,  John  C 

700  Hoffmann  Dr 
Watertown  WI  53094 
(414)  261-3050 

FP* 

Holden,  Richard  C 

127  Hospital  Dr,  POB49 
Watertown  WI  53094 
(414)  261-8500 

OPH 

Hoy,  Edward  J 

123  Hospital  Dr,  #208 
Watertown  WI  53094 
(414)  261-8225 

GP 

Hunsader,  Hugo  N 

41 1 Madison  Ave 

Fort  Atkinson  WI  53538 

(414)563-3212 

U* 

Kapustka,  Edward  S 

426  McMillen  St 
Fort  Atkinson  WI  53538 
(414)  563-8409 

FP* 

Larson,  Richard  D 

31 1 S Main  St 

Fort  Atkinson  WI  53538 

(414)  563-6535 

FP* 

Leering,  Hendrik 

1 20  E Oak  St 
Lake  Mills  WI  53551 
(414)  648-2391 


GP  AM 

Liebenow,  Roland  R 

309  Lakeview  Ave 
Lake  Mills  WI  53551 
(608)238-5851 

FP 

Marquis,  Arthur  S 

1507  Doctors  Ct 
Watertown  WI  53094 
(414)  261-4265 

R 

Meier,  Pierce  J 

1317  Octagon  Ct 
Watertown  WI  53094 
(414)  261-6662 

§ GP  OBG 
Miller,  Edward  A 

800  Sand  Dollar  Dr 
Sanibel  FL  33957 
(813)472-3464 

ORS* 

Moritz,  Walter  D 

Pond  Rd,  Rt  4,  Box  239 
Fort  Atkinson  WI  53538 

§ GP 

Netzow,  Earl  J 
Rt  1,  Box  51-F 
Cedar  Grove  WI  53013 
(414)  668-6400 

ORS* 

Nichols,  Frank  E 

1520  Vernon  St 
Stoughton  WI  53589 
(608)  873-5757 

§ GP 

Peterson,  Marvin  G 

721  Fremont  St 
Lake  Mills  WI  53551 
(414)648-5343 

ORS  HS 
Peterson,  Stanley  E 
1216  Furseth  Rd 
Stoughton  WI  53589 
(608)  873-5757 

U* 

Quanbeck,  David  T 

123  Hospital  Dr 
Watertown  WI  53094 
(414)  261-1334 

GP 

Quandt,  Courtney  E 

Rt  2,  Box  148 
Jefferson  WI  53549 
(414)  674-5330 

GP 

Quandt,  Raymond  W 

202  N Main  St 
Jefferson  WI  53549 
(414)  674-5330 

GS* 

Reed,  William  H 

123  Hospital  Dr 
Watertown  WI  53094 
(414)  261-6088 


GP 

Russell,  James  C H 
21 1 Memorial  Dr 
Fort  Atkinson  Wl  53538 
(414)  563-2404 

FP* 

Rutledge,  David  A 

840  W Racine 
Jefferson  WI  53549 
(414)  624-6000 

GP 

Schuh,  Eugene  P 

907  Clyman  St 
Watertown  WI  53094 
(414)  261-4265 

PH 

Schuh,  Ruth  R 

907  Clyman  St 
Watertown  WI  53094 
(414)  278-2352 

OBG* 

Song,  Moon-Won 

123  Hospital  Dr 
Watertown  WI  53094 
(414)  261-6162 

FP* 

Turke,  Terry  L 

127  Hospital  Dr 
POB49 

Watertown  WI  53094 
(414)  261-8500 

IM* 

Wishau,  James  P 

120  E Oak  St 

Lake  Mills  WI  53551 

(414)648-2391 

GS 

Yao,  Filemon  C 

Satinwood  Lane 
Whitewater  W I 53190 
(414)  473-3653 


JUNEAU 
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GP 

Baker,  Homer  P 

POB  128 

Wonewoc  WI  53968 
(608)464-3111 

FP* 

Balder  Jr,  Roy  B 

1104  Academy  St 
Elroy  W I 53929 
(608)462-8414 

FP* 

Burwitz,  James  E 

600  S Monroe  St 
New  Lisbon  WI  53950 
(608)  562-3111 

GS  GP 
Fame,  Rey  F 
121  Monroe  St 
Mauston  Wl  53948 
(608)  847-5000 


§ GP  GS 
Griffin,  Vernon  M 

767  Elm  St 
Mauston  WI  53948 
(608)  847-5981 

FP*  IM* 
Heaney,  Eric  S 
510  Tremont  St 
Mauston  WI  53948 
(608)  847-5000 

FP* 

Ness,  D Keith 
1040  Division  St 
Mauston  WI  53948 
(608)  847-5000 

FP* 

Ness,  Nancy  E B 
1040  Division  St 
Mauston  WI  53948 
(608)  847-5000 

FP* 

Radant,  Leon  J 

Rt  4,  Box  1 30 
Mauston  WI  53948 
(608)  847-5000 
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GS  CDS 
Acharya,  Arvind  N 

6626  Sheridan  Rd 
Kenosha  WI  53140 


IM 

Ali,  M Yusuf 

3200  Sheridan  Rd 
Kenosha  WI  53140 
(414)  658-2500 

AN 

Ali,  Syed  M 

3556  7th  Ave 
Kenosha  WI  53140 


GP  AN 
Ambro,  Paul  J 

4314  60th  St 
Kenosha  WI  53142 


ORS* 

Ansari,  Aftab  A 

3200  Sheridan  Rd 
Kenosha  WI  53140 
(414)657-3126 

R* 

Armstrong,  Gene  F 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)658-1349 

OPH*  OTO 
Ashley,  Richard  W 

POB  339 

Kenosha  WI  53141 
(414)  657-3511 


OBG* 

Azuma,  Steven  A 

6530  Sheridan  Rd 
Kenosha  Wl  53140 
(414)  657-5177 

OBG* 

Barnes  III,  Edwin  H 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)654-6108 

AN* 

Barreto,  Reinaldo  S 

7305  3rd  Ave 
Kenosha  WI  53140 


D* 

Bennett,  A James 

3734  7th  Ave,  #22 
Kenosha  Wl  53140 
(414)  658-2594 

ORS* 

Bhattacharyya,  Sisir  K 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)654-9533 

GS 

Bilak,  Roman 

6032  40th  Ave 
Kenosha  Wl  53142 
(414)  652-1423 

§ R* 

Bjork,  Harold  A 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)  658-1349 

GS 

Bonell,  Blair  T 

3618  8th  Ave 
Kenosha  WI  53140 
(414)652-7255 

IM 

Buencamino,  Ernesto 

3618  8th  Ave 
Kenosha  WI  53140 


GS 

Burhani,  A Walid 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)652-2107 

FP 

Burnett,  Ralph  G 

POB  598 

Kenosha  WI  53141 
(414)  553-9500 

OBG* 

Capelli,  Paul  A 

1400  75th  St 
Kenosha  WI  53140 


PD 

Cetta,  Nicholas  M 

3618  8th  Ave 
Kenosha  WI  53142 
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DR  R* 
Clark,  Kenneth  E 

6530  Sheridan  Rd 
Kenosha  WI  53140 


U* 

Clubb,  Meredith  C 

6215  10th  Ave 
Kenosha  Wl  53140 
(414)654-9118 

PD 

Conzelman,  Dorothy  R 

3618  8th  Ave 
Kenosha  Wl  53140 
(414)652-5115 

CDS  GS* 

Cook,  Robert  G 

3618  8th  Ave,  #15 
Kenosha  Wl  53140 
(414)  652-1443 

GP 

Creighton,  Louis  H 

7511  26th  Ave 
Kenosha  WI  53140 
(414)  652-0840 

FP 

Cruz,  Nazario  R 
723  58th  St 
Kenosha  Wl  53140 
(414)  654-3576 

PD* 

Davis,  David  W 

6213  10th  Ave 
Kenosha  Wl  53140 
(414)  659-8633 

PD* 

DeGuzman,  Mariano  F 

3734  7th  Ave 
Kenosha  Wl  53140 
(414)  654-0226 

TS*  GS* 

DeKraay,  Warren  H 

3618  8th  Ave,  #5 
Kenosha  Wl  53140 
(414)  552-7211 

GS* 

Devan,  Douglas  G 

3734  7th  Ave,  #26 
Kenosha  WI  53140 
(414)657-3011 

Al* 

Dhaliwal,  Kulwant  S 

4906  39th  Ave 
Kenosha  Wl  53142 
(414) 657-9390 

R* 

Donnell,  William  S 

POB  727 

Kenosha  Wl  53140 


IM 

Duncan  Jr,  James  T 

5942  6th  Ave 
Kenosha  Wl  53140 
(414)657-7121 


P 

Fai,  Leslie  L 

7744  3rd  Ave 
Kenosha  Wl  53140 
(414)  552-7255 

OPH* 

Ferwerda,  James  R 

8020  Sheridan  Rd 
Kenosha  Wl  53140 


IM 

Friedl,  'vVendel  M 

1015  65th  St 
Kenosha  WI  53140 


FP* 

Gahl,  Robert  A 

2219  Garfield  St 
Two  Rivers  WI  54241 

OTO 

Gandhi,  Kishin  V 

6530  Sheridan  Rd 
Kenosha  WI  53140 

NS*  OS 
Gerol,  A Yale 
3734  7th  Ave,  #12 
Kenosha  WI  53140 
(414)  552-7255 

CD  PUD 
Goldstein,  David  N 

2039  19th  Ave 
Kenosha  WI  53140 
(414)  551-8675 

OBG 

Halfon,  Nesim 

6121  7th  Ave 
Kenosha  WI  53140 
(414)  658-1344 

GP 

Heck,  James  A 
6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)658-2516 

§ OPH  OTO 
Hill,  Ben  Spalding 

6225  7th  Ave 
Kenosha  WI  53140 


IM 

Horsley,  Durell  B 

6530  Sheridan  Rd 
Kenosha  WI  53140 


R* 

Huberty,  Lee  H 

8747  1st  Ave 
Kenosha  WI  53140 


FP* 

Jannings  III,  Charles  J 

POB  598 

Kenosha  WI  53141 
(414)  553-9500 


FP* 

Jeranek,  William  J 

6530  Sheridan  Rd 
Kenosha  WI  53140 


EM 

Joshipura,  Premal  M 

11921  45th  Ave 
Kenosha  WI  53142 
(414)  694-8838 

P N 

Kappus,  Harold  C 

4126  Berryville  Rd 
Kenosha  WI  53142 

EM* 

Kastenson,  Eugene  H 
4315  Pennington  Lane 
Racine  WI  53403 

GP 

Kent,  Leslie  T 

6846  3rd  Ave 
Kenosha  WI  53140 


OTO 

Kleinpell,  Walter  C 

7711  6th  Ave 
Kenosha  WI  53140 
(414) 657-6615 

IM  HEM 
Knight,  Raymond  W 

1015  65th  St 
Kenosha  WI  53140 


R 

Koch,  Edgar  L 

6308  8th  Ave 
Kenosha  WI  53140 


GP  OS 
Lawrence,  Paul  J 

302  Vallette  Way 
W Palm  Beach  FL  33401 
(305)  832-0786 

IM  A 

Lipman,  William  H 

666  Upas  St,  #602 
San  Diego  C A 92103 


GS 

Lokvam,  Leif  H 

7115  3rd  Ave 
Kenosha  WI  53140 
(414) 657-3711 

EM  PD 
Lu,  Albert  T 

7743  3rd  Ave 
Kenosha  W I 53140 
(414)  658-4045 

GP 

Mata  Jr,  Rodrigo  A 

3734  7th  Ave 
Kenosha  WI  53140 
(414)  652-2710 


GS* 

Mendivil,  Jairo  J 

3618  8th  Ave 
Kenosha  WI  53140 
(414)  654-8414 

AN 

Mercado,  Roger  C 

7540  18th  Ave 
Kenosha  WI  53140 
(414)  654-6065 

U 

Milliken  Jr,  Lyle  I) 

6215  10th  Ave 
Kenosha  WI  53140 
(414)654-9118 

AN* 

Mobarek,  Yousef  S 

6308  8th  Ave 
Kenosha  WI  53140 
(414)  656-2011 

A 

Morrow,  Cecil  A 

5495  82nd  St 
Kenosha  WI  53142 


IM 

Naik  Suresh  R 

2108  63rd  St 
Kenosha  WI  53140 


§ GP 

Najafzadeh,  Moktar 
1204  Bahama  Bend,  #A-2 
Coconut  Creek  FL  33066 
(305)973-1914 

P 

Newman,  Ligaya  M I 

800  55th  St 
Kenosha  WI  53140 


FP* 

Nice,  Marvin  L 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)  657-3134 

GS* 

Olsman,  Louis 

2108  63rd  St 
Kenosha  WI  53140 
(414)  658-1618 

IM 

Ortiz,  Simeon  B 

3200  Sheridan  Rd 
Kenosha  WI  53140 
(414)658-2818 

GS 

Pacanowski,  Roger  T 
1400  75th  St 
Kenosha  Wl  53140 


IM*  NEP* 
Pakkala,  Divakar  B 

2108  63rd  St 
Kenosha  WI  53140 
(414)  658-1618 


IM 

Pamukcu,  Afet  T 

7736  3rd  Ave 
Kenosha  WI  53140 
(414)  652-5121 

IM*  GE* 
Pamukcu,  Fevzi  S 

7736  3rd  Ave 
Kenosha  WI  53140 
(414)  654-4074 

ORS* 

Patel,  Anoo  P 

5942  6th  Ave 
Kenosha  WI  53140 


GP 

Pearson,  John  B 

7603  33rd  Ave 
Kenosha  WI  53142 


GS* 

Pechous  Jr,  Charles  E 

6530  Sheridan  Rd 
Kenosha  Wl  53140 
(414)654-9129 

ORS*  IM 
Peterson,  Clifton  E 

1400  75th  St 
Kenosha  WI  53140 
(414)  658-201 1 

GS* 

Powell,  Richard  A 

8011  14th  Ave 
Kenosha  WI  53140 
(414)  654-0473 

FP 

Przlomski,  Andrew  T 

6530  Sheridan  Rd 
Kenosha  W I 53140 


OBG* 

Rafferty,  Hugh  P 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)  657-5177 

IM  NEP 
Ranieri,  Rosanna  M 

3734  7th  Ave 
Kenosha  WI  53140 


OBG* 

Rattan,  Walter  C 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414) 654-6023 

GP 

Rauen,  Leonard  M 

POB  596 

Kenosha  WI  53141 


U* 

Richards,  John  N 

6215  10th  Ave 
Kenosha  WI  53140 
(414) 654-9118 
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FP* 

Rizzo,  Michael  J 

6530  Sheridan  Rd 
Kenosha  WI  53140 


IM 

Romani,  Frank  V 

3734  7th  Ave 
Kenosha  WI  53140 
(414)  654-6516 

IM  HEM 
Rosen,  Stanley  R 
6121  7th  Ave 
Kenosha  WI  53140 
(414)  657-3181 

§ CRS* 

Ruehlman,  David  D 

1220  Tasman  Dr,  #485 
Sunnyvale  CA  94089 

GP 

Rustia,  Ricardo  M 

3200  Sheridan  Rd 
Kenosha  WI  53140 
(414)  654-2455 

PTH* 

Sanson,  John  G 
4206  86th  PI 
Kenosha  WI  53140 
(414)  656-3216 

ORS* 

Sattler,  Chester  A 

6401  Sheridan  Rd 
Kenosha  WI  53140 
(414)654-0755 

OPH* 

Savaglio,  Vincent  P 
6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)  657-7058 

GP 

Schulte,  George  C 
7221  3rd  Ave 
Kenosha  WI  53140 


§ GP 

Schwartz,  Harry  L 

7222  3rd  Ave 
Kenosha  WI  53140 
(414)  657-5338 

P* 

Sharma,  Venkata  K 

3734  6th  Ave,  #15 
Kenosha  WI  53140 
(414)652-7813 

GE*  IM* 

Shewmake  Jr,  Floyd  F 

3734  7th  Ave,  #16 
Kenosha  WI  53140 
(414)  657-6700 

GP 

Siegel,  Morris 

7008  2nd  Ave 
Kenosha  WI  53140 


GP 

Sroka,  William  C 

324  Donald  Dr 
Burlington  WI  53105 
(414)  763-2187 

AN* 

Sta  Romana,  Ismael  R 

612  B 15th  Place 
Kenosha  WI  53140 
(414)  658-3706 

N* 

Stevens,  Edward  T 
3618  8th  Ave 
Kenosha  WI  53140 
(414)  658-1313 

FP* 

Surry,  John  H 

Tallent  Hall,  POB  598 
Kenosha  WI  53141 
(414)  553-9500 

R* 

Swift,  William  J 

POB  727 

Kenosha  WI  53140 


P 

Vandervort,  Glenn  E 

601  60th  St 
Kenosha  WI  53140 
(414)  654-5333 

FP* 

Van  Liere,  John  D 

POB  70 

Burlington  WI  53105 
(414)  763-2485 

R* 

Wadina,  Gilbert  S 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)  658-1349 

PTH* 

Wagner,  Harold  B 

3556  7th  Ave 
Kenosha  WI  53140 
(414)  694-1278 

§ PD* 

Welsch,  Raymond  G 

7728  2nd  Ave 
Kenosha  WI  53140 
(414)  652-5261 

GP  GS 

Williams  Jr,  Frank  C 

6334  8th  Ave 
Kenosha  WI  53140 
(414)  652-8856 

NS  OM 

Williamson,  Ladislao  M 

27041  Pioneer 
Wind  Lake  WI  53185 
(414)  895-6320 

OBG 

Witt,  Raymond  W 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)  657-5177 


IM 

Wood  Jr,  Fredrick 

6530  Sheridan  Rd 
Kenosha  WI  53140 
(414)  654-0231 

R 

Yerex,  Joyce  A 
5348  Wind  Point  Rd 
Racine  WI  53402 


IM* 

Zeihen,  Michael 

1015  65th  St 
Kenosha  WI  53140 


IM* 

Ziarko  Jr,  Mitchell 

1015  65th  St 
Kenosha  WI  53140 
(414)  657-4500 
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PTH* 

Abellera,  R Mario 

1836  South  Ave 
LaCrosse  W I 54601 
(608)  782-7300 

OBG* 

Alvarez,  libaldo  A 

815  S 10th  St 
La  Crosse  W I 54601 
(608)  782-9760 

§ OPH* 

Anderson,  Paul  I) 

10907  Abbott  Ave 
Sun  City  AZ  85351 
(602)  977-9043 

IM  RHU 
Barbier,  Arthur  G 

615  S 10th  St 
Professional  Arts  Bldg 
La  Crosse  WI  54601 
(608) 784-3757 

FP 

Bateman,  William  D 

134  N Leonard  St 
West  Salem  W I 54669 
(608)  786-0200 

D 

Baumgaertner,  James  C 

1836  South  Ave 
La  Crosse  WI  54601 
(608) 782-7300 

EM  IM* 

Bayuk,  James  W 

1836  South  Ave 
La  Crosse  W I 54601 

OBG* 

Beguin  Jr,  Everett  A 

1836  South  Ave 
La  Crosse  W I 54601 
(608) 787-7300 


FP* 

Beyer,  Marsha  J 

815  S 10th  St 
La  Crosse  WI  54601 


P 

Biros,  Dennis  G 

615  S 10th  St 
La  Crosse  WI  54601 
(608)784-7911 

OPH* 

Blank,  William  A 

615  S 10th  St 
LaCrosse  W I 54601 
(608)  784-2420 

GS* 

Britt,  Archie  G 

206  Rivoli  Bldg 
La  Crosse  W I 54601 
(608)784-8221 

IM* 

Buchman,  Delbert  M 

3041  Ebner  Coulee  Rd 
La  Crosse  W I 54601 
(608)  784-3050 

IM*  END* 
Caplan,  Robert  H 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

IM*  EM 
Cardona,  Edward 

1836  South  Ave 
La  Crosse  WI  54601 

ORS 

Carlisle,  Eugene  J 
615  S 10th  St 
La  Crosse  W I 54601 
(608)  782-7300 

FP* 

Carlson,  Bruce  A 

524  N Elm  St 
La  Crescent  MN  55947 
(507)  895-6600 

EM  GS 

Carskadon,  William  E 

3244  Cliffside 
La  Crosse  WI  54601 


PD*  A 
Cejpek,  Karel  O 

615  S 10th  St 
La  Crosse  WI  54601 


IM 

Comin,  Donald  B 

815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

§ R 

Cook,  Arnold  A 

1134  Grandad  Terr 
La  Crosse  W I 54601 
(608)  788-5636 


PD* 

Corser,  David  H 

815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

OBG* 

DaCosta,  Wanir  C 

815  SlOth  St 
La  Crosse  WI  54601 
(608)  782-9760 

PTH*  CLP* 
Dalton,  Ruth  M 

700  W Ave  S 
La  Crosse  W I 54601 
(608)  785-0940 

FP* 

Davis,  William  E 

630  S 10th  St 
La  Crosse  WI  54601 
(608)  784-6648 

§ CLP*  PTH* 
Dietz,  Paul  C 

430  N Losey  Blvd 
La  Crosse  WI  54601 
(608) 782-4925 

TR*  R* 
Doescher,  Philip  O 

1836  S Ave,  Dept  RT 
La  Crosse  WI  54601 
(608)  782-7300 

OBG* 

Durst,  Joseph  B 

815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

IM*  CD* 

Edgett  Jr,  Joseph  W 

1836  South  Ave 
La  Crosse  WI  54601 


TR  R* 
Edland,  Robert  W 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

PD* 

Egan  Jr,  Gregory  J 

419  Sand  Lake  Rd 
Onalaska  WI  54650 
(608)  783-6462 

R* 

Ellenz,  George  B 

700  W Ave  S 
La  Crosse  WI  54601 
(608)  785-0940 

FP 

Engel,  Charles  H 
436  W Franklin  St 
West  Salem  WI  54669 
(608)  786-1560 

GP  GS 
Ernst,  Floyd  W 

630  S 10th  St 
La  Crosse  WI  54601 
(608) 784-6648 
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OBG* 

Felion,  Paul  L 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

ORS* 

Fink,  Richard  A 

1836  South  Ave 
La  Crosse  W1  54601 
(608)  782-7300 

P N PN* 

Fisher,  Albert  L 

POB  816 

La  Crosse  W1  54601 
(608)  784-8855 

Furlano,  Frank  P 

524  B Wallan  PI 
La  Crosse  W1  54601 
(608) 784-9634 

IM*  CD* 

Gabster,  Alan  A 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

ORS* 

Gall,  Randall  J 

1836  South  Ave 
La  Crosse  WI  54601 
(608) 782-7300 

CDS  GS*  TS* 
Gall,  Warren  E 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

§ FP 

Gallagher,  Frank  J 

1820  Nakomis  Ave 
La  Crosse  W I 54601 
(608)  784-6648 

GS* 

Gallagher,  William  B 

CMMEC,  2430  E 6th  St 
Tucson  AZ  85702 
(602)  298-3489 

GP 

Gersch,  George  P 
341  W Garland  St 
West  Salem  WI  54669 
(608)  786-1520 

D* 

Getz,  Kaare 
Whittaker  Corp/Derm 
POB  100 

Tabuk  Saudi  Arabia 

1M*  ID 
Glasser,  James  E 
2519  Hackberry  Lane 
La  Crosse  WI  54601 
(608)  782-7300 

1M*  CD* 

Goren,  Carolyn  C 
1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 


1M*  CD 
Green,  Robert  M 

1836  South  Avenue 
La  Crosse  WI  54601 


OPH* 

Grill,  Karl  P 

615  S 10th  St,  #605 
La  Crosse  W'l  54601 
(608)  784-2420 

CD*  IM* 

Grove,  J Robert 

212  S 1 1th  St 
La  Crosse  W I 54601 
(608)  782-9760 

AN* 

Guernsey,  Gretchen 
2546  S 30th  Ave 
La  Crosse  W I 54601 
(608)  788-5441 

GS* 

Gundersen,  Adolf  L 

3624  Ebner  Coulee  Rd 
La  Crosse  W I 54601 
(608)  782-7300 

U* 

Gundersen,  Alf  H 

1836  South  Ave 
La  Crosse  W I 54601 


R*  NM* 

Gundersen  Jr,  Gunnar  A 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

GS* 

Gundersen  Jr,  Sigurd  B 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

GS* 

Gundersen,  Sigurd  B 
Rt  1 

West  Salem  WI  54669 


IM* 

Gundersen,  Thorolf  E 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

P* 

Halbert,  Helen  E 

2858  Scenic  Dr 
La  Crosse  WI  54601 
(608)782-1775 

IM  CD 
Handler,  Bruce 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

ORS* 

Haug,  Stephen  L 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 


OBG*  END 
Hauser,  Katherine  S 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

ORS* 

Hayden,  John  W 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

FP* 

Held,  William  E 

1212  Well  St 
Onalaska  WI  54650 


N 

Henke,  Timothy  K 

5694  Monticello  Way 
Madison  WI  53719 
(608)266-8731 

IM* 

Hickey,  Aloysius  W 
1811  Sunset  Dr 
La  Crosse  WI  54601 
(608)  784-3050 

P PN* 
Hoelseher,  Kenneth  K 

700  W Ave  S 
La  Crosse  WI  54601 


U* 

Howard,  Richard  S 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

N 

Hruska,  Kerry  L 

815  S 10th  St 
La  Crosse  WI  54601 


P* 

Jackson,  Pauline  M 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

PTH*  DMP* 
Janis,  John  F 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

AN 

Jensen,  Alfhild  I E 

Puli  Christian  Hosp 
Puli,  Taiwan  R.O.C. 


U 

Kader,  Nabii  M A 

212  S 11th  St 
La  Crosse  W I 54601 


HEM  IM 

Keimowitz,  Rudolph  M 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 


p* 

Keller,  Kent  E 

615  S 10th  St 
LaCrosse  W I 54601 
(608)  782-5853 

P 

Kempton,  Leo  V 

615  S 10th  St 
La  Crosse  W I 54601 
(608)  784-2734 

GS* 

Kisken,  William  A 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

U 

Klein,  A Scott 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

A IM* 

Kroker,  George  F 

2532  Edgewood  PI 
La  Crosse  W I 54601 

IM*  MON* 
Kwong,  Roger  W' 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

IM* 

Lathrop,  Thomas  P 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

U* 

Lawnicki,  Clyde  C 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

EM* 

Ledbetter,  Emma  K 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

IM*  PUD* 
Lindesmith,  Larry  A 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

PD 

Locascio,  Ronald  T 

2600  Patch  St 

Stevens  Point  WI  54481 

(715)345-0638 

R* 

Locher,  Roland  A 

121  S 13th  St 
La  Crosse  W I 54601 
(608)  782-7300 

RHU*  IM* 
Lockhart,  Jack  M 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 


IM*  HEM* 

Logan,  Laurence  J 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

U* 

MacEwen,  Almon  R 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

OBG* 

Mader,  Michael  H 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

OPH* 

Mansheim,  Bernard  J 

212  S 11th  St 
La  Crosse  W I 54601 
(608)  784-3050 

ORS* 

Marchiando,  Richard  J 

1836  South  Ave 
La  Crosse  WI  54601 
(608) 782-7300 

D* 

Martalock,  Dean  L 

815  S 10th  St 
La  Crosse  W I 54601 
(608)  782-9760 

IM* 

McMahon,  Robert  E 

8911  S Vista  Ct 
La  Crosse  W I 54601 
(608)  782-2818 

§ P*  N*  IM* 
Midelfort,  Christian  F 

3312  Ebners  Coulee  Rd 
La  Crosse  WI  54601 
(608)  782-6853 

GS 

Miller  III,  Charles  H 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

IM* 

Miller,  David  K 

1836  South  Ave 
La  Crosse  WI  54601 


R*  NM* 

Miller,  Gerald  J 

2763  Hagen  Rd 
La  Crosse  WI  54601 
(608)788-4144 

IM*  END 
Miner,  Edward  B 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

IM*  ID 

Morgan,  William  A 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  785-0530 
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A* 

Moms,  David  L 
615  S 10th  St 
La  Crosse  WI  54601 
(608)  782-2027 

IM* 

Munn  Jr,  James  H 

Greens  Coulee  Rd,  Rt  1 
Onalaska  WI  54650 
(608)  783-5662 

GS* 

Murphy,  James  T 

212  S 11th  St 
La  Crosse  WI  54601 

R*  NM* 

Musgjerd,  David  G 
2440  Hagen  Rd 
La  Crosse  WI  54601 
(608)  788-0511 

U* 

Natoli,  Cornelius  A 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

PD* 

Nelson,  David  Lee 
815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

IM* 

Nesemann,  Michael  E 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  785-0530 

IM* 

Newcomer,  Kermit  L 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

PTH* 

Nichols,  Charles  P 
700  W Ave  S 
La  Crosse  WI  54601 
(608)  785-0940 

CD* 

Obma,  Robert  T 

815  S 10th  St 
La  Crosse  WI  54601 


OBG* 

O’Leary,  William  J 
1118  Seiler  Lane 
La  Crosse  WI  54601 
(608)  788-3018 

IM*  GE 
Oliai,  Ashghar 

1081  Selke  Rd 
La  Crescent  MN  55947 


GS* 

O’Meara,  Mark  T 

815  S 10th  St 
La  Crosse  WI  54601 


IM* 

Overholt,  Edwin  L 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

OTO* 

Overholt,  Steven  L 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

OBG*  NPM 
Peck,  Theodore  M 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

PTH*  CLP* 
Pederson,  John  F 

W5237  Boma  Rd 
La  Crosse  WI  54601 
(608)  788-4385 

IM* 

Perry,  Edward  L 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

ORS* 

Phillips,  Paul  W 

212  S 11th  St 
La  Crosse  WI  54601 
(608)  784-3050 

IM*  A* 

Polender,  Bruce  A 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

IM* 

Pribek,  Robert  A 

212  S 11th  St 
La  Crosse  WI  54601 
(608)  784-3050 

IM 

Ramlow,  Robert  W 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

PD* 

Reimann,  Leah  A 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

AN* 

Rho,  David  S 

2905  Farnam  St 
La  Crosse  WI  54601 
(608)  788-0657 

FP 

Richardson,  James  D 

434  North  Star  Dr 
Holmen  WI  54636 
(608)  526-3351 

DR* 

Roberts,  Cameron  F 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 


OPH* 

Ryan,  Dennis  K 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

GS*  CRS 
Satory,  John  J 

1404  Main  St 
La  Crosse  WI  54601 
(608)  782-1041 

ORS  GS 
Savonen,  Steven  J 
815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

PD* 

Scheurich,  Mary  B 

212  SI  1th  St 
La  Crosse  WI  54601 
(608)  784-3050 

OPH* 

Schmidt,  Carl  F 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

GP 

Schneeberger,  Edward  J 
421  Main  St 
La  Crosse  WI  54601 
(608)  782-4740 

OBG* 

Schuldes,  Rudolf  E 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

OTO* 

Seager,  Glenn  M 

1836  S Ave 
La  Crosse  WI  54601 
(608)  782-7300 

NS* 

Selby,  Roy 
615  SlOth  St,  M-620 
La  Crosse  WI  54601 
(608) 785-2300 

OTO*  HNS 
Severeid,  Larry  R 
1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

PD* 

Shultz,  P Stephen 

815  S 10th  St 
La  Crosse  W I 54601 
(608)  782-9760 

ORS 

Sierra,  Jesus  M 
212  S 11th  St 
La  Crosse  WI  54601 


U* 

Skemp,  Charles  A 

815  SlOth  St 
La  Crosse  WI  54601 
(608)  782-9760 


GP 

Skemp,  Frederick  C 

815  SlOth  St 
La  Crosse  WI  54601 
(608)  782-9760 

FP* 

Skemp  Jr,  Frederick 

815  SlOth  St 
La  Crosse  WI  54601 
(608)  782-9760 

GP 

Skemp,  George  E 

2506  Cass  St 
La  Crosse  WI  54601 


OBG* 

Skemp,  John  T 

218  Burnside 
Lehigh  FL  33936 


IM* 

Skemp,  Joseph  J 

815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

GS* 

Smalley,  John  J 

815  SlOth  St 
La  Crosse  WI  54601 
(608)  782-9760 

IM*  HEM*  CLP* 
Smith,  Martin  J 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

IM*  A 

Songsiridej,  Vanee 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

OBG* 

Steingraeber,  Paul  H 

815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

R* 

Swingle,  John  D 

3700  Queens  Ave 
La  Crosse  WI  54601 
(608)  788-3580 

IM*  GE* 

Taebel,  Duane  W 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

PM* 

Taylor,  Neal 

1836  South  Ave 
La  Crosse  W I 54601 


AN 

Tendero,  Regalado  A 

308  Shore  Acres  Rd 
La  Crescent  MN  55947 
(507)  895-6460 


R*  DR* 

Terhorst,  Thomas  R 

700  West  Ave  S 
La  Crosse  WI  54601 
(608)  788-6806 

IM* 

Terman,  James  W 

1836  South  Ave 
La  Crosse  WI  54601 
(608) 782-7300 

FP* 

Thompson,  Teddy  L 

700  West  Ave  S 
La  Crosse  W I 54601 
(608)  785-0940 

OPH* 

Tichy,  Steven  T 
212  S 11th  St 
La  Crosse  WI  54601 
(608)  782-9760 

ORS* 

Tompkins,  Douglas  G 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

R* 

Travelli,  Renato 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

IM 

Ujda,  John  R 

212  S 11th  St 
La  Crosse  W I 54601 
(608)  784-3050 

FP* 

Utz,  Philip  H 

700  West  Ave  S 
La  Crosse  WI  54601 
(608)  785-0940 

R 

Valentini,  Eugene  J 

700  West  Ave  S 
La  Crosse  WI  54601 
(608)  785-0940 

IM 

Vallejo,  Walter  J 
212S  11th  St 
La  Crosse  WI  54601 
(608) 784-3050 

PTH 

Virata,  Rodelino  L 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  785-0530 

R*  NM* 

Washa,  Darryl  M 

700  West  Ave  S 
La  Crosse  WI  54601 
(608)  785-0940 

GP 

Watunya,  Michael  J 

400  Hoeschler,  5th  & J Sts 
La  Crosse  WI  54601 
(608)784-4140 
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D* 

Webster,  Stephen  B 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

IM* 

Weeth,  John  B 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

PTH* 

Wester,  Susan  M 

1836  South  Ave 
La  Crosse  W I 54601 
(608)  782-7300 

FP* 

Westgard,  David  E 
815  S 10th  St 
La  Crosse  WI  54601 
(608)782-1218 

IM* 

Whiteway,  Dean  E 

624  Gillette  St 
La  Crosse  W 1 54601 
(608)  785-2570 

OTO* 

Wiersma,  Rustan  J 

815  S 10th  St 
La  Crosse  WI  54601 
(608)  782-9760 

IM*  PUD* 

Winga,  Edward  R 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

ORS  EM 

Winternitz  Jr,  William  W 

615  S 10th  St 
La  Crosse  WI  54601 


ON  IM* 

Witte,  Robert  S 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 

PD*  NPM 
Wyman,  Michael  L 
815  S 10th  St 
La  Crosse  WI  54601 


IM  NEP 
Yutuc,  Wilfrido  R 

1836  South  Ave 
La  Crosse  WI  54601 
(608)  782-7300 


LAFAYETTE 

COUNTY  MEDICAL  SOCIETY 

FP* 

Bernardoni,  Robert  J 

516  Wells  St 
Darlington  WI  53530 
(608)  776-4497 


§ FP 

McGreane,  Norbert  A 

Rt  2,  Box  187 
Darlington  WI  53530 


FP 

Olson,  Lyle  L 
517  Park  PI 
Darlington  WI  53530 
(608)  776-4497 


LANGLADE 

COUNTY  MEDICAL  SOCIETY 

GP 

Beattie,  Bernard  W 

614  5th  Ave 
Antigo  WI  54409 
(715)623-4519 

FP 

Cromer,  Robert  W 
1 1 1 1 Langlade  Rd 
Antigo  WI  54409 
(715)623-3761 

GP 

Curran,  William  P 

Rt  2 

Deerbrook  WI  54424 
(715)623-6202 

FP* 

Fox,  Theodore  C 
213  5th  Ave 
Antigo  WI  54409 
(715)  623-2351 

GP  IM 
Garritty,  John  E 

1111  Langlade  Rd 
Antigo  WI  54409 
(715)623-3761 

FP* 

Heuss,  Charles  A 
N 2166  Maple  Rd 
Antigo  WI  54409 
(715)623-3761 

FP 

Keener,  Robert  L 

1111  Langlade  Rd 
Antigo  WI  54409 
(715)623-3761 

FP 

McKenna,  John  E 
POB  400 
Antigo  WI  54409 
(715)  623-2351 

FP* 

Moermond  Jr,  James  O 

Rt  1,  Box  271 
Antigo  WI  54409 


IM* 

Myers,  John  R 
1111  Langlade 
Antigo  WI  54409 
(715)623-3761 


FP 

Reinardy,  Michael  J 

POB  400 
Antigo  WI  54409 
(715)  623-2351 

GS 

Roth,  Earl  J 

1 1 1 1 Langlade  Rd 
Antigo  WI  54409 
(715)623-3761 


LINCOLN 

COUNTY  MEDICAL  SOCIETY 

GS*  VS 

Ahmad,  Muhammad  Y 

716  E 2nd  St 
Merrill  WI  54452 
(715)536-2463 

§ GP  GS 
Bayer,  Lester  J 
716  E 2nd  St 
Merrill  WI  54452 
(715)  536-2463 

GP  GS 
Bigalow,  James  F 

712  E 2nd  St 
Merrill  WI  54452 
(715)536-4450 

ORS 

Braun,  William  E 

712  E 2nd  St 
Merrill  WI  54452 


GP  GS 

Bugarin,  Nunilo  L 

221  E Washington  Ave 
Tomahawk  WI  54487 
(715)453-2147 

FP* 

Carroll,  James  L 

318  N 7th  St,  POB  295 
Tomahawk  WI  54487 
(715)453-2101 

FP* 

Evans,  Donald  L 

1205  O’ Day  St 
Merrill  WI  54452 
(715)536-9511 

GS*  GP 
Ferrer,  Modesto  M 

221  E Washington  Ave 
Tomahawk  WI  54487 
(715)453-2147 

FP* 

Francisco,  Orlando  M 

221  E Washington  Ave 
Tomahawk  WI  54487 
(715)453-2147 

IM* 

Gupta,  Champalal 

716  E 2nd  St 
Merrill  WI  54452 
(715)  536-2463 


GP 

Henderson,  Raymond  J 

327  W Wisconsin  Ave 
Tomahawk  WI  54487 
(715)453-2116 

FP* 

Janowiak,  James  S 

1205  O’ Day  St 
Merrill  WI  54452 


FP* 

Kloster,  Geoffrey  C 

1205  O’Day  St 
Merrill  WI  54452 
(715)536-9511 

FP* 

Lewinnek,  Walter 

1205  O’Day  St 
Merrill  WI  54452 
(715)536-6322 

U* 

Mayersak,  Jerome  S 
717  Tee  Lane  Dr 
Merrill  WI  54452 
(715)536-6988 

FP* 

Mikkelson,  Michael  K 

800  Riverside  Ave 
Merrill  WI  54452 
(715)536-9511 

FP* 

Millenbah,  Jack  D 

1205  O’Day  St 
Merrill  WI  54452 
(715)536-9511 

GS 

Ravn  Jr,  Erling  O 

1205  O’ Day  St 
Merrill  WI  54452 
(715)536-9511 

IM* 

Simerson,  Thomas  P 

1205  O’Day  St 
Merrill  WI  54452 
(715)536-9511 


MANITOWOC 

COUNTY  MEDICAL  SOCIETY 

U* 

Banker,  Robert  J 

210  E Reed  Ave 
Manitowoc  WI  54220 
(414)  682-6329 

IM*  HEM 
Barylak,  Edward  J 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)684-0170 

ORS* 

Bast,  Barry  V 

600  York  St 
Manitowoc  WI  54220 
(414)  682-0888 


OTO* 

Bell,  Roger  A 

300  E Reed  Ave,  POB  277 
Manitowoc  WI  54220 
(414)  684-4477 

IM* 

Best,  John  D 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

IM* 

Blank,  Roy  C 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

GP  OBG 
Bonner,  Nelson  A 

1112  Lincoln  Blvd 
Manitowoc  WI  54220 


PD* 

Bush,  Robert  D 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

IM* 

De  Bruyn,  Donald  J 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

GS* 

Dernlan,  Robert  L 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

ORS 

Di  Raimondo,  Joseph  C 

1636  Miriam  Rd 
Manitowoc  WI  54220 
(414)  682-6376 

FP 

Driggers,  Steven  D 

600  York  St,  ffl-i 
Manitowoc  WI  54220 
(414)  682-0181 

ORS* 

Finnegan,  Thomas  L 

600  York  St 
Manitowoc  WI  54220 
(414)  682-0181 

GS* 

Gerndt  Jr,  Harold  L 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

FP* 

Goodwin,  Max  H 

2219  Garfield  St 
Two  Rivers  WI  54241 
(414)  793-2281 

GS* 

Goswitz,  John  T 
601  N 8th  St 
Manitowoc  WI  54220 
(414)  682-4646 
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IM 

Govier,  Mary  A 
601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

GS*  TS  PVS 
Gueldner,  Terry  L 

600  York  St 
Manitowoc  WI  54220 
(414)  682-0181 

IM*  GE* 

Hoftiezer,  James  W 

600  York  St 
Manitowoc  WI  54220 
(414)  682-8764 

ORS* 

Horswill,  Robert  N 

501  N 10th  St 
Manitowoc  WI  54220 
(414)  682-6376 

R*  NM* 

Jacobi,  Michael  A 

2300  Western  Ave 
Manitowoc  WI  54220 
(414)  682-6438 

§ OPH* 

Jiroch,  John  T 

3330  Atlanta  Rd,  #H-5 
Smyrna  GA  30080 
(404)  436-8365 

P N 

Kadile,  Eleazar  M 
021  E Waldo  Blvd 
Manitowoc  WI  54220 
(414)  684-4491 

P N 

Kadile,  Hermengildo 

021  E Waldo  Blvd 
Manitowoc  WI  54220 
(414)  684-4493 

FP* 

Kaner,  Seymour  L 

2219  Garfield 
Two  Rivers  WI  54241 
(414)  793-2281 

OBG 

Kangayappan,  Sivakami 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

OBG* 

Karrmann,  Paul  L 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

D* 

Katz,  Henry  M 

600  York  St 
Manitowoc  WI  54220 
(414)  682-7124 

DR*  NM  R* 
Keller,  Thomas  A 

21st  & Western  Ave 
Manitowoc  WI  54220 
(414)  684-2255 


IM*  CD 
Kobelt,  Carl  C 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

GP 

Kuljis,  Dominic  A 

1516  Washington  St 
Two  Rivers  WI  54241 
(414)  794-7414 

DR  R* 

Lane,  Douglas  J 

1727  Berge  Ct 
Manitowoc  WI  54220 


OTO* 

Larsen,  John  R 

300  E Reed  Ave,  POB  277 
Manitowoc  WI  54220 
(414)  684-4477 

U* 

Limoni,  Patrick  F 

220  E Cleveland  Ave 
Manitowoc  WI  54220 


§ IM 

Lynch,  John  D 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

IM* 

Maatman,  Timothy  J 

601  Reed  Ave 
Manitowoc  WI  54220 
(414)  682-8841 

GP 

Martin,  Richard  E 

1510  26th  St 
Two  Rivers  WI  54241 


GP 

Mendoza,  Cecilio  T 

600  York  St 
Manitowoc  WI  54220 
(414)  682-0181 

PD 

Mir,  Ali  A 

2219  Garfield  St 
Two  Rivers  WI  54241 
(414)  793-2281 

OBG 

Myers,  Robert  E 

2219  Garfield  St 
Two  Rivers  WI  54241 


GP 

Nilles,  John  E 
POB  127 

Mishicot  WI  54228 
(414) 755-2346 

ORS 

Perry,  Thomas  K 

501  N 10th  St 
Manitowoc  WI  54220 
(414)  682-6376 


OPH* 

Pfaffenbach,  David  D 

1 1 19  Marshall  St 
POB  705 

Manitowoc  WI  54220 
(414)  684-4429 

§ OPH* 

Radi,  Cyril  J 

1425  N 9th  St,  H 
Manitowoc  WI  54220 
(414)  684-8733 

PD* 

Rajpal,  Surinder  K 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)682-8841 

OPH* 

Randolph,  Robert  C 

11 19  Marshall  St 
POB  705 

Manitowoc  WI  54220 


OTO* 

Randolph,  William  C 

300  E Reed  Ave 
POB  277 

Manitowoc  WI  54220 
(414)  684-4477 

FP* 

Rauschenberger,  T R 

600  York  St 
Manitowoc  WI  54220 
(414)603-2200 

IM* 

Sager,  Mark  A 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)682-8841 

GS* 

Satchell,  David  A 

600  York  St 
Manitowoc  WI  54220 


OPH* 

Schlernitzauer,  Donald  A 

POB  705 

Manitowoc  WI  54220 
(414)  684-4429 

FP* 

Schmidt,  Gary  A 

601  Buffalo  St 
Manitowoc  WI  54220 
(414)  683-2200 

FP* 

Schroeder,  Norman  C 

601  N 8th  St 
Manitowoc  WI  54220 
(414)  682-4646 

GS* 

Smejkal,  Walter  F 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 


R* 

Stannard  Jr,  Gilbert  H 

1425  Gunnell  Lane 
Manitowoc  WI  54220 


U 

Stern,  John  M 

220  E Cleveland  Ave 
Manitowoc  WI  54220 

IM*  RHU 
Stoune,  John  L 

600  York  St 
Manitowoc  WI  54220 
(414)  682-8764 

P 

Stuntz,  Edgar  C 
1131  S 8th  St 
Manitowoc  WI  54220 
(414)  683-2020 

AN 

Templeton,  Thomas  W 

615  Oak  St 
Manitowoc  WI  54220 
(414)  683-2074 

PD 

Thorpe,  Robert  F 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 


GP 

Thranow  Jr,  John  A 

106  Wilson  St 
Valders  WI  54245 
(414)  775-41 1 1 

ORS* 

Trader,  Joseph  E 

501  N 10th  St 
Manitowoc  WI  54220 
(414)  682-6376 

PD 

Van  Dreel,  Richard  A 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 
(414)  682-8841 

GS*  CDS 
Volkert,  Michael  J 

601  Reed  Ave,  POB  3008 
Manitowoc  WI  54220 


GP 

Weld,  Stephen  L 

22 19  Garfield  St 
Two  Rivers  WI  54241 


AN 

White,  Wayne  F 

2300  Western  Ave 
Manitowoc  WI  54220 
(414)  682-7625 

§ GP  GS 
Yost,  Raymond  G 
634  N 8th  St 
Manitowoc  WI  54220 
(414)  684-9370 


GS* 

Zeldenrust,  John  C 

2219  Garfield  St 
Two  Rivers  WI  54241 
(414)  293-2281 


MARATHON 

COUNTY  MEDICAL  SOCIETY 

OBG* 

Abadeer,  Samir  L 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3297 

AN 

Albani,  Robert  A 
1116  Augusta  Ave 
Wausau  WI  54401 

IM 

Anderson,  Dale  B 

804  W Wausau  Cir 
Wausau  WI  54401 


IM*  PUD 

Aughenbaugh,  David  K 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3254 

§ EM 

Bachhuber,  Gregory  J 

Rt  3,  Box  247 
Tomahawk  WI  54487 
(715)453-2385 

§ P 

Bachhuber,  Hugo  M 

212  N 11th  Ave 
Wausau  WI  54401 
(715)  842-3833 

OPH* 

Backer,  Gordon  L 

POB  689 

Wausau  WI  54401 
(715)845-8201 

OPH* 

Backer,  William  D 

POB  689 

Wausau  WI  54401 
(715)845-8201 

FP* 

Barnes,  Haldor  P 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3374 

PTH* 

Bartholomew,  Richard  D 

808  3rd  St 
Wausau  WI  54401 
(715)  842-3375 

IM 

Basu,  Sailendra  N 
1100  Lake  View  Dr 
Wausau  WI  54401 
(715)842-1636 
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GS* 

Becker,  Walter  T 

1502  Mclndoe  Ct 
Wausau  W1  54401 
(715)845-7491 

FP* 

Beier,  James  J 

607  13th  St 
Mosinee  W1  54455 
(715)693-6711 

PTH*  CLP* 
Belgea,  Kathy  P 
808  3rd  St 
Wausau  WI  54401 
(715)847-2130 

PD 

Bobinski,  John  E 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3592 

PTH* 

Bodemer,  Steven  E 
808  3rd  St 
Wausau  WI  54401 
(715)842-3375 

TR*  R* 
Bourque,  Adrian  R 

333  Pine  Ridge  Blvd 
Wausau  WI  54401 
(715)  847-2866 

OTO*  OPH 
Brick,  Enoch  B 

912  9th  St 
Wausau  WI  54401 


R* 

Brister,  G H 

425  Pine  Ridge  Blvd 
#209 

Wausau  WI  54401 
(715)842-0624 

§ OTO* 

Brodhead,  Richard  H 

2305  Ridge  View  Dr 
Wausau  WI  54401 
(715)  845-6894 

ORS* 

Buechel,  Richard  L 

POB  1646 
Wausau  WI  54401 
(715)  842-3202 

FP 

Burr  Jr,  Thurl  C 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3000 

FP* 

Cadwell,  Robert  E 

212  Sturgeon  Eddy  Rd 
Wausau  WI  54401 


TS*  CDS  GS* 
Davila,  Julio  C 
2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3759 


U* 

Day,  Kenneth  L 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3351 

D*  A 

Deffner,  Norman  F 

630  1st  St 
Wausau  WI  54401 
(715)842-4686 

OBG* 

De  Koning,  Joel  R 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3284 

IM  GE 

Dernbach,  William  K 

2727  Plaza  Dr 
Wausau  WI  54401 


AN 

Doan,  Nam  Dinh 

1612  Foothill  Ave 
Schofield  WI  54476 
(715)359-7818 

CD*  1M* 

Drake,  Ellet  H 

425  Pine  Ridge  Blvd 
#203 

Wausau  WI  54401 
(715)845-9282 

IM*  ON 
Duelge,  John  T A 

1211  Pine  St 
Wausau  WI  54401 
(715)  842-4150 

PD 

Edwards,  M Thomas 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3260 

IM 

Fechtner,  Harold  H 

5200  S Tuckaway  Blvd 
#351 

Greenfield  WI  53221 


§ GP  OM 
Flannery  Sr,  John  V 

3409  Horseshoe  Spring 
Wausau  WI  54401 
(715)  842-5388 

OTO* 

Flannery  Jr,  John  V 

20  North  Hill  Rd 
Wausau  WI  54401 
(715)  845-9634 

R* 

Foerster,  James  M 

3333  6th  St 
Wausau  WI  54401 
(715)847-3000 


ORS* 

Foltz,  Alexander  S 

425  Pine  Ridge  Blvd 
Wausau  WI  54401 
(715)  842-3202 

IM*  CD* 
Freeman,  David  J 

1925  Townline  Rd 
Wausau  WI  54401 
(715)  847-3257 

IM 

Freeman,  Mary  Jo 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3251 

NS 

Gabriel,  Youssef  H 
2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3354 

GS* 

Gargas,  Bruce  L 
2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3246 

P* 

Garvey,  Charles  A 
2422  Stewart  Sq 
Wausau  WI  54401 
(715)848-1346 

FP* 

Grauer,  Curt  G 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3379 

FP* 

Grim,  Gerald  W 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3384 

FP 

Groth,  Boyd  J 

607  13th  St 
Mosinee  WI  54455 


GP  OBG 
Hammes,  George  R 
502  Mclndoe  St 
Wausau  WI  54401 
(715)848-5244 

FP* 

Han,  Paul  Z 

POB  1446 
Wausau  WI  54401 
(715)842-0671 

OPH* 

Hattenhauer,  John  M 

POB  689 

Wausau  WI  54401 
(715)845-8201 

FP 

Heidorn,  Richard  G 

997  Happy  Hollow  Rd 
Mosinee  WI  54455 


OTO 

Hendrickson,  Alvin  O 

POB  548 

Woodruff  WI  54568 


§ OPH 

Hendrickson,  William 

POB  548 

Woodruff  W I 54568 


OPH 

Herman,  Stephen  J 

POB  689 

Wausau  WI  54401 
(715)  845-8201 

GP 

Hoessel,  Arthur  W 

POB  267 

Lake  Tomahawk  WI 
54539 


PTH* 

Holmes,  Guy  W 
808  3rd  St 
Wausau  WI  54401 
(715)842-3376 

IM  HEM 
Jenkins,  David  D 

2005  Hemlock  Ave 
Schofield  WI  54476 


§ OBG 

Johnson,  Francis  C 

2727  Plaza  Dr 
Wausau  WI  54401 


GS* 

Jones,  William  W 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3241 

CDS  TS*  GS* 
Kamat,  Pandurang  V 

4141  Briar  wood  Ave 
Wausau  WI  54401 
(715)  845-9281 

R*  DR 

Kanemoto,  Henry  H 

726  Spring  St 
Wausau  WI  54401 
(715)842-7010 

FP* 

Kaupie,  Robert  C 

212  Sturgeon  Eddy  Rd 
Wausau  WI  54401 
(715)  842-0491 

PTH* 

Kelley,  Orville  R 

2305  Royal  Oak  Dr 
Escondido  CA  92027 


EM 

Klemm,  Frederick  A 

2404  Hawthorne  Lane 
Wausau  WI  54401 
(715)842-9373 


PD* 

Knutson,  Kenneth  R 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3594 

AN 

Koh,  Peter  Tong  Bak 

502  E Lake  Shore  Dr 
Wausau  WI  54401 


GP 

Kordiyak,  George 

995  Campus  Dr 
Wausau  WI  54401 


DR  R* 
Koschmann,  Edgar  B 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3517 

DR  NM  R* 
Kosim,  Sudjono 

2907  10th  St 
Wausau  WI  54401 


IM* 

Kramer,  James  D 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3562 

ORS* 

Kranendonk,  Donald  H 

POB  1646 
Wausau  WI  54401 


PTH*  CLP* 
Krueger,  Leroy  A 

808  3rd  St 
Wausau  WI  54401 
(715)  842-3375 

IM* 

Kuhn,  John  M R 

1 107  Woodward  Ave 
Rothschild  WI  54474 
(715)847-3251 

PS  GS* 
Kurtz,  Jeffrey  A 
1010  Bird  St 
Wausau  WI  54401 


FP* 

Lareau,  Thomas  G 

107  3rd  Ave 
Edgar  WI  54426 
(715)  352-2302 

GS* 

Larsen,  Roy  B 
2000  Westwood  Dr 
Wausau  WI  54401 
(715)842-6530 

P* 

Larson,  David  L 
1 100  Lake  View  Dr 
Wausau  WI  54401 
(715)842-1636 
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AN* 

Locher,  Wolfram  G 
3326  N 11th  St 
Wausau  W1  54401 
(715)  847-2900 

AN* 

Low,  Suzanne  G H 
502  E Lake  Shore  Dr 
Wausau  W1  54401 
(715)359-0299 

PD* 

Luthra,  Madhu  V 

808  3rd  St,  #102 
Wausau  WI  54401 
(715)  842-0505 

DR*  R 
Luthra,  Vinay  D 

604  Sturgeon  Eddy  Rd 
Wausau  WI  54401 
(715)847-3515 

OPH* 

MacCarthy,  Charles  F 
614  1st  St,  POB  689 
Wausau  WI  54401 
(715)  845-8201 

CD*  IM* 

Mackie  Jr,  Robert  W 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3257 

R 

Mahony,  William  M 

1225  Sunset  Dr 
Wausau  WI  54401 
(715)842-0624 

OM 

Mallery,  Otto  T 

Governor  Harbor 

Eleuthera 

Bahama 

R*  TR 

Martens,  Jacob  H 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3506 

AN 

Maxfield,  Barry  A 

425  Pine  Ridge  Blvd 
#207 

Wausau  WI  54401 
(715)  845-5505 

ORS* 

Miller,  Thomas  O 
POB  1646 
Wausau  WI  54401 
(715)  842-3202 

D*  A 

Miller,  William  C 

808  3rd  St 
Wausau  WI  54401 
(715)  842-4665 


P* 

Minnihan,  Richard  L 

3022  N 12th  St 
Wausau  WI  54401 
(715)848-1346 

EM* 

Mirick,  Mark  J 

333  Pine  Ridge  Blvd 
Wausau  WI  54401 
(715)675-9712 

GS* 

Molinaro,  Albert  J 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3241 

PD 

Monaco,  Joseph  M 

2727  Plaza  Dr 
Wausau  WI  54401 


PTH* 

Morehead,  Richard  T 

808  3rd  St 
Wausau  WI  54401 
(715)  842-3375 

GS 

Muehlenbeck,  Erich  C 

2800  Westhill  Dr 
Wausau  WI  54401 
(715)  842-3262 

FP 

Nietert,  William  C 

2010  Little  Rib  Cir 
Wausau  WI  54401 
(715)675-6520 

IM*  CD* 
Norman,  Maurice  J 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3235 

FP* 

North,  David  P 

903  Hamilton  St 
Wausau  WI  54401 
(715)  875-3545 

R* 

Nowinski,  Donald  M 

425  Pine  Ridge  Blvd 
#209 

Wausau  WI  54401 
(715)  842-0624 

PD* 

O’Connor,  Richard  D 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3573 

NS  N 

Odulio,  Teofilo  O 

425  Pine  Ridge  Blvd 
#301 

Wausau  WI  54401 
(715)845-7326 


D* 

Owen,  William  R 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3535 

FP* 

Peterson,  Thomas  H 

995  Campus  Dr 
Wausau  WI  54401 
(715)675-3391 

PD 

Poole,  Robert  R 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3000 

§ GP 

Prehn,  Fred  C 

31 15  7th  St 
Wausau  WI  54401 

IM* 

Reding,  Rick  R 

2800  Westhill  Dr,  #104 
Wausau  WI  54401 
(715)  848-2811 

P* 

Rhoades,  Bruce  C 
1100  Lakeview  Dr 
Wausau  WI  54401 
(715)842-1636 

OPH* 

Rossman,  Lawrence  J 
POB  689 

Wausau  WI  54401 
(715)845-8201 

FP* 

Rubino,  Frank  J 

424  Pine  Ridge  Blvd 
#204 

Wausau  WI  54401 
(715)842-4607 

PD*  ADL 
Rudy,  Warren  B 

Westhill  ProfCtrSW  104 
2800  Westhill  Dr 
Wausau  WI  54401 
(715)848-2811 

P D 

Russ,  Brigitte  S 
1 100  Lake  View  Dr 
Wausau  WI  54401 


OTO* 

Sack,  J Garry 

425  Pine  Ridge  Blvd 

#305 

Wausau  WI  54401 
(715)845-9634 

PD  GP 

Schooler,  Sheldon  A 
404  S 3rd  Ave 
Wausau  WI  54401 
(715)  845-7231 


IM* 

Schroeder,  Gerald  H 

425  Pine  Ridge  Blvd 
#211 

Wausau  WI  54401 
(715)  848-1495 

§ GS  EM 
Shannon,  Richard  C 

1819  Lenard  St 
Wausau  WI  54401 
(715)675-6754 

FP* 

Smith,  Burton  K 

212  Sturgeon  Eddy  Rd 
Wausau  WI  54401 
(715)  842-0491 

GS 

Speltz,  Stephen  M 

1304  Troy  St 
Wausau  WI  54401 
(715)675-6481 

N 

Spurgeon,  Gizelle  A 

2727  Plaza  Dr 
Wausau  WI  54401 


GP  OBG 
Stahmer,  Albert  H 

404  S 3rd  Ave 
Wausau  WI  54401 
(715)  845-7231 

GS* 

Stahmer,  Karl  H 

404  S 3rd  Ave 
Wausau  WI  54401 
(715)845-7231 

N 

Stanko,  Ivan 

2727  Plaza  Dr 
Wausau  WI  54401 


OBG* 

Starkey,  Thomas  A 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  842-7815 

ORS* 

Stoddard,  Steven  C 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3312 

IM 

Tange,  David  B 

924  River  Rd 
Mosinee  WI  54455 


ORS* 

Tanner,  George  R 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3000 

A* 

Taylor,  Geoffrey 
2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3392 


FP 

Waldman,  Arthur  M 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)847-3541 

IM 

Ware,  Robert  J 

Marathon  WI  54448 


FP* 

Western,  Dennis  W 

1117  Grand  Ave 
Wausau  WI  54401 


FP 

Williamson,  Blake  J 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3391 

FP* 

Witt,  Darrell  L 

212  Sturgeon  Eddy  Rd 
Wausau  WI  54401 
(715)  842-0491 

OPH* 

Witteman,  George  J 

POB  689 

Wausau  WI  54401 
(715)845-8201 

OTO* 

Wurman,  Leonard  H 

425  Pine  Ridge  Blvd 
#305 

Wausau  WI  54401 
(715)845-9364 

§ IM  PUD 
Yoran,  Calvin  M 
2006  Lamont  St 
Wausau  WI  54401 
(715)  842-4717 

OBG* 

Zabel,  Earl  W 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3295 

U* 

Zickerman,  Philip  M 

2727  Plaza  Dr 
Wausau  WI  54401 
(715)  847-3364 

EM 

Zimbric,  Gary  A 

518  Remington  Rd 
Mosinee  WI  54455 


MARINETTE 

FLORENCE 

COUNTY  MEDICAL  SOCIETY 

GP 

Barrette,  Antoine 

132  N Emery  St 
PeshtigoWI  54157 
(715)582-4561 
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FP 

Boren,  Clark  H 

1510  Main  St 
Marinette  WI  54143 
(715)735-7421 

GS* 

Boren,  Janies  A 

1510  Main  St 
Marinette  WI  54143 
(715)735-7421 

OBG 

Briody,  John  P 

2500  Hall  Ave 
Marinette  WI  54143 


PD 

Caselton,  Stephen  C 
2500  Hall  Ave 
Marinette  WI  54143 


OBS  FP* 
Crissinger,  Harold  P 

2500  Hall  Ave 
Marinette  WI  54143 
(715)  735-3356 

GP 

Darcy,  David  D 

2500  Hall  Ave 
Marinette  WI  54143 


GS*  CDS 
Flynn,  J Bryan 

1510  Main  St 
Marinette  WI  54143 
(715)735-7421 

IM*  PUD* 
Foley,  Thomas  F 
1510  Main  St 
Marinette  WI  54143 
(715)735-7421 

OBG* 

Hashimoto,  Junji  S 

2709  Richard  St 
Marinette  WI  54143 
(715)735-7421 

OPH* 

Hoyme,  Steven  H 
801  Wells  St 
Marinette  WI  54143 
(715)735-6658 

FP* 

Jones,  Russell  C 
POB  18 

Pound  WI  54161 
(414)  897-2331 

CLP  PTH* 
Keller,  Jon  L 

Dept  Pathology 
3100  Shore  Dr 
Marinette  WI  54143 
(715)735-6621 

GP 

Koepp,  Charles  E 
2500  Hall  Ave 
Marinette  WI  54143 
(715)735-3356 


PD 

Agarwal,  Avadh  B 

4300  W Burleigh  St 
Milwaukee  WI  53210 
(414)  873-3440 

OBG* 

Albrecht,  Donald  J 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 
(414) 425-1790 

GS* 

Altman,  S David  P 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-0777 

PTH* 

Altshuler,  Charles  H 

5000  W Chambers  St 
Milwaukee  WI  53210 
(414)  447-2271 

PD* 

Altstadt,  John  F 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 
(414)  425-5660 


IM*  NEP 
Kraus,  John  E 

1510  Main  St 
Marinette  WI  54143 


GP 

Lee,  Alice  M 

Wausaukee  WI  54177 
(715)856-5131 

GS 

Magnin,  Dean  A 

1510  Main  St 
Marinette  WI  54143 
(715)735-7421 

IM* 

Mertens,  David  R 

1510  Main  St 
Marinette  WI  54143 


GP 

Moss,  Kenneth  J 
2500  Hall  Ave 
Marinette  WI  54143 
(715)  735-3356 

GP  OS 
Pelkey,  Ralph  B 

Rt  2,  Box  17 
Crivitz  WI  541 14 
(715)854-7151 

GP  GS 

Pinegar,  Kenneth  G 

2500  Hall  Ave 
Marinette  WI  54143 
(715)  735-3356 

GS* 

Pinkerton,  John  D 

2500  Hall  Ave 
Marinette  WI  54143 
(715)735-3356 

PTH* 

Rogers,  Raymond  J 
Rt  1,  Box  52 
Oconto  WI  54153 
(414)834-4745 

IM* 

Stripling,  Burnell  D 

2500  Hall  Ave 
Marinette  WI  54143 
(715)  735-3356 

PD* 

Tsai,  Jung-Nan 
1510  Main  St 
Marinette  WI  54143 


P 

Veit,  Henry 
Rt  1,  Box  81  W 
Marinette  WI  54143 
(715)  582-4240 

FP*  OBG 
Worden,  Leonard  R 

1510  Main  St 
Marinette  WI  54143 
(715)735-7421 


ORS* 

Yuska,  Kenneth  H 

1424  Newberry  Ave 
Marinette  WI  54143 
(715)732-1745 

GP  GS 

Zeratsky,  James  D 
1510  Main  St 
Marinette  WI  54143 
(715)735-7421 


MILWAUKEE 

COUNTY  MEDICAL  SOCIETY 

OPH 

Aaberg,  Thomas  M 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  771-9560 

IM 

Abdallah,  Wadie  A 

3533  E Ramsey  Ave 
Cudahy WI 53110 


R* 

Abrams,  Julian  E 

Radiology  Dept  1 14 
5000  W National  Ave 
Wood  WI  53139 
(414)  384-2000 

IM*  CD* 

Acevedo,  Ramon  E 
3070  N 51st  St,  #601 
Milwaukee  WI  53210 
(414)444-1123 

GP 

Ackerman,  Donald  S 

6815  W Capitol  Dr 
Milwaukee  WI  53216 
(414)466-8660 

GP 

Ackerman,  Eugene  J 

12835  N Colony  Dr 
23W  Mequon  WI  53092 
(414)  243-5028 

GS  R NS* 
Adamkiewicz  Jr,  Joseph  J 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 


IM 

Adams,  Albert  H 

5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  321-4343 

IM  PUD 
Adlam,  Robert  T 

5324  N Santa  Monica  Blvd 
Milwaukee  WI  53217 


FP* 

Amos,  David  E 

4823  W North  Ave 
Milwaukee  WI  53208 
(414)444-7787 

GP 

Anacleto,  Eduardo  F 

5411  S 76th  St 
Greendale  WI  53129 


CHP  P 
Andersen,  John  T 

2350  N Lake  Dr 
Milwaukee  WI  5321 1 


U* 

Andres,  Francis  I 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  258-2640 

U 

Annesley  Jr,  William  H 

2500  N Mayfair  Rd 
Wauwatosa  WI  53226 

(414)  258-2640 

ORS* 

Ansfield,  David  J 

1410  S Ocean  Dr,  #601 
Hollywood  FL  33019 
(305)921-5281 

P N 

Apfelberg,  Herbert  J 

696  Towle  Way,  #37 
Palo  Alto  CA  94306 

(415) 493-9120 

§ GP 

Appleby,  Keith  B 

15155  Cascade  Dr 
Elm  Grove  WI  53122 


GS 

Aquino,  Manuel  M 

4893  N Green  Bay  Rd 
Milwaukee  WI  53209 
(414)  264-8450 

AN* 

Arcilla,  Senen  S 

16525  Nancy  Lane 
Brookfield  WI  53005 
(414)  782-6507 

OTO*  OS 
Armagan,  Senekerim 

5820  S Packard  Ave 
Cudahy WI 531 10 
(414)  769-9065 

§ R* 

Armbruster,  John  L 

4060  N Lake  Dr 
Milwaukee  WI  5321 1 


PD 

Ashraf,  Hebatollah  S 

949  Glenview  Ave 
Milwaukee  WI  53213 


AN 

Asiddao,  Caridad  B 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


FP* 

Asinas,  lldefonso  L 

2745  W Layton  Ave 
#104 

Milwaukee  WI  53221 
(414)  282-0546 

PD* 

Askot,  Melvin  M 

3975  N 68th  St 
Milwaukee  WI  53216 
(414)  466-9530 

IM* 

Aster,  Richard  H 

POB  10-G 

Milwaukee  WI  53201 
(414)933-5000 

OBG* 

Atamdede,  Yasar  I 

3333  S 27th  St 
Milwaukee  WI  53215 
(414)647-8100 

TS*  CDS  GS* 
Auer,  James  E 
2901  W Kinnickinnic 
River  Pkwy 
Milwaukee  WI  53215 
(414)  649-3600 

IM 

Auger,  Gerald  E 

6745  W Wells  St 
Milwaukee  WI  53213 
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IM  GER 
Ausman,  Donald  C 

610  N 19th  St,  #C216 
Milwaukee  W1  53233 
(414)  933-8995 

P* 

Axelrod,  Bruce  H 

127  E Silver  Spring  Rd 
Milwaukee  WI  53217 
(414)  332-7333 

PD* 

Ayengar,  Shanta 

170  N 76th  St,  #6 
Milwaukee  WI  53213 
(414)476-4207 

FP* 

Azcueta,  Cesar  S 

3565  N Green  Bay  Ave 
Milwaukee  WI  53212 
(414)  264-3149 

OBG 

Azcueta,  Ester  S 
2315  N Lake  Dr,  0715 
Milwaukee  WI  5321 1 
(414)  273-2430 

PDR  R* 

Babbitt,  Donald  P 

2701  E Beverly  Rd 
Milwaukee  WI  5321 1 
(414)  961-0359 

GP 

Babby,  Louis 
6001  W Center  St 
Milwaukee  WI  53210 
(414) 871-5330 

OBG* 

Baccus,  Donald  J 

3070  N 51st  St 
Milwaukee  WI  53210 
(414)  442-4800 

§ GS* 

Bachhuber,  Edward  A 

607  River  Dr 
Mayville  WI  53050 
(414)  387-2595 

OBG 

Bae,  Ik  Hak 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 


OBG* 

Bahai,  Rajinder  K 

100  15th  Ave 
S Milwaukee  WI  53172 


PM* 

Bahai,  Santosh  K 

3237  S 16th  St 
Milwaukee  WI  53215 
(414)647-5242 

R* 

Bahr,  Robert  D 

8901  W Lincoln  Ave 
West  Allis  WI  53227 
(414)  321-2200 


IM  CD 
Baier,  Armin  R 

6745  W Wells  St 
Wauwatosa  WI  53213 
(414)  453-5810 

OBG* 

Baird,  William  W 

8531  W Lincoln  Ave 
POB  27247 
West  Allis  WI  53227 
(414)321-1100 

P PN* 

Baker,  Durward  A 

2300  N Mayfair  Rd,  #930 
Milwaukee  WI  53226 
(414)  259-0230 

§ GP 

Baker,  Vance  L 

4808  W Lloyd  St 
Milwaukee  WI  53208 


IM* 

Baker,  William  V 

2500  N Mayfair  Rd 
#308-09 

Wauwatosa  WI  53226 
(414)  774-7200 

IM*  PUD 
Banaszak,  Edward  F 

2315  N Lake  Dr,  #803 
Milwaukee  WI  5321 1 
(414)  272-2985 

PD  A 

Banda,  Pedro  N 

6030  W Capitol  Dr 
Milwaukee  WI  53216 
(414)  442-6970 

§ IM*  PUD 
Banyai,  Andrew  L 

470  3rd  St  S 
St  Petersburg  FL  33701 


PTH*  CLP* 
Bareta,  John  M 

5000  W Chambers  St 
Milwaukee  WI  53210 
(414)447-2271 

D* 

Barnett,  Sheldon  M 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-2232 

D 

Barrock,  James  J 

12605  Elmhurst  Pkwy 
Elm  Grove  WI  53122 
(414)  272-4113 

PD*  P*  CHP* 
Barthel,  Richard  P 

1700  W Wisconsin 
POB  1997 

Milwaukee  WI  53201 
(414)931-4079 


OTO* 

Barton,  James  R 

2901  W Kinnickinnic 
River  Pkwy,  #201 
Milwaukee  WI  53215 
(414)649-3900 

PTH* 

Batayias,  George  E 
500  N 19th  St 
Milwaukee  WI  53233 


FP* 

Bauch,  Norbert  G 

2400  W Villard  Ave 
Milwaukee  WI  53209 
(414)  263-8191 

ORS* 

Bauer,  Mark  A 

8410  W Cleveland  Ave 
West  Allis  WI  53227 
(414)  321-6060 

P 

Bauer,  William 

2727  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)774-4400 

GS 

Bauman,  Richard  O 

8332  N Lake  Dr 
Milwaukee  WI  53217 


FP* 

Beaver,  Donald  R (DO) 

6901  W Edgerton  Ave 
POB  20928 
Milwaukee  WI  53220 
(414)  421-8400 

PD* 

Beck,  Karl  H 

63  Woodland  Dr,  #202 
Vero  Beach  FL  32960 


TS  GS* 
Becker,  Barney  B 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 


ORS* 

Becker,  David  L 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)933-1941 

GE*  IM* 

Becker,  Irvin  M 

788  N Jefferson  St,  #704 
Milwaukee  WI  53202 
(414)  276-1906 

IM* 

Becker,  John  F 

1720  E Lake  Bluff  Blvd 
Milwaukee  WI  5321  1 


PS* 

Beckes,  Robert  J 

5032  W Forest  Home  Ave 
Milwaukee  WI  53219 


AN 

Beier-Hanratty,  Sue  A 

8208  Currie  Ave 
Wauwatosa  W I 53213 


IM 

Belfus,  Frank  H 

POB  601 

Milwaukee  WI  53201 
(414)  771-5600 

OBG 

Beilis,  David  N 

7635  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)321-4500 

FP* 

Beltran,  Luciano  R 

1834  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-3600 

CLP*  PTH* 
Bemis,  Edwin  L 
1540  N 119th  St 
Wauwatosa  WI  53226 
(414)  475-6388 

GP  OM 
Bender,  Boris  I 

5148  N Teutonia  Ave 
Milwaukee  WI  53209 


GS 

Benjamin,  Hiram  B 

6168  Washington  Cir 
Milwaukee  WI  53213 
(414)  493-2422 

IM*  A* 

Benner,  Marshall  H 

324  E Wisconsin  Ave 
#900 

Milwaukee  WI  53202 
(414)  271-4204 

AI*  PD* 

Benson,  Thomas  E 

2500  N Mayfair  Rd 
Milwaukee  WI  532^6 
(414)  476-9900 

OBG 

Bercek,  Michael  E 
N85W 15700  Ridge  Rd 
Menomonee  Falls  WI 
53051 


OPH* 

Bercovici,  Edwin  B 

5678  W Brown  Deer  Rd 
Milwaukee  WI  53223 
(414)  354-2360 

NS*  N* 

Berglund,  George  A J 

3070  N 51st  St,  #107 
Milwaukee  WI  53210 
(414)  873-7400 


GP  IM 

Bergmann,  Gerald  J 

5232  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  541-6330 

D* 

Berman,  Alexander 

7400  W Brown  Deer  Rd 
Milwaukee  WI  53223 
(414)  355-2405 

FP 

Bernas,  Alex  A 
3929  N Humboldt  Blvd 
Milwaukee  WI  53212 
(414)  962-5511 

GP 

Bernhard,  Louis  A 

1610  N Prospect  Ave 
Milwaukee  WI  53202 


GP 

Bernstein,  Harvey  H 
2300  W Good  Hope  Rd 
#137 

Milwaukee  WI  53209 


N CHN  PD* 
Beroukhim,  Feridoun 

2400  S 90th  St 
Milwaukee  WI  53227 
(414)  546-0800 

GS* 

Berridge  Jr,  Frank  E 

8430  W Capitol  Dr 
Milwaukee  WI  53222 
(414)463-1220 

PM 

Bhala,  Ram  Parvesh 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  649-7709 

P 

Bhore,  Jayawant  N 

1543  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  765-0225 

GP 

Biboso,  Romeo  B 

100  15th  Ave 
S Milwaukee  WI  53 1 72 


§ GP 

Bickler,  Edwin  P 

9993  W North  Ave,  #340 
Milwaukee  WI  53226 
(414)  771-0330 

R*  NM 

Biedlingmaier,  Gerard  J 

10424  W Concordia  Ave 
Wauwatosa  WI  53222 


GPM  PH* 

Biek,  Richard  W 

1610  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  225-8405 
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OBG* 

Biever,  Paul  H 

155  E Silver  Spring  Dr 
Milwaukee  W1  53217 
(414)  962-8080 

GP 

Biller,  James  H 

2557  S Kinnickinnic 
Milwaukee  WI  53207 
(414)  744-3438 

OBG 

Bines,  Milton  M 

536  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  271-3213 

GE*  IM* 

Bjork,  John  T 

5757  W Oklahoma  Ave 

me 

Milwaukee  WI  53219 
(414)  546-1513 

PYA  P PN* 
Black,  David  P 

2600  Mayfair  Rd 
Milwaukee  WI  53226 
(414)  258-4666 

PYA*  P 
Black,  Samuel  B 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-1084 

P PA  PN* 

Blackwell,  Barry 

POB  342 

Milwaukee  WI  53201 
(414)  289-8620 

OPH* 

Blankstein,  Samuel  S 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-3795 

OTO* 

Blatnik,  Donald  S 

2400  S 90th  St 
West  Allis  WI  53227 
(414)  543-3100 

D 

Bleil,  David  C 

2300  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)  771-4060 

P PN* 

Bliwas,  Crain  H 
2200  W Kilbourn  Ave 
Milwaukee  WI  53233 


ORS* 

Blount,  Walter  P 

2825  N Hackett  Ave 
Milwaukee  WI  5321 1 
(414)  962-0515 


PS*  GS 
Bock,  Harvey  M 
2315  North  Lake  Dr 

mi 

Milwaukee  WI  5321 1 
(414)  271-8283 

OBG 

Bodner,  Aaron  C 

9293  N Broadmoor  Rd 
Milwaukee  WI  53217 


DR* 

Boex,  Robert  M 

2820  Cambridge  Cir 
Brookfield  WI  53005 
(414)  786-0381 

AN* 

Bogle  Sr,  Warren  C 
N27  W27338  Woodland 
Pewaukee  WI  53072 


P FP* 

Bogost,  Bruce  R 

W303  N5965  Sehler’s  Ln 
Hartland  WI  53029 
(414)  367-6691 

FP* 

Bogunovic,  Dragan 

3238  S 16th  St 
Milwaukee  WI  53215 
(414)  643-4470 

GP*  GS* 

Bonan,  Joseph  D 

2537  Pasadena  Blvd 
Wauwatosa  WI  53226 
(414)  453-6631 

TS*  CDS 
Bonchek,  Lawrence  I 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5545 

§ OM 
Bond, John  M 

2012  Nagawicka  Rd 
Hartland  WI  53029 


P 

Bond, John  T 

2350  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-5555 

EM* 

Bonelli,  Landy  E 

1434  N 122nd  St 
Wauwatosa  WI  53226 
(414)  258-8679 

IM* 

Borman,  Milton  C 

324  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  271-8680 

§ FP 

Bomstein,  Samuel  L 

2304  W Dickinson  Ct 
Mequon  WI  53092 
(414)  242-1244 


IM* 

Bortin,  Mortimer  M 

950  N 12th  St,  POB  342 
Milwaukee  WI  53201 
(414)  289-8110 

CD*  IM* 
Botticelli,  James  T 

2300  N Mayfair  Rd,  #890 
Milwaukee  WI  53226 
(414)  258-9146 

IM 

Bottum,  Michael  W 

6745  W Wells  St 
Milwaukee  WI  53213 
(414)  453-5870 

GS* 

Boulanger,  Wayne  J 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-2211 

U* 

Bourne,  Charles  W 

3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 

U* 

Bourne,  N Warren 

2600  N Mayfair  Rd,  #545 
Milwaukee  WI  53226 


U* 

Bourne,  Richard  B 

2600  N Mayfair  Rd 
#545 

Milwaukee  WI  53226 
(414)  476-0430 

GS*  PVS 
Bowman,  John  W 

5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  327-3120 

§ GP 

Boxer,  Leo  M 

500  W Bradley  Rd,  #C-1 13 

Fox  Point  WI  53217 

(414)351-0683 

§ GP 

Boxer,  Sidney  M 
4731  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  332-8057 

OBG* 

Boyd  Jr,  Andrew 

3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 
(414)352-3100 

PM* 

Boyle,  Robert  W 

5000  W National  Ave 
Wood  WI  53193 
(414)  384-2000 


ORS* 

Bragg,  Everett  C 

730  E Sylvan  Ave 
Whitefish  Bay  WI  53217 


§ GS 

Brah,  William  A 

10008  N Holmes  Ct  22 W 
Mequon  WI  53092 
(414)  242-9363 

OTO  OPH 
Brand,  William  D 

238  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  271-5667 

IM 

Braunstein,  William  I 

2388  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-3700 

AN* 

Brazy,  Robert  R 

4044  N Oakland 
Milwaukee  WI  5321 1 


OBG* 

Brennan,  John  J 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  344-3760 

ORS* 

Brewer,  Bruce  J 

Dept  of  Ortho  Surgery 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


GP  OPH 
Brillman,  Charles  R 

1610  N Prospect  Ave 
Milwaukee  W I 53202 
(414)  342-7300 

AN* 

Brindis,  Charles 

2025  Newport  Ave 
Milwaukee  WI  53211 


PTH* 

Briselli,  Michael  F 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  647-6441 

GS* 

Brown,  John  R 

5621  Broad  St 
Greendale  WI  53129 
(414)  421-2010 

IM 

Brown,  Ward  M 

3438  N Oakland,  #105 
Milwaukee  WI  53211 


ORS* 

Bruno,  Domenick  S 

7545  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)351-3500 

PD*  PUD 
Bruns,  W Theodore 

10425  W North  Ave 
Wauwatosa  WI  53226 
(414)  771-0780 

R 

Brutvan  II,  F Martin 

3066  N 49th  St 
Milwaukee  WI  53210 


OBG 

Budarapu,  Suseela 

20070  Freedom  Ct 
Brookfield  WI  53005 


OBG* 

Buggy,  William  J 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  778-0070 

P 

Bujard  Jr,  Robert  S 

9191  Watertown  Plank 
Milwaukee  WI  53226 
(414)  257-7400 

GS* 

Bunkfeldt,  Frederick 

POB  V 

Elkhart  Lake  WI  53020 
(414)  876-2692 

AN 

Burchman,  Sheldon  L 

2266  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  276-1627 

CLP*  PTH* 

Burg  Jr,  Edward  A 

2025  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)961-3950 

P N 

Burgarino,  Joseph  J 

2621  W Pierce  St,  #315 
Milwaukee  WI  53204 


OBG* 

Burgess  Jr,  Gordon  F 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  962-3450 

R* 

Burko,  Henry 

POB  342 

Milwaukee  WI  53201 
(414)  289-8062 

GP  GS 

Buscaglia,  Anthony  T 

405  S Country  Club  Dr 
Atlantis  FL  33462 
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OPH  OTO 
Bussey,  Arthur  D 

2042  Church  St 
Wauwatosa  WI  53213 


PD 

Buszkiewicz,  Ted  S 
5535  Grandview  Dr 
GreendaleWl  53129 
(414)425-4668 

R 

Byrne,  Richard  R 

5900  S Lake  Dr 
Cudahy  WI  53110 


PTH*  CLP* 
Cafaro,  Anthony  F 

5000  W Chambers  St 
Milwaukee  WI  53210 
(414)  447-2271 

PTH* 

Cafaro,  John  R 

5000  W Chambers  St 
Milwaukee  WI  53210 
(414)  447-2271 

GP 

Caimacan,  Dumitru  T 

2700  N 35th  St 
Milwaukee  WI  53210 
(414)  442-3660 

IM 

Caine,  Donald 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 


IM* 

Caine,  Marc  R 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)671-7000 

OTO  HNS 
Calimlim,  Jefferson 
2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

FP*  OS 
Callan,  Robert  E 

7020  W North  Ave 
Wauwatosa  WI  53213 
(414)  258-0627 

§ U* 

Calvy,  Donald  W 

950  N 75th  St 
Wauwatosa  WI  53213 
(414)  258-5973 

IM*  CD 
Calvy,  Thomas  L 

8205  Rock  way  PI 
Milwaukee  WI  53213 
(414)  453-5870 

OPH* 

Carl,  Evan  F 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)476-8444 


PTH 

Carlson,  David  J 

POB  503 

Milwaukee  WI  53201 


AN* 

Carpenter,  Frederick  J 

620  N 75th  St 
Milwaukee  WI  53213 


EM  GS 
Carroll,  Joel  P 

GSMC-ED 
620  N 19th  St 
Milwaukee  WI  53233 


IM 

Cartes,  Alfred 

1200  E Capitol  Dr 
Milwaukee  WI  5321 1 


GP 

Cary,  John  F 

4183  W College  Ave 
Milwaukee  WI  53221 
(414)  421-7722 

§ GS 

Casper,  William  T 

1889  S Abrego  Dr 
Green  Valley  AZ  85614 
(602)625-2031 

PTH*  CLP* 

Caya,  James  G 
Dept  of  Pathology 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6201 

EM 

Cervenansky,  James  M 

8530  W Hawthorne  Lane 
Franklin  WI  53132 
(414)  425-6358 

OPH* 

Cesarz,  Thomas  J 

2300  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)259-9090 

ORS* 

Chalos,  William  P 
3201  S 16th  St,  #2005 
Milwaukee  WI  53215 
(414)  645-7300 

IM* 

Chamberlain,  John  O 

324  E Wisconsin  Ave 
Milwaukee  WI  53202 


OBG* 

Chambers,  Laroyce  F 
940  N 23rd  St 
Milwaukee  WI  53233 
(414)  933-6666 

HS  GS* 

Chamoy,  Lewis 
2300  N Mayfair  Rd,  #100 
Milwaukee  WI  53226 
(414)  453-7418 


P PN* 

Chan,  Carlyle  H 

3460  N Hackett  Ave 
Milwaukee  WI  5321 1 

GE*  IM* 

Chang,  Sekon 
2315  N Lake  Dr,  #1010 
Milwaukee  WI  5321 1 
(414)  276-8499 

CDS  TS*  GS* 
Cheema,  Mohammad  A 
2315  N Lake  Dr,  #911 
Milwaukee  WI  5321 1 
(414)271-1170 

CD  IM 
Chelius,  Carl  J 

3533  E Ramsey  Ave 
Cudahy WI 53110 
(414)  769-6600 

Cheng,  David  S 
12660  W Eden  Tr 
New  Berlin  WI  53151 


IM 

Chintamaneni,  Jagan  M 

2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

OPH* 

Chisholm,  Donald  E 

10425  W North  Ave 
Milwaukee  WI  53226 
(414)  258-4390 

OBG* 

Choithani,  Hansa  C 

4778  N Cramer  St 
Whitefish  Bay  WI  53211 
(414)  747-0791 

GP 

Chojnacki,  Steve  L 
2218  S 7th  St 
Milwaukee  WI  53215 


GS 

Chopyak,  John  A 

3201  S 16th  St 
Milwaukee  WI  53215 


OTO*  PS 
Christian,  James  A 

2266  N Prospect  Ave 
#520 

Milwaukee  WI  53202 


IM*  GE* 

Chua,  David  B 

2040  W Wisconsin  Ave 
#505 

Milwaukee  WI  53233 
(414)  933-9851 

FP* 

Chudnow,  Robert  S 

5233  W Morgan  Ave 
Milwaukee  WI  53220 
(414)  327-4450 


IM* 

Chung,  William  W 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)645^240 

OPH  OTO* 
Churchill,  Bernard  P 

9231  Briarwood  Cir 
Sun  City  AZ  85351 
(602)  977-3762 

IM* 

Ciccantelli,  Mark  J 
610  N 19th  St 
Milwaukee  WI  53233 
(414)  933-1888 

IM* 

Clasen,  Walter  E 
8430  W Capitol  Dr 
Milwaukee  WI  53222 
(414)464-1220 

PTH* 

Claudon,  Dann  B 

Rt 1 , Box  50B 
Oostburg  WI  53070 
(414)  458-9919 

GP 

Clemence,  James  A 
6080  S 108th  St 
Hales  Corners  WI  53130 
(414)  425-5351 

OBG* 

Clifford,  Richard  M 

2400  S 90th  St,  #308 
West  Allis  WI  53227 
(414)  546-1050 

IM*  CD 
Co,  Eddy  D 

2266  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  278-7890 

PD 

Coe,  Anthony  O 

756  N 35th  St,  #202 
Milwaukee  WI  53208 


OBG* 

Coffey,  John  M 

9205  W Center  St 
Milwaukee  WI  53222 
(414)  258-9431 

IM* 

Coffey  Jr,  William  L 

735  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  276-2060 

P*  PYA 
Coheen,  Jack  J 

161  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  271-1130 

PM* 

Cohen,  Albert  M 

7324  N Seneca  Rd 
Milwaukee  WI  53217 


PD* 

Cohen,  Donald  J 

POB  601 

Milwaukee  WI  53201 
(414)  771-5600 

PTH* 

Cohen,  Elsa  B 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6201 

PD 

Cohen,  Gary  A 

2215  W Raleigh  Ave 
Milwaukee  WI  53209 


OPH* 

Cohen,  Norman  E 

2040  W Wisconsin  Ave 
#701 

Milwaukee  WI  53233 
(414)  342-5150 

PDS 

Cohen,  Roger  D 

9073  N Bayside  Dr 
BaysideWI  53217 


ORS* 

Coles,  Elliot  L 
1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  273-7141 

GS*  OM 
Collentine,  George  E 
2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

PTH*  CLP* 
Collins,  Daniel  P 

8901  W Lincoln  Ave 
West  Allis  WI  53227 
(414)  546-6350 

GP  FP* 
Collins,  Eugene  G 
2400  S 90th  St,  #114 
West  Allis  WI  53227 
(414)  321-1200 

PTH*  CLP 
Collins,  Richard  A 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)649-7338 

ORS* 

Collopy,  Paul  J 

161  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  271-6710 

GS* 

Condon,  Robert  E 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5505 

§ GS*  CDS 
Conley,  James  E 
1406  E Fox  Lane 
Milwaukee  WI  53217 
(414)352-8363 
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PTH* 

Conlon,  Harold  J 

8901  W Lincoln  Ave 
Milwaukee  W1  53227 


R 

Conmy,  Michael  F 
POB  1644 

Milwaukee  W1  53201 
(414)937-2131 

GS* 

Conway,  John  D 

2388  N Lake  Dr 
Milwaukee  W1  5321 1 
(414)  271-3700 

1M 

Cook,  Harold  E 
7431  W Wind  Lake  Rd 
Wind  Lake  W1  53185 
(414)  895-7545 

OPH* 

Cooper,  Stuart  M 

3003  W Good  Hope  Rd 
Milwaukee  W1  53209 


1M 

Cordes,  John  E 

5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  321-3700 

PD* 

Cordes,  Victor  J 

10625  W North  Ave 
Wauwatosa  WI  53226 
(414)  774-4141 

GP 

Cornell,  John  W 

3533  E Ramsey  Ave 
Cudahy  WI  53110 
(414)  769-6600 

GP 

Cornfield,  Asher  L 

5301  W Hampton  Ave 
Milwaukee  WI  53218 
(414)  463-2860 

GP 

Cornfield,  Jerome  R 

5301  W Hampton  Ave 
Milwaukee  WI  53218 


IM* 

Correll,  Howard  L 
Rt  1 

Arena  WI  53503 


TR  R* 

Cox,  James  D 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


FP* 

Cox,  Thomas  J 
6900  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)352-0900 


§ US 

Craite,  Edgar  J 

301  W Marion  St 
Portage  WI  53901 


GP 

Cramer,  Richard  P 

1700  S 60th  St 
West  Allis  WI  53214 
(414)  545-1111 

IM  GE 

Cromwell,  Charles  L 
2388  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-3700 

R*  GP 

Cronin,  Robert  P 

4036  N Richland  Ct 
Milwaukee  WI  5321 1 


FP*  OM*  GPM* 
Cryns,  Werner  F 
500  N 19th  St 
Milwaukee  WI  53233 
(414)  931-1027 

CD 

Cummins,  Frank  E 

2722  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)384-2710 

NS* 

Cusick,  Joseph  F 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5510 

FP 

Cutting,  Harry  M 

2723  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)645-1210 

PD 

Czajka,  John  J 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 
(414)425-5660 

Czarnecki,  David  J 

2943  S 53rd  St 
Milwaukee  WI  53219 


TR*  GS*  R* 

Da  Conceicao,  Alberto  L 

950  N 12th  St,  POB  342 
Milwaukee  WI  53201 
(414)  289-8290 

§ FP 

Dale,  Henry  L 

4414  N 105th  St 
Milwaukee  WI  53225 


FP* 

Dali,  Glenn  A 

12900  Wrayburn  Rd 
Elm  Grove  WI  53122 
(414)782-4645 


GP 

Damiano,  Nicholas  F 
POB  100 

Hales  Corners  WI  53130 
(414)  425-1303 

N*  EEG 
Danforth,  R Clarke 

3070  N 51st  St,  #100 
Milwaukee  WI  53210 
(414)  447-6030 

CD*  IM* 

Daniel,  Alan 

788  N Jefferson  Ave 
#303 

Milwaukee  WI  53202 
(414) 277-0327 

IM*  PUD 
Daniels,  Einar  R 

7400  Harwood  Ave 
Wauwatosa  WI  53213 


§ P 

Danziger,  Lewis 
9099  N 75th  St,  #101 
Milwaukee  WI  53223 


IM*  OS 
Darien,  Gholi  G 

788  N Jefferson  St,  #300 
Milwaukee  WI  53202 
(414)272-8950 

PS*  GS* 

Das,  Dilip  K 

3124  S 27th  St 
Milwaukee  WI  53215 
(414)  647-2899 

PD* 

Datka,  Gordon  L 

8276  Flagstone  Ct 
Greendale  WI  53129 
(414)  545-4320 

OPH* 

Davenport,  Richard  D 

2400  S 90th  St 
West  Allis  WI  53227 
(414)321-8998 

PM* 

Davidoff,  Donna  D 

4200  W Rivers  Edge  Cir 
#15 

Milwaukee  WI  53209 
(414)  355-2996 

GP 

Davidoff,  Isidore  Z 

c/o  Bremer 

535  S Curson  St,  #MK 

Los  Angeles  CA  90036 


FP  OM 
Davies,  John  A 

3489  N 76th  St 
Milwaukee  WI  53222 
(414)  871-3300 


GS* 

Davis,  Donald  P 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)961-0606 

ON*  IM* 

Davis,  Hugh  L 

950  N 12th  St 
Milwaukee  WI  53233 
(414)  289-8068 

§ CHP  N PD* 
Davis,  Jean  P 
Rt  1,  Box  22 1C 
Westfield  WI  53964 


NS 

Deckard,  Jack  H 

3070  N 51st  St,  #107 
Milwaukee  WI  53210 
(414)  873-7400 

IM* 

De  Groat  Jr,  Frank  L 

1608  W Green  Tree  Rd 
Milwaukee  WI  53209 


DR* 

Dehn,  Thomas  G 

620  N 19th  St 
Milwaukee  WI  53233 
(414)933-9600 

PTH* 

Deiparine  Jr,  Alfonso  B 

620  N 19th  St 
Milwaukee  WI  53233 
(414)  933-9600 

GS 

Del  Mar,  Francisco  Y 

3201  S 16th  St 
Milwaukee  WI  53215 


US 

Demeter,  Nicholas  D 

5920  W North  Ave 
Milwaukee  WI  53208 


AN* 

Denio  Jr,  Martin  J 

W359  S10744  Nature  Rd 
Rt  2,  Box  92 
Eagle  WI  531 19 


ORS 

Derderian,  Harry 

4325  N 94th  St,  #103 
Milwaukee  WI  53222 


GP  GS 
Derse,  Fabian  R 

4504  W Fond  du  Lac  Ave 
Milwaukee  WI  53216 
(414)445-4171 

IM*  OS 
Dessel,  Bertram  H 
9999  W North  Ave,  #1 
Wauwatosa  WI  53226 


GP 

Dettmann,  Norbert  F 

10590-139  Way  North 
Largo  FL  33540 


OBG 

Devani,  Shyam  H 
Box  1 1 -0 

Milwaukee  WI  53201 
(414)  342-3000 

AN* 

De  Vault,  Marion  L 

14880  W Juneau  Blvd 
Elm  Grove  WI  53122 
(414)  782-5313 

AN* 

Dhamsee,  Mohammed  S 

Dept  of  Anesthesiology 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6269 

GP 

Dhuey,  Joseph  N 

7623  W Burleigh  St 
Milwaukee  WI  53222 
(414)  873-0360 

IM  GE 
Diba,  Ali  A 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)  671-0121 

ORS* 

Dicus,  William  T 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-1941 

ORS 

Dieterle,  Carl  H 

POB  16577 
Milwaukee  WI  53216 


GS  FP 

Diktas,  Mustafa  K 

5148  N Teutonia  Ave 
Milwaukee  WI  53209 


OBG* 

Di  Ulio,  Lynn  K 

2400  S 90th  St,  #210 
West  Allis  WI  53227 
(414)  545-5050 

PS* 

Dix,  Christopher  R 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-3370 

§ PS* 

Docktor,  John  P 

2323  E River  Rd 
Grafton  WI  53024 
(414)377-2537 

OBG* 

Dolan,  James  D 

2400  S 90th  St,  #210 
West  Allis  WI  53227 
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AN 

Domann,  William  A 

N86  W 16686  Jacobson  Dr 
Menomonee  Falls  WI 
53051 

(414)  251-0592 
D* 

Domnitz,  Jeffrey  M 

9004  W Lincoln  Ave 
West  Allis  WI  53227 
(414)  321-2300 

IM*  GE 
Dooley,  John  E 

3070  N 5 1st  St,  #507 
Milwaukee  WI  53210 
(414)  447-6622 

PS* 

Dorman,  David  K 

2323  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  476-8855 

OPH 

Dorn,  Anton  S 

1684  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  271-1580 

PD* 

Dorrington,  Arthur  J 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 
(414)  425-5660 

P 

Dowling,  Jerome  J 

10425  W North  Ave 
#205 

Wauwatosa  WI  53213 
(414)  257-3043 

IM* 

Drayna,  Christopher  J 

324  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  272-6310 

GP 

Dricken,  Hilbert  N 

4837  W Sunnyside  Dr 
Milwaukee  WI  53208 
(414)  774-6816 

P 

Drinka,  Joseph  M 

12000  W Bluemound  Rd 
#209 

Wauwatosa  WI  53226 


IM* 

Driscoll,  Thomas  P 

10125  W North  Ave 
Wauwatosa  WI  53226 
(414)  771-9870 

IM  GS 

Drozewski,  Max  F 
1401 A W Lincoln  Ave 
Milwaukee  WI  53215 


OBG* 

Drvaric,  Emil  J 

3535  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)383-2833 

IM  CD 

Duchelle,  Richard  A 

3070  N 51st  St,  #601 
Milwaukee  WI  53210 
(414)  444-1123 

PM* 

Dudenhoefer,  Paul  A 

1030  Pilgrim  Pkwy 
Elm  Grove  WI  53122 
(414)  786-8885 

PD 

Dunigan,  Thomas  H 

620  Florence  Dr 
Elm  Grove  WI  53122 


NS* 

Dunn,  David  K 

324  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  765-0120 

§ ORS 
Dunst,  Carl  G 

7355  North  Port 
Washington  Rd 
Milwaukee  WI  53217 


PD 

Duquesnoy,  Rudolf 

2315  N Lake  Dr 
Milwaukee  WI  5321 1 


U* 

Durkee,  Charles  T 

2511  N 84th  St 
Wauwatosa  WI  53226 
(414)  476-0430 

OPH* 

Easom,  Harry  A 
2315  N Lake  Dr,  #617 
Milwaukee  WI  5321 1 
(414)  271-7200 

OTO* 

Eby,  Lee  G 

324  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  273-7833 

FP 

Eckstrom,  Philip  T 

3225  Cullen  Dr 
Brookfield  WI  53005 
(414)421-8400 

FP  GP 

Eichenberger,  Charles  R 
1425  E Capitol  Dr 
Milwaukee  WI  53211 
(414)  962-1630 


PD*  NEP 
Eisenberg,  Carl  S L 
3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 
(414)352-3100 

§ FP  IM 
Eisenberg,  Edward 

4416  W Medford  Ave 
Milwaukee  WI  53216 
(414)  444-1726 

GS* 

Ekbom,  Gregory  A 

2300  N Mayfair  Rd,  #845 
Milwaukee  WI  53226 
(414)  453-2121 

GS* 

Elconin,  Arnold  N 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  271-2154 

PS* 

Elias,  Sharon  L 
400  W Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  963-0500 

R*  NM* 

Elson,  Matthew  W 

8901  W Lincoln  Ave 
Milwaukee  WI  53227 
(414)  546-6455 

OM 

End,  Jack  A 

1441  E Goodrich  Ct 
Milwaukee  WI  53217 


PM  D* 

Engel,  Charles  J 
AODA  Treatment  Ctr 
1004  N 10th  St 
Milwaukee  WI  53233 
(414)  271-1965 

PD*  P 
Epstein,  Ely 
3003  W Good  Hope  Rd 
Milwaukee  WI  53209 
(414)  352-3100 

§ GS  OM 
Erbes,  John 

8301  N Allen  Lane 
Milwaukee  WI  53217 


PTH*  CLP*  FOP* 
Erwin,  Chesley  P 
Pathology  Bldg 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5600 

IM 

Esser,  John  H 

700  N Water  St 
Milwaukee  WI  53202 
(414)  273-7994 


D* 

Ethington,  James  E 

2923  W Layton  Ave 
Greenfield  WI  53221 
(414)  281-0712 

IM 

Evans-Gresch,  Elizabeth  A 
POB  512 

Milwaukee  WI  53201 


GS* 

Falecki,  Julian  W 

10125  W North  Ave 
Wauwatosa  WI  53226 


PTH* 

Falsetti,  Frank  P 

2525  S Shore  Dr 
Milwaukee  WI  53207 


R* 

Farley,  George  E 
Dept  of  Radiology 
2400  W Villard  Ave 
Milwaukee  WI  53209 


D* 

Farrell,  Hubert  J 

203  W Suburban  Dr 
Milwaukee  WI  53217 
(414)352-9145 

IM 

Feiges,  Lewis  M 
2400  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)  671-7000 

P* 

Feinsilver,  Donald  L 

507  E Lexington  Blvd 
Milwaukee  WI  53217 
(414)  961-2670 

AN 

Felizmena,  Renato  C 
13320  Commons  Dr 
Lamplighter  Park 
Brookfield  WI  53005 


GP 

Fetherston  Jr,  John  P 

6900  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)  352-0900 

FP* 

Fetherston,  Michael  P 

6900  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)  352-0900 

GP 

Fetherston,  Thomas  J 

6900  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)  352-0900 


OBG* 

Fetherston,  William  C 

POB  339 

Milwaukee  WI  53201 
(414)  225-8175 

AN 

Fick,  Kenneth  R 

1135  Legion  Dr 
Elm  Grove  WI  53122 
(414)786-1300 

TR  R* 

Fidler,  Alan  B 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)649-6420 

OPH* 

Fiedler,  Howard  W 

2300  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)  259-9090 

§ FP* 

Fifrick,  Lloyd  L 

4302  N 104th  St,  #3 
Milwaukee  WI  53222 
(414)  464-1983 

IM  OS 

Filmanowicz,  Edward  V 

3070  N 51st  St 
Milwaukee  WI  53210 


IM 

Fine,  Jacob  M 
100  15th  Ave 
S Milwaukee  WI  53172 


U 

Fine,  Stuart  W 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 


R* 

Finger,  William  A 

323  Crescent  Lane 
Thiensville  WI  53092 
(414)  242-4685 

OBG* 

Finlayson,  William  E 

2003  W Capitol  Dr 
Milwaukee  WI  53206 


OTO* 

Finn,  Charles  J 

10520  North  Port 
Washington  Rd 
Mequon  WI  53092 

P 

Fischer,  Donald  C 

1220  Dewey  Ave 
Wauwatosa  WI  53213 
(414)  258-2600 

GER  IM* 

Fisk,  Albert  A 
POB  342 

Milwaukee  WI  53201 
(414)  289-8342 
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OTO* 

Flanary,  Lawrence  M 

10425  W North  Ave 
Milwaukee  W1  53226 

ORS* 

Flatley,  Thomas  J 

8700  W Wisconsin  Ave 
Milwaukee  W1  53226 
(414)  257-7020 

CDS*  TS*  GS* 
Flemma,  Robert  J 
9800  W Bluemound  Rd 
Milwaukee  W1  53226 
(414)  475-1585 

ORS 

Flesch,  James  R 
7545  North  Port 
Washington  Rd 
Milwaukee  W1  53217 
(414)  351-3500 

FP* 

Flood,  Robert  E 

6900  North  Port 
Washington  Rd 
Milwaukee  W1  53217 
(414)352-0900 

GS* 

Flynn,  George  F 
2015  E Newport  Ave 
#305 

Milwaukee  W1  5321 1 
(414)  961-2226 

D* 

Foerster  Jr,  Harry  R 

400  W Silver  Spring  Dr 
#240 

Milwaukee  WI  53217 
(414)  963-1222 

OBG* 

Foley,  David  V 

2457  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  476-0306 

OBG* 

Fons  Jr,  Jerome  W 

3533  E Ramsey  Ave 
Cudahy  WI  53110 
(414)  769-7070 

IM*  CD 
Forward,  Daniel  J 

7400  Harwood  Ave 
Wauwatosa  WI  53213 
(414)  771-5300 

PD* 

Foster,  Beth  L 

3437  N 53rd  St 
Milwaukee  WI  53216 
(414)  442-2340 

ORS*  IM 
Foster,  Lawrence  L 

890  Elm  Grove  Rd 
Elm  Grove  WI  53122 
(414)786-2875 


IM*  PUD 
Fowler,  Curtis  W 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)964-6646 

OTO* 

Fox,  Meyer  S 
2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-8255 

§ PS*  GS* 
Frackelton,  William  H 

98  Toppin  Dr 

Hilton  Head  Is  SC  29928 

(803)  757-3678 

IM* 

Franke,  Glenn  H 

324  E Wisconsin  Ave 
#1330 

Milwaukee  WI  53202 
(414)  272-6310 

§ OTO 

Frawley,  Donald  D 

9113  Lockland  Ct 
Sun  City  AZ  85351 
(602)  977-0753 

NS* 

Frazin,  Lawrence  J 

161  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  272-3673 

GS 

Freedman,  Milton  S 

1218  W Kilbourn  Ave 
#109 

Milwaukee  WI  53233 
(414)  272-5977 

IM 

Freeman,  Timothy  J 

2212  N 51st  St 
Milwaukee  WI  53208 


IM* 

Fricano,  Salvatore 
3201  S 16th  St 
Milwaukee  WI  53215 


IM*  CD* 
Friedman,  Burton  J 

2040  W Wisconsin  Ave 
#707 

Milwaukee  WI  53233 
(414)  342-8700 

OTO* 

Friedman,  Jerry  E 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-8255 

IM  PYM 
Friedrichs,  Edward  S 

6745  W Wells  St 
Milwaukee  WI  53213 
(414)  453-5870 


U* 

Frisch,  John  G 

3487  N Summit  Ave 
Milwaukee  WI  53211 
(414)  271-4331 

IM*  CD 
Frisch,  Robert  A 

788  N Jefferson  St 
Milwaukee  WI  53202 
(414)  276-1906 

IM* 

Fritz,  Richard  D 

788  N Jefferson  St 
#300 

Milwaukee  WI  53202 
(414)  272-8950 

OBG* 

Fritz,  Robert  J 

3535  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  384-1372 

P* 

Fruth,  Rodney  B 

1 1 1 E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  271-0220 

IM*  PUD* 

Fuh,  Yen  J 

10701  W North  Ave 
#22 

Wauwatosa  WI  53226 
(414)  257-0212 

GP 

Fulton,  James  W 

1429  S 70th  St 
West  Allis  WI  53214 
(414)  476-4106 

GP 

Gabby  Jr,  Samuel  L 

821  E Buttles  Rd 
Milwaukee  WI  53217 
(414)352-8781 

GP  GS 

Gabriel,  Reynaldo  P 

4535  W Loomis  Rd 
Greenfield  WI  53220 
(414)  281-7888 

ORS* 

Gaenslen,  Frederick  G 

1031  N Astor  St 
Milwaukee  WI  53202 
(414)  271-1575 

P* 

Gagrat,  Dinshah  D 

2015  E Newport  Ave 
#302 

Milwaukee  WI  5321 1 
(414)  964-9013 

IM 

Galang  Jr,  Miguel  T 

9000  W Burleigh  St 
Milwaukee  WI  53222 


CD 

Gale,  Henry  H 
2722  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)384-2710 

GER  END  IM* 
Gambert,  Steven  R 

Geriatrics  Section 
5000  W National  Ave 
Wood  WI  53193 
(414)384-2000 

AN 

Gandhi,  Shantilal  K 

Dept  of  Anesthesiology 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


OM 

Gandy,  Theodore  I 

1601  Shasta 
McAllen  TX  78501 
(512)  682-1874 

CD  IM* 

Gani,  Mukhtar  A 

2315  N Lake  Dr,  #603 
Milwaukee  WI  5321 1 
(414)  224-0200 

US 

Garens,  Ralph  W 

2817  N 71st  St 
Milwaukee  WI  53210 


IM  CD 
Garg,  Anil  K 

3238  S 16th  St 
Milwaukee  WI  53215 
(414)643-4343 

FP* 

Garland,  Thomas  F 

Dept/Family  Practice 
2200  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414) 931-1030 

OPH*  OS 
Garner,  Lawrence  L 

939  Coast  Blvd,  #10-E 
La  Jolla  CA  92037 


§ IM* 

Garry,  Mark  W 

2718  N 67th  St 
Milwaukee  WI  53210 
(414)  873-3986 

P N 

Garsha,  Larry  S 
12501  Lakeshore  Dr 
Mequon  WI  53092 


GP  OBG 
Gasparri,  Piero  G 
1 106  E Oklahoma  Ave 
Milwaukee  WI  53207 
(414)  482-4750 


Gavinski,  Mary  Parish 

5322  W Wisconsin  Ave 
#2 

Milwaukee  WI  53208 
(414)  771-7079 

OPH*  OTO 
Gaynon,  Irwin  E 
5067  N Woodburn  St 
Milwaukee  WI  53217 


PD 

Gecht,  Eli  A 

1672  S 9th  St 
Milwaukee  WI  53204 
(414)  383-4700 

FP* 

Geigler,  James  E 
5615  W Hampton  Ave 
Milwaukee  WI  53218 
(414)463-8900 

P CHP 
Geist,  Jack  E 
2350  N Lake  Dr 
Milwaukee  WI  5321 1 


§ GP 

Gendlin,  Nathan  A 

500  W Bradley  Rd,#B115 
Milwaukee  WI  53217 
(414)  352-6474 

EM  FP 

Gennrich,  Joan  M 

10804  W Capitol  Dr 
Milwaukee  WI  53222 
(414)  466-2002 

ORS* 

George,  Konstantine  S 
9400  W Lincoln  Ave 
West  Allis  WI  53227 


EM 

Gerschke,  Gary  L 
2005  Hollyhock  Lane 
Elm  Grove  WI  53122 


PM  IM 

Gettelman,  Sydney  T 

2903  W Oklahoma  Ave 
Milwaukee  WI  53215 


Ghebredughil,  Luul 

5615  W Martin  Dr,  #302 
Milwaukee  WI  53208 


U* 

Gilbert,  Joseph 

1610  N Prospect  Ave 
#1106 

Milwaukee  WI  53202 
(414)  273-3796 

OPH* 

Giller,  Herbert 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-3795 
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OBG 

Gillespie,  Calvin  J 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 


IM* 

Gilson,  Ian  H 

788  N Jefferson  St 
Milwaukee  Wl  53202 
(414)276-1906 

AI* 

Glassner,  David  M 

324  E Wisconsin  Ave 
#900 

Milwaukee  WI  53202 
(414)  271-4204 

PD 

Glasspiegel,  John  S 
2400  W Lincoln  Ave 
Milwaukee  WI  53215 


IM* 

Gleeson,  Robert  K 

720  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  271-1444 

CHP*  PN  PD* 
Glicklich,  Lucille  B 

1610  N Prospect  Ave 
#1202 

Milwaukee  WI  53202 


PDS  GS* 
Glicklich,  Marvin 

759  N Milwaukee  St 
#316 

Milwaukee  W I 53202 
(414)  271-6303 

OBG 

Glienke,  Carl  F 
2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

IM 

Go,  Simplicio  K 
1218  W Kilbourn  Ave 
#214 

Milwaukee  WI  53233 


P 

Goerke,  Robert  F 

1216  N Prospect  Ave 
Milwaukee  WI  53202 


OTO  PS 
Gogan,  Robert  J 

10520  North  Port 
Washington  Rd 
Mequon  WI  53092 
(414)241-8000 

OM  FP* 
Goldberg,  Henry  M 

500  N 19th  St 
Milwaukee  WI  53233 
(414)  931-7600 


GP 

Goldberger,  Esther  W 

1610  N Prospect  Ave 
#802 

Milwaukee  WI  53202 


GS* 

Goldberger,  Robert  J 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-1118 

GS 

Golding,  Jacob  L 

300  E Capitol  Dr 
Milwaukee  WI  53212 


FP* 

Goldman,  Stuart  L 

1834  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-3600 

OPH* 

Goldstein,  Paul  H 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-3795 

OBG 

Gondi,  Jyothi 

1100E  Donges  Ct 
Bayside  WI  53217 


OPH* 

Gonnering,  Russell  S 

2600  N Mayfair  Rd 
#950 

Milwaukee  WI  53226 
(414)  257-0170 

R* 

Gonyo,  James  E 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


FP  DR 

Gonzalez,  Ramon  A 

2120  W Fond  du  Lac  Ave 
Milwaukee  WI  53210 
(414)  344-1120 

IM 

Goodman,  Jay  S 
1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  271-2466 

PM 

Gopal,  Kandavar  M 

20100  Freedom  Ct 
Brookfield  WI  53005 
(414)784-0277 

§ GS 

Gorder,  Arne  C 

13900  W Burleigh  Rd 
Brookfield  WI  53005 
(414)781-7627 


PD* 

Gorenstein,  Leonard 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 

GP 

Graziano,  Samuel  A 

4265  W Fond  du  Lac  Ave 
Milwaukee  WI  53216 
(414)  873-1280 

GP 

Greenberg,  Abraham  I 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


R* 

Greenberg,  Maurice 

Radiation  Department 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5636 

OPH* 

Greenlee,  James  E 
2315  N Lake  Dr,  #615 
Milwaukee  WI  53211 
(414)  765-9977 

P* 

Gregor,  Robert 

1626  N Prospect  Ave 
#2310 

Milwaukee  WI  53202 


EM  PH 

Gremminger,  Roger  A 

929  N Astor  St,  #1608 
Milwaukee  WI  53202 


GS*  VS 

Grieshop,  Joseph  L 

5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)327-3120 

OPH  OTO 
Grimm,  Joseph  J 

921  Vi  Milwaukee  Ave 
S Milwaukee  WI  53172 
(414)  762-3730 

ORS* 

Groh,  James  A 

4036  N 51st  Blvd 
Milwaukee  WI  53216 


R* 

Grossman,  Ronald  E 
620  N 19th  St 
Milwaukee  Wl  53233 
(414)  962-6207 

OTO* 

Grossman,  Thomas  W 
1 1945  W Pioneer  Rd 
Mequon  WI  53092 
(414)  375-1577 

OPH* 

Grossmann,  Erwin  E 

4624  N Ardmore  Ave 
Milwaukee  WI  5321 1 


IM  ON 
Guevara,  Esteban 
2120  W Fond  du  Lac  Ave 
Milwaukee  WI  53206 
(414)  344-1120 

ORS*  OS 
Guhl,  James  F 
5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  545-3550 

§ GP  OS 
Gumerman,  George  J 
Camelot  Gardens 
Unit  6-115 
111311  N 99th  Ave 
Sun  City  AZ  85372 


PD* 

Gupta,  Jagdish  C 

2388  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-3700 

ORS 

Guten,  Gary  N 
Box  1 1-0 

Milwaukee  WI  53201 


OBG* 

Gutglass,  Milton  F 

1218  W Kilbourn  Ave 
#404 

Milwaukee  WI  53233 
(414)  271-8558 

PUD*  IM* 

Guzzetta,  Paul  M 

3070  N 51st  St,  #402 
Milwaukee  WI  53210 
(414)  445-0615 

AN  EM 
Haas,  Richard  A 

1 1 107  N Lake  Shore  Lane 
Mequon  WI  53092 


GYN 

Habeck,  Edgar  A W 

7738  Geralayne  Dr 
Wauwatosa  WI  53213 
(414)  476-8884 

§ GP 
Hall,  Mary  A 

415D  Paseo  Sarta 
Green  Valley  AZ  85614 
(602)  625-8520 

FP* 

Halloran,  William  R 

6900  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)  352-0900 

GP 

Halser  Jr,  Joseph  G 

2445  S Kinnickinnic  Ave 
Milwaukee  WI  53207 
(414)  744-0306 


IM* 

Hamm,  H James 

2315  N Lake  Dr,  #801 
Milwaukee  WI  53211 
(414)  276-2328 

IM 

Hanauer,  Margaret  M 

N1  W25042  North  view  Rd 
Waukesha  WI  53186 


IM* 

Hankwitz,  Paul  E 

2015  E Newport  Ave 
#208 

Milwaukee  WI  53211 
(414)  963-1030 

OM 

Hansen,  Arthur  C 

2565  N 84th  St 
Wauwatosa  WI  53226 


R* 

Hansen,  Raymond  A 

620  N 19th  St 
Milwaukee  WI  53233 
(414)  541-4950 

P PN* 
Hansen,  Steven  V 

1 220  Dewey  Ave 
Wauwatosa  WI  53213 
(414)  258-2600 

GP 

Hansher,  Ervin 

601 1 N Berkeley  Blvd 
Milwaukee  WI  53217 
(414)  963-9010 

PTH*  HEM 
Hanson,  Gerald  A 

Dept  of  Pathology 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6201 

IM*  GE* 

Hanson,  Jerome  T 

10401  W Lincoln  Ave 
Milwaukee  Wl  53227 
(414)  545-7213 

HEM  ON 
Hanson,  John  P 

929  N Astor 
#2202 

Milwaukee  WI  53202 
(414)  545-7213 

OTO* 

Hara,  Kinge 

2901  W Kinnickinnic 
River  Pkwy,  #201 
Milwaukee  Wl  53215 
(414)  543-5200 

IM* 

Hardgrove,  Maurice  A 

7659  N Longview  Dr 
Milwaukee  WI  53209 
(414)  352-4536 
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PHA  OS 

Hardman,  H F (PhD) 

Dept  of  Pharmacology 
POB  26509 
Milwaukee  WI  53226 
(414)  257-8267 

EM 

Hargarten,  Stephen  W 

POB  503 

Milwaukee  WI  53201 


U* 

Harkavy,  Raymond 
8430  W Capitol  Dr 
Milwaukee  WI  53222 
(414)  463-7170 

AI*  PD* 

Harris,  Beryl  A 

8008  W Capitol  Dr 
Milwaukee  WI  53222 
(414)  463-6640 

OPH* 

Harris,  Gerald  J 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5055 

ON*  IM* 

Hart,  Ronald  D 

10401  W Lincoln  Ave 
Milwaukee  WI  53227 
(414)  545-7213 

ORS* 

Haskell,  David  S 

2323  N Mayfair  Rd 
#310 

Milwaukee  WI  53226 
(414)  771-7300 

GP 

Haug, John  F 

2809  N 46th  St 
Milwaukee  WI  53210 
(414)  445-3738 

GS 

Haugh  Jr,  John  J 

3970  N Oakland  Ave 
#702 

Milwaukee  WI  5321 1 


IM 

Hauser,  Richard  L 

3365  N Lake  Dr 
Milwaukee  WI  5321 1 


§ GP 

Haushalter,  Lester  E 

1210  Indianwood  Dr 
Brookfield  WI  53005 
(414)782-7677 

P* 

Hay,  Donald  P 

2015  E Newport  Ave 
#302 

Milwaukee  WI  5321 1 
(414)  964-9013 


PYA  P* 

Headlee,  Raymond 

12505  Greemor  Dr 
Elm  Grove  WI  53122 
(414) 782-6480 

Heighway,  John  S 
1366  N 65th  St 
Wauwatosa  WI  53213 


GS* 

Heinzelmann,  Conrad  M 

10425  W North  Ave 
#210 

Wauwatosa  WI  53226 
(414) 257-1755 

AN 

Heilman,  Daniel  R 

7405  N Braeburn  Lane 
Milwaukee  WI  53209 

NS* 

Hemmy,  David  C 

Dept  of  Neurosurgery 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-4846 

GS* 

Henry,  Lyle  G 
2015  E Newport  Ave 
#305 

Milwaukee  WI  5321 1 
(414)  961-2120 

AN* 

Henschel,  Ann  Bardeen- 

412  N Lake  Rd 
Oconomowoc  WI  53066 
(414)  567-3645 

GP 

Hermann,  Alford  H 

901  W Green  Tree  Rd 
Milwaukee  WI  53217 


GS* 

Herrington,  Jack  K 

5631  W Lincoln  Ave 
POB  19892 A 
West  Allis  WI  53219 
(414)  545-1090 

OS 

Herrington,  Roland  E 

5200  S Tuckaway  Blvd 
C-250 

Greenfield  WI  53221 


D 

Herszenson,  Sidney 
6114  W Capitol  Dr 
#201 

Milwaukee  WI  53216 


AN 

Hert  Jr,  Robert  C 

11000  W Park  Hill  Ave 
Wauwatosa  WI  53226 


CD  IM* 

Hess,  Timothy  R 

3070  N 51st  St,  #601 
Milwaukee  WI  53210 
(414)444-1123 

US 

Hettwer,  Rose  A Kriz- 

10  Ridge  Rd 
Rumson  NJ  07760 


ORS* 

Hickey  Jr,  C Hugh 

7545  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)  351-3500 

§ AN 
High,  Anne  L 

5422  N Iroquois  Ave 
Milwaukee  WI  53217 


§ OTO* 

High  Jr,  Howard  C 

5422  N Iroquois  Ave 
Milwaukee  WI  53217 
(414)  962-4736 

D* 

Higley,  Richard  A 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  258-7530 

OBG* 

Hilrich,  Nathan  M 

940  N 23  rd  St 
Milwaukee  WI  53233 
(414)  933-6666 

Hilzinger,  Reinhardt  G 

10308  W Bluemound  Rd 
#120 

Wauwatosa  WI  53226 


AN* 

Himes,  Joseph 

100  W Indian  Creek  Ct 
Milwaukee  WI  53217 
(414)  352-2451 

R* 

Hinson,  Robert  E 

9475  N Fairway  Cir 
Milwaukee  WI  53217 
(414)  352-4867 

§ OBG 

Hipke,  Malcolm  M 

924  E Juneau  Ave 
Milwaukee  WI  53202 
(414)  271-7194 

IM* 

Hirsch,  Erwin  O 

POB  26509 
Milwaukee  WI  53226 
(414)  257-8288 

A*  IM* 

Hirsch,  S Roger 
58 10  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  546-1110 


§ IM* 

Hirschboeck,  John  S 

9301  N 76th  St,  #240 
Milwaukee  WI  53223 


OPH* 

Hitz,  John  B 

32265  W Oakland  Rd 
Nashotah  WI  53058 

NA*  PTH*  N* 
Ho,  Khang-Cheng 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6210 

N* 

Hodach,  Richard  J 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 


U* 

Hodgson,  Norman  B 

2600  N Mayfair  Rd 
#545 

Milwaukee  WI  53226 
(414)  476-0430 

TS  CDS  GS* 

Hoffman  Jr,  James  F 

620  N 19th  St,  #406-408 
Milwaukee  WI  53233 


OBG* 

Hofmeister,  Frederick  J 

10425  W North  Ave 
#226 

Wauwatosa  WI  53226 
(414)774-9322 

HS  PS* 

Hogan,  John  P 

2300  N Mayfair  Rd 
#950 

Milwaukee  WI  53226 
(414)  259-9000 

§ IM* 

Holbrook,  Arthur  A 

1633  Boathouse  Cir  H232 
Sarasota  FL  33581 
(414)332-4315 

§ FP 

Hollenbeck,  Stanley  W 

1 1957  W Appleton  Ave 
Milwaukee  WI  53224 
(414)  353-3808 

IM*  PTH*  CLP* 
Hollister,  Winston  N 

5000  W Chambers  St 
Milwaukee  WI  53210 
(414)  447-2271 

P* 

Holt,  Robert  E 

8700  W Wisconsin  Ave 
POB  175 

Milwaukee  WI  53226 
(414)257-5284 


PD* 

Hornsey,  James  J 

5854  S Packard  Ave 
Cudahy WI 53110 
(414)  769-9040 

OBG* 

Hoogerland,  David  L 

2320  N Lake  Dr,  POB  339 
Milwaukee  WI  53201 
(414)  225-8175 

OTO* 

Horwitz,  S Fredric 

10520  North  Port 
Washington  Rd 
Mequon  WI  53092 
(414)  241-8000 

U* 

Hotter,  John  T 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  258-2640 

ORS* 

House  Jr,  Jerome  W 

4036  N 51st  Blvd 
Milwaukee  WI  53216 


GYN  OBG* 

Hovis  Jr,  William  F 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)961-7377 

AN* 

Howards,  Lawrence  A 

2305  W Woodbury  Lane 
Milwaukee  WI  53209 
(414)  352-4235 

PD* 

Howell,  Jacqueline  C 

8200  N Teutonia  Ave 
Milwaukee  WI  53209 
(414)354-3540 

IM*  CD 
Hughes,  George  R 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  963-1030 

OPH* 

Hughes,  Jack  L 

2500  N Mayfair  Rd 
#607 

Wauwatosa  WI  53226 
(414)  259-1930 

ORS  OS 

Huizenga,  Bernard  A 

14895  San  Raphael  Dr 
Brookfield  WI  53005 


P 

Hunkel,  Victor  H 

9009  W Clarke  St 
Milwaukee  WI  53226 


MILWAUKEE— 47 


PD 

Hunt,  Sally  G 

8653  North  Port 
Washington  Rd 
Milwaukee  WI  53217 
(414)  228-1140 

AN* 

Hur,  Su-Ryong 

409  E Lexington  Blvd 
Whitefish  Bay  Wl  53217 
(414)  263-8000 

P*  OS 

Hurley,  Janies  R 

13950  Adelaide  Lane 
Brookfield  WI  53005 
(414)  784-2719 

GS* 

Hurley,  John  D 

610  N 19th  St 
Milwaukee  WI  53233 
(414)  933-5066 

PTH  CLP* 

Hussey,  Clara  V 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6318 

ORS* 

Hussussian,  Jacques 
2315  N Lake  Dr 
Milwaukee  WI  53211 
(414)  272-0280 

IM* 

Huston,  Erwin  S 

231  W Michigan  St 
Milwaukee  WI  53203 
(414)  277-2840 

US 

Huth,  Elmore  P 

1471  Lemon  Bay  Dr 
Englewood  FL  33533 
(813)474-1665 

OPH* 

Hyndiuk,  Robert  A 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


R* 

Ibach,  Harold  F 

2400  W Villard  Ave 
Milwaukee  WI  53209 
(414)  263-8108 

P 

Imp,  John  F 

7632  W Lisbon  Ave 
Milwaukee  WI  53222 
(414)  442-8070 

GS 

Inden,  Ronald  T 

14745  Watertown  PI  Rd 
Elm  Grove  WI  53122 


N P 

Ives,  Donald  G 
409  E Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  962-3333 


FP* 

Jachowicz,  Robert  B 

6080  S 108th  St 
Hales  Corners  WI  53130 
(414)  425-5566 

P*  CHP* 

Jackson,  E Basil 
2130  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  258-9222 

ORS* 

Jacobs,  Paul  A 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  276-6000 

U 

Jacobsohn,  Harold  A 

5656  S Packard  Ave 

#202 

Cudahy  WI  53110 


OBG* 

Jacobson,  Foster  J 
1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  271-2109 

IM*  OS 

Jacobson,  Mitchell  M 

788  N Jefferson  St 
Milwaukee  WI  53202 
(414)  276-1906 

OBG 

Jaekels,  Michael  T 

5631  N Mohawk  Rd 
Milwaukee  WI  53217 
(414)  964-7600 

IM*  PUD 
Jahn,  Richard  P 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-3010 

CD  IM* 

Jain,  Dharam  P 

2388  N Lake  Dr 
Milwaukee  WI  53211 


GS* 

Jan,  Mazhar  U L 

4379  S Howell  Ave 
Milwaukee  WI  53207 


P 

Jansen,  Ruth  L Kramer 

POB  27272 
Milwaukee  WI  53227 
(414)  543-7744 

§ P*  N 
Jefferson,  Roland  A 

105  Alameda  Padre  Serra 
Santa  Barbara  CA  93103 


§ GP 

Jelenchick,  Erwin  J 

3810  N 85th  St 
Milwaukee  WI  53222 
(414)786-0494 


P N PN* 

Jenk,  Lloyd  F 

2500  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)  774-7833 

OBG* 

Jennings,  Thomas  F 

2400  S 90th  St,  #210 
West  Allis  WI  53227 


AN* 

Jennison,  Marshall  R 

2545  Maple  Hill  Lane 
Brookfield  WI  53005 


IM  US 

Jermain,  Louis  F 

6745  W Wells  St 
Milwaukee  WI  53213 
(414)453-5870 

IM*  CD 

Jermain,  William  M 

5360  N Diversey  Blvd 
Milwaukee  WI  53217 
(414)354-3544 

CRS 

Johnson,  Hobart  W 

1840  N Prospect  Ave 

mi 

Milwaukee  WI  53202 


§ ORS* 

Johnson,  J Howard 

10418  Bright  Angel  Cir 
Sun  City  AZ  85351 


FP 

Johnson,  Martin  G 

908  S Milwaukee  Ave 
S Milwaukee  WI  53172 


ORS* 

Johnson,  Roger  P 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5467 

PD 

Johnson,  Ronald  C 

851 1 W Lincoln  Ave 
Milwaukee  Wl  53227 
(414)  543-8860 

GS*  TS 

Johnson,  W Dudley 

3112  W Highland  Blvd 
Milwaukee  WI  53208 
(414)  931-0020 

TS*  CDS  GS* 
Johnston,  Michael  R 

2315  N Lake  Dr,  #819 
Milwaukee  WI  5321  1 
(414)  272-5893 

Johnstone,  Michael  F 

2518  N Lake  Dr,  #1 
Milwaukee  WI  5321 1 


PDS  GS* 
Jona,  Juda  Z 

759  N Milwaukee  St 
#316 

Milwaukee  WI  53202 


P PN* 
Josephson,  Morton 

1220  Dewey  Ave 
Wauwatosa  WI  53213 


IM* 

Junkerman,  Charles  L 

9200  W Wisconsin  Ave 
Milwaukee  Wl  53226 
(414)259-3060 

IM 

Jurczyk,  Willi  G 

4263  W Fond  du  Lac  Ave 
Milwaukee  WI  53216 
(414)  442-5528 

OPH* 

Jurevics,  Ingrid  E 

17050  W North  Ave 
Brookfield  WI  53005 
(414)786-0240 

§ PUD 

Jurgens,  George  H 
2520  N 97th  St 
Wauwatosa  WI  53226 


GS* 

Jurishica,  August  J 

9425  W Hadley  St 
Milwaukee  Wl  53222 
(414)  258-7733 

TS  GS* 

Just,  John  F 

2300  N Mayfair  Rd 
Wauwatosa  WI  53226 


NS* 

Kagen,  Allan  E 

759  N Milwaukee  St 
Milwaukee  WI  53202 
(414)  273-670b 

ORS* 

Kagen,  Louis 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  276-6000 

FP 

Kah,  William  W 

7712  W Burleigh  St 
Milwaukee  WI  53222 
(414)  445-8016 

IM*  ON*  HEM 
Kallas,  Gerald  J 

2315  N Lake  Dr,  #1005 
Milwaukee  WI  5321 1 
(414)  278-8290 

P*  CHP* 
Kalogjera,  Ikar  J 
1 220  Dewey  Ave 
Milwaukee  WI  53213 
(414)  258-2600 


TS* 

Kalush,  Samuel  L 

2300  N Mayfair  Rd,  #945 
Milwaukee  WI  53226 
(414)257-2200 

CDS  TS*  GS* 
Kamath,  M Laxman 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  272-5700 

CD  IM* 
Kamper,  David  G 

324  E Wisconsin  Ave 
#1330 

Milwaukee  Wl  53202 
(414)  272-6310 

AN* 

Kampine,  John  P 

5000  W National  Ave 
Wood  WI  53193 


IM 

Kane,  Richard  S 

1218  W Kilbourn  Ave 
#501 

Milwaukee  WI  53233 
(414)  276-8828 

IM*  GE* 

Kanin,  Harry  J 

1218  W Kilbourn  Ave 
#217 

Milwaukee  WI  53233 
(414)  272-5966 

Kapsos,  Philip  J 

5188  Lilac  Lane 
Greendale  WI  53129 


ABS  GS* 

Karen,  Robert 

3501  W Greenfield  Ave 
Milwaukee  WI  53215 
(414)671-1500 

A* 

Karlin,  Henry  R 

8635  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  545-2220 

R* 

Karnes,  Mack  A 

5900  S Lake  Dr 
Cudahy WI 53110 


AN 

Karos,  Michael  G 

2825  N Mayfair  Rd 
Milwaukee  WI  53222 


N* 

Kashnig,  David  M 

400  W Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  963-1115 

NM* 

Kasner,  Joseph  R 

620  N 19th  St 
Milwaukee  WI  53233 
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OPH* 

Kastelic,  Robert 

3631  W Oklahoma  Ave 
Milwaukee  W1  53215 
(414)645-0344 

PUD*  IM* 
Katzoff,  Michael  N 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 


GS* 

Kauffman,  H Myron 

14405  Juneau  Blvd 
Elm  Grove  WI  53122 


GP 

Kaufman,  Lawrence  W 

3821  S Howell  Ave 
Milwaukee  WI  53207 
(414)  744-6589 

P* 

Kaunas,  Roman  R 

2303  N 39th  St 
Milwaukee  WI  53210 
(414)  449-9229 

GP  GS 
Kay,  Eugene  M 
73-020  Homestead  Rd 
Palm  Desert  CA  92260 
(714)  346-4194 

ORS 

Keane,  Sean  P 
1545  S Layton  Blvd 
Milwaukee  WI  53215 
(414)384-1641 

U* 

Kearns,  John  W 

2015  E Newport  Ave,  #207 
Milwaukee  WI  5321 1 
(414)  961-7323 

IM 

Kebbekus,  Robert  A 

81 1 E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  278-7142 

R IM* 

Kehoe,  Michael  E 

1060  Hawthorne  Ridge 
Waukesha  WI  53186 


AN* 

Kelble,  John  A 

201  E Fox  Dale  Rd 
Milwaukee  WI  53217 
(414)352-2917 

GS*  CHS 
Kelley,  William  B 

6001  W Center  St 
Milwaukee  WI  53210 
(414)  442-1380 

US  PD* 
Kelly,  George  F 
c/o  Chaparral  House 
1309  Allston  Way 
Berkeley  CA  94702 


IM* 

Kennedy,  Brian  W 

10425  W North  Ave 
Milwaukee  WI  53226 
(414)  771-1361 

PD* 

Kenwood,  Stanley  N 
6 1 50  W Floral  Lane 
Milwaukee  WI  53223 
(414)354-7777 

OPH* 

Keskey,  Charles  W 
3100  S 37th  St 
Milwaukee  WI  53215 
(414)383-9390 

GS 

Ketterhagen,  James  P 

8895  Cavalier  Dr 
Cincinnati  OH  45231 
(513)522-1961 

AN 

Kevich,  Nevenka  T 
1270  N Lake  Shore  Rd 
Grafton  WI  53024 

OTO* 

Kidder,  Thomas  M 

2901  W Kinnickinnic 
Pkwy,  #201 
Milwaukee  WI  53215 
(414)649-3900 

AN* 

Kim,  Joseph  M 

9997  W Greenwood  Terr 
Milwaukee  WI  53224 
(414)  447-2000 

AN* 

Kim,  Kuang  S 

12310  N Lake  Shore  Dr 
Thiensville  WI  53092 


DR*  GS 
Kim,  Yong  W 

14850  Westover  Rd 
Elm  Grove  WI  53122 
(414)  225-8166 

OM  OS 
Kind  wall,  Eric  P 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)647-6577 

P PN* 
Kindwall,  Josef  A 

1840  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  291-9674 

King,  Bryan  H 

6766  San  Arturo  Cir 
Buena  Park  CA  90620 


IM  CD 
King,  James  F 

5810  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  546-2505 


§ U 

King,  James  J 

6507  Betsy  Ross  PI 
Milwaukee  WI  53213 
(414)  476-7382 

Kinney,  Thomas  E 

2218  N Summit  Ave 
#102 

Milwaukee  WI  53202 


R 

Kinsfogel,  Edward  R 

2400  W Villard  Ave 
Milwaukee  WI  53209 


GS* 

Kiselow,  Mark  C 

2300  N Mayfair  Rd,  #755 
Milwaukee  WI  53226 
(414)  259-1220 

OPH* 

Kissling,  Arthur  C 

2300  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)  259-9090 

CRS 

Klamecki,  Bernard  J 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)643-1882 

AN 

Klamik,  James  G 
1 155  Woodland  Ave 
Elm  Grove  WI  53122 
(414)  784-0759 

AN 

Klees,  Vanna  M 

2825  N Mayfair  Rd 
Milwaukee  WI  53226 


FP* 

Klehm,  David  H 

6901  W Edgerton 
Milwaukee  WI  53220 
(414)  421-8400 

IM* 

Klein,  Morris 

330  W Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  962-0200 

OTO* 

Kleiner,  Harvey 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-8255 

IM 

Kleinerman,  Leonard  B 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)  671-7000 

CDS*  TS*  GS* 
Kleinman,  Leonard  H 

9800  W Bluemound  Rd 
Milwaukee  WI  53226 
(414)  475-1585 


GP 

Kleis,  William  J 

9609  Ridge  Blvd 
Wauwatosa  WI  53226 
(414)  774-5183 

OBG* 

Klieger,  Jack  A 
4388  W Burleigh 
Milwaukee  WI  53210 
(414)  445-7400 

AN* 

Klingbeil,  Robert  E 

12750  Green  Meadow  PI 
Elm  Grove  WI  53122 
(414)  782-7069 

IM*  END 
Klink,  Douglas  D 

324  E Wisconsin  Ave 
#1330 

Milwaukee  WI  53202 
(414)  272-6310 

PS*  GS 
Kloehn,  Ralph  A 

2323  N Mayfair  Rd,  #503 
Milwaukee  WI  53226 
(414)  476-8855 

IM 

Kloehn,  Roger  W 

2388  N Lake  Dr 
Milwaukee  WI  53211 


DR  R* 

Knechtges,  Thomas  E 
2900  W Oklahoma  Ave 
Milwaukee  WI  53215 


P 

Kniaz,  Albert 

316  E Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  964-2727 

IM*  NEP*  FP* 
Kochar,  Mahendr  S 

VA  Hospital  14A 
Wood  WI  53139 
(414)  643-1530 

GER  GP 
Kocovsky,  Clarence  J 
2307  N 49th  St 
Milwaukee  WI  53210 
(414)  444-0280 

PTH* 

Koenig,  Robert  R 

2025  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-3300 

TS  GS* 

Koepke,  Donald  E 

2300  N Mayfair  Rd 
Milwaukee  WI  53226 


OBG* 

Koh,  Charles  H 

2315  N Lake  Dr 
Milwaukee  WI  53211 
(414)  289-9668 


AN 

Koh,  Tong  Chui 

125  Stockton  Ct 
Brookfield  WI  53005 


GP 

Kohler,  Sidney  H 

4527  W Center  St 
Milwaukee  WI  53206 
(414)  871-4455 

ORS* 

Kohn,  Harvey  S 
Box  11-0 

Milwaukee  WI  53201 
(414)  933-2200 

PTH* 

Komorowski,  Richard  A 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6201 

OBG* 

Korducki,  Stanley  A 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)  545-5797 

HS  PS* 

Korkos,  George  J 

2300  N Mayfair  Rd,  #950 
Milwaukee  WI  53226 
(414)259-9000 

IM 

Kottke,  Merlin  A 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)  645-4240 

PD*  NPM* 
Kowalski,  Thomas  H 

5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  545-4320 

OBG* 

Kozina,  Thomas  J 

3237  S 16th  St 
Milwaukee  WI  53215 
(414)  647-5115 

GE  IM* 

Kozlov,  Nicholas  A 
788  N Jefferson  St 
Milwaukee  WI  53202 
(414)  276-1906 

GP  PTH* 
Krautkramer,  Ronald 

4456  S 35th  St 
Greenfield  WI  53221 
(414)  545-1111 

§ GS 

Kretchmar,  Louis  H 

2821  E Menlo  Blvd 
Milwaukee  WI  5321 1 
(414)  963-2092 

AN* 

Krishnaney,  Ashok  K R 

12016  W Verona  Ct 
West  Allis  WI  53227 
(414)  543-5315 
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P 

Kropp,  August  D 

10521  W Forest  Home  Ave 
Hales  Corners  WI  53130 


ORS* 

Krug,  Alvin  K 

9400  W Lincoln 
West  Allis  Wl  53227 
(414)  321-2255 

PH  GPM* 
krumbiegel,  Edward  R 

3410  Gulf  Shore  Blvd  N 
Naples  FL  33940 
(813)261-3159 

IM* 

Krumenaeher,  Frederick  P 

1720  E Lake  Bluff  Rd 
Milwaukee  WI  53209 
(414)  964-0040 

ORS* 

Kubly,  Michael  C 

2040  W Wisconsin  Ave 
Milwaukee  Wl  53233 
(414)  933-8150 

GP 

Kuglitsch,  Ervin  F 

5600  Euston  St 
GreendaleWI  53129 
(414)  425-0104 

OBG 

Kuhn,  Michael  J 

9555  Harding  Blvd 
Milwaukee  Wl  53226 

FP 

Kuhr,  Gregory  J 

81 17  W Oklahoma  Ave 
Milwaukee  WI  53219 


ORS* 

Kulkarni,  Vijay  V 

2315  N Lake  Dr,  #711 
Milwaukee  WI  5321 1 
(414)  289-0360 

GP 

Kult,  Anthony  S 

9896  W Argonne  Dr 
Wauwatosa  WI  53222 
(414)  445-1514 

EM 

Kumar,  R Pramod 

15275  Hidden  Glen  Ct 
Elm  Grove  WI  53122 
(414)  481-9494 

IM*  PUD* 
Kumar,  Ullattil  N 

8842  Garden  Lane 
GreendaleWI  53129 
(414)  481-9494 

§ GP  IM 
Kusterman,  Alois  F 

5635  W Auer  Ave 
Milwaukee  WI  53216 


GP 

Kustermann,  John  A 

300  Ala  Moana  Blvd 
POB  50266 
Honolulu  HI  96850 
(808)546-8321 

IM*  CD 
Kutter,  Ursula 

2315  N Lake  Dr,  #703 
Milwaukee  WI  5321 1 
(414)  271-7177 

GP 

Kuzdas,  James  R 

8410  W Cleveland  Ave 
West  Allis  WI  53227 
(414)  321-3450 

PTH*  CLP* 
Kuzma,  Joseph  F 

1115  Honey  Creek  Pkwy 
Wauwatosa  W I 53213 
(414)  258-1765 

OPH* 

Kwasny,  Gregory  P 
2300  N Mayfair  Rd 
Milwaukee  WI  53226 


IM*  CD 

La  Bissoniere,  Paul  G 

10425  W North  Ave 
Milwaukee  WI  53226 
(414)  771-1361 

PTH* 

La  Fond,  David  J 

2200  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  344-8800 

AN* 

Lameka  Jr,  Peter 

7930  W Edgerton  Ave 
GreendaleWI  53129 
(414)  281-5950 

P PN* 
Landis,  Charles  W 
2350  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-5555 

ORS 

Laney,  William  H 

2600  N Mayfair  Rd 
Milwaukee  WI  53226 


PTH*  CLP*  BLB* 
Lang,  Gordon  E 

2323  N Lake  Dr,  POB  503 
Milwaukee  WI  53201 
(414)  225-8107 

§ PTH*  CLP* 

Lang, Jean  L 

5 1 24  N Ardmore  Ave 
Whitefish  Bay  WI  53217 
(414)963-9951 

IM* 

Lange,  George  M 
1200  W Green  Tree  Rd 
Milwaukee  WI  53217 
(414)  464-4680 


OBG* 

Larkey,  Jay  A 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)  671-7000 

IM 

Larson,  Lawrence  S 

3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 


NS* 

Larson,  Sanford  J 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5407 

D* 

Laubenheimer,  Roger  E 

324  E Wisconsin  Ave 
Milwaukee  WI  53005 
(414)  271-2721 

§ IM*  AI* 

Lee,  Howard  J 

924  E Juneau  Ave,  #824 
Milwaukee  Wl  53202 


§ GP 
Lee,  Paul  A 

131  Spring  St 
Santa  Cruz  CA  95060 


OTO*  OPH* 

Lehman,  Roger  H 

5000  W National  Ave 
Wood  WI  53139 
(414)384-2000 

IM*  NEP* 

Lemann  Jr,  Jacob 

9200  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  259-3070 

IM* 

Lennon,  Edward  J 

8701  Watertown  Plank  Rd 
Milwaukee  WI  53226 
(414)  257-8213 

CD  TS  GS* 

Lepley  Jr,  Derward 

9800  W Bluemound  Rd 
Milwaukee  WI  53226 
(414)  475-1585 

IM* 

Lerner,  Neil  A 

4372  N Alpine  Ave 
Shorewood  WI  5321 1 
(414)  321-4343 

OPH* 

Lernor,  Richard  E 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-3795 

OPH* 

Levenson,  Ernest 
12247  W Verona  Ct 
West  Allis  W I 53227 
(414)645-5180 


D* 

Levenson, Ina  G 
201  l-10th  Ave 
S Milwaukee  WI  53172 
(414)  764-7050 

AN* 

Leverenz,  Richard  L 

6300  N Port  Washington 
Rd 

Milwaukee  WI  53217 
(414)  332-8230 

NS* 

Levin,  Jules  D 

161  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  272-3673 

OPH 

Levin,  Marc  R 

9136  W Michigan  St 
Milwaukee  WI  53226 


PS* 

Levy,  Donald  M 
400  W Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  963-0500 

IM*  PUD* 

Levy,  Stuart  A 

9509  N Wakefield  Ct 
Milwaukee  WI  53217 
(414)  649-6572 

R* 

Lichty,  James  E 

2025  E Newport  Ave 
Milwaukee  WI  5321 1 


R 

Liddle  Jr,  Clifford 

3237  S 16th  St 
Milwaukee  WI  53215 
(414)647-5132 

IM  NM* 
Lieberthal,  Alan  S 

Clinical  Medicine 
1218  W Kilbourn  Ave 
Milwaukee  WI  53233 


IM 

Liefert,  Karl  A 

364-G  Park  Hill  Dr 
Pewaukee  WI  53072 
(414)961-9087 

§ AM  OTO* 
Light,  George 
Sage  Nursing  Home 
9632  W Appleton  Ave 
Milwaukee  WI  53225 


§ GS* 

Lillie,  Richard  H 

81 1 E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  273-6717 

AN 

Lim,  Robert  A 

17510  Sierra  Lane 
Brookfield  WI  53005 


IM*  GE* 
Lindert,  Merlyn  C F 

6745  W Wells  St 
Milwaukee  WI  53213 
(414)453-5870 

FP* 

Lindorfer,  Donald  B 

2400  W Villard  Ave 
Milwaukee  WI  53209 
(414)  263-8191 

GS 

Linn,  Anthony  J 

2388  N Lake  Dr 
Milwaukee  WI  5321 1 


OBG* 

Linn,  John  C 

2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

DR  R* 

Lipchik,  Elliot  O 

Dept  of  Radiology 
950  N 12th  St 
Milwaukee  WI  53233 
(414)  289-8015 

PTH* 

Lipo,  Robert  F 

Drawer  1 1 -0 
Milwaukee  WI  53201 
(414)937-2166 

R* 

Lipscomb,  Charles  R 
1580  Highland  Dr 
Elm  Grove  Wl  53122 


IM 

Litzow,  John  R 

6745  W Wells  St 
Milwaukee  WI  53213 
(414)  453-8870 

PD 

Liu,  Cheng-Chi 

4666  S 35th  St 
Greenfield  W I 53221 
(414)281-0400 

IM 

Lo,  Romeo  C 

2040  W Wisconsin  Ave 
#780 

Milwaukee  WI  53233 


R* 

Locher,  Charles  J 

4217  N Lake  Dr 
Milwaukee  WI  5321 1 


FP 

Lillich,  David  W 

5346  N Santa  Monica  Blvd 
Whitefish  Bay  WI  53217 
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PS  GS* 

Loewenstein,  Paul  W 

2300  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  259-9000 

IM* 

Longe,  William  G 

2400  S 90th  St 
#306 

Milwaukee  WI  53227 
(414)327-3500 

PM* 

Lopez,  Basilio  F 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-4161 

P PN* 
Lorton,  William  L 

2315  N Lake  Dr,  #719 
Milwaukee  WI  53211 
(414)  347-1711 

AN 

Louthan,  Benjamin  W 

2828  N 122nd  St 
Wauwatosa  WI  53222 
(414)  476-0668 

OBG* 

Lovett,  Myron  N 
1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  271-2347 

IM 

Lubar,  Sidney 

700  N Water  St 
Milwaukee  WI  53202 
(414)  272-1393 

FP 

Lubsey,  Vincent  G 
POB  11-0 

Milwaukee  WI  53201 


P 

Luck,  Allan 

6807  Reynard  Rd 
Milwaukee  WI  53217 
(414)  342-9100 

R*  P 

Luckey,  William  T 

1545  W Spruce  Ct 
River  Hills  WI  53217 
(414)351-4034 

CD*  IM* 

Lustok,  Mischa  J 

1218  W Kilbourn  Ave 
#204 

Milwaukee  WI  53233 
(414)  273-7368 

PS 

Luy,  Jerome  J 

400  W Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  963-0500 

PD*  OS 

Mabini  Jr,  Francisco  M 

5790  Glen  Flora  Dr 
Greendale  WI  53129 


GS 

Macachor,  Jesus  D 
1135  Ridgeway  Rd 
Brookfield  WI  53005 


U* 

MacGillis,  Alex  J 

2500  N Mayfair  Rd,  #601 
Wauwatosa  WI  53226 
(414)  258-2640 

P 

Machi,  Anthony  T 

2664  N Summit  Ave 
Milwaukee  WI  5321 1 


OBG* 

Machinton,  Stephen 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)  671-7000 

IM*  PUD* 

Madden,  Robert  F 

8430  W Capitol  Dr 
Milwaukee  WI  53222 
(414)  461-5355 

R* 

Maddison,  Frank  E 

Radiology  Dept 
POB  503 

Milwaukee  WI  53201 
(414)  225-8166 

PTH* 

Madiedo,  Gonzalo 

Dept  of  Pathology 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6201 

IM* 

Madison,  Frederick  W 

788  N Jefferson  St,  #300 
Milwaukee  WI  53202 
(414)  272-8950 

OBG* 

Mahato,  Prem  P 

2388  N Lake  Dr 
Milwaukee  WI  53211 


IM*  CD 
Maleki,  Massoud 

3201  S 16th  St 
Milwaukee  WI  53215 


PTH* 

Malik,  Mohammad  I 

Pathology  Dept 
2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)649-7336 

IM*  END 
Mallin,  Sanford  R 

788  N Jefferson  St 
Milwaukee  WI  53202 
(414)  276-1906 


OPH* 

Malloy,  David  J 

9215  W Center  St 
Milwaukee  WI  53222 
(414)  774-2630 

GS* 

Malloy,  Thomas  G 
9215  W Center  St 
Milwaukee  WI  53222 
(414)774-2630 

FP 

Malone,  John  A 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)  645-2785 

PM*  CHP 
Maly,  Betty  Joan 

9001  W Watertown  PI  Rd 
Milwaukee  WI  53226 
(414)  259-1414 

GS*  DR* 

Manago,  Joseph  A 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  649-6424 

CD  IM* 

Manley,  John  C 

5810  W Oklahoma  Ave 
Milwaukee  WI  53219 


GS* 

Mann,  Robert  W 

3533  E Ramsey  Ave 
Cudahy  WI  53 110 
(414)  769-6600 

AN* 

Maranan,  Isidro  L 

6890  N Beech  Tree  Dr 
Milwaukee  WI  53209 
(414)352-8166 

GP  IM 

Marcich,  Zivko  P 

4716  S Packard  Ave 
Cudahy WI 53110 
(414)  483-7271 

PUD* 

Margolis,  Irwin 

6500  N Atwahl 
Milwaukee  WI  53209 


OBG* 

Marino,  Rita  M 

81 1 E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  273-1850 

§ R DR* 

Marks,  Jerome  L 

2870  Luciernaga  St 
Carlsbad  CA  92008 
(619)  438-7811 

P 

Markson,  John  W 

2266  N Prospect  Ave,  #601 
Milwaukee  WI  53202 


D* 

Markson,  Leonard  S 

161  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  271-9488 

OBG* 

Martens,  William  E 

10425  W North  Ave,  #226 
Wauwatosa  WI  53226 
(414)  774-9322 

§ GS* 

Martin,  Albert  G 

5619  Cape  Leyte  Dr 
Sarasota  FL  33581 
(813)  349-3183 

OBG* 

Massart,  John  J 

3070  N 51st  St 
Milwaukee  WI  53210 
(414)  442-4800 

AN* 

Mateicka,  William  E 

12605  Gremoor  Dr 
Elm  Grove  WI  53122 


IM*  PUD 
Mathai,  George 

13450  Dunwoody  Dr 
Elm  Grove  WI  53122 
(414)  481-9494 

OBG* 

Mathews,  Richard  J 

2388  N Lake  Dr 
Milwaukee  WI  5321 1 


OBG*  GON* 

Mattingly,  Richard  F 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5323 

PTH* 

May,  James  E 

2025  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-3917 

OTO* 

Mayhew,  Duane  G 

2105  E Newport  Ave 
#309 

Milwaukee  WI  5321 1 
(414)  961-1550 

OM*  GP 
Mavr,  James  F 
3814  S 56th  St 
Greenfield  WI  53220 
(414)  321-1201 

ORS* 

McCabe,  John  O’D 

2600  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  257-2525 

ORS* 

McCabe,  Robert  W 

2323  N Mayfair  Rd,#310 
Milwaukee  WI  53226 


P 

McCarthy,  Nanette  M 

5215  N Ironwood  Rd 
#108 

Glendale  WI  53217 
(414)  964-2003 

IM  RHU 
McCarty,  Daniel  J 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414) 257-5946 

PTH 

McClellan,  Stephen  L 

SGHL 

USAF  Medical  Center 
Keesler  AFB  MS  39534 
(601)377-6409 

AN* 

McCormick,  Thomas  F 

5049  N Palisades  Rd 
Milwaukee  WI  53217 


PTH* 

McCreadie,  Samuel  R 
1700  W Wisconsin  Ave 
POB  1997 

Milwaukee  WI  53201 
(414)  931-4100 

§ PM 

McDermott,  James  F 

2438  N 95th  St 
Wauwatosa  WI  53226 


ORS* 

McDevitt,  William  P 

2323  N Mayfair  Rd,  #310 
Milwaukee  WI  53226 
(414)  771-5080 

FP* 

McFadden,  Wayne  L 

100  15th  Ave 
S Milwaukee  WI  53172 
(414)  762-3680 

DR* 

McGuinnis,  Edward  J 

1761  Church  St 
Wauwatosa  WI  53213 
(414)  647-5132 

IM*  CD* 

Mclnerney,  Gerald  T 

2400  S 90th  St 
West  Allis  WI  53227 
(414)  545-1490 

§ IM 

McKittrick,  Norval  W 

170  W Krause  PI 
Milwaukee  WI  53217 


PD* 

McLean,  Zarah  G H 

2460  W Vliet  St 
Milwaukee  WI  53205 
(414)  342-5262 
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GE  IM* 
McNamara,  Peter  J 

525  E Wells  St,  #200 
Milwaukee  WI  53202 
(414)  271-6800 

McNeely,  James  K 
7117  Chestnut  St 
Wauwatosa  WI  53213 


N* 

McQuillen,  Michael  P 

9200  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  259-2881 

IM  NEP 
Means  III,  James  A 
8430  W Capitol  Dr 
Milwaukee  WI  53222 
(414)  462-2160 

FP* 

Medina,  Jeanne  M 

4422  N Woodruff 
Shorewood  WI  5321 1 
(414)  964-2447 

OTO 

Medved,  Peter  M 

1 13  N 92nd  St 
Milwaukee  WI  53226 


Meils,  Carol  M 

35  Northampton  St,  #2704 
Boston  MA  02118 


D* 

Meister,  Morris  M 

777  W Glencoe  PI 
Milwaukee  WI  53217 
(414)351-3705 

GS* 

Melkonian,  Abdallah  G 

6900  Pt  Washington  Rd 
Milwaukee  WI  53217 
(414) 352-0900 

ORS* 

Mellencamp,  David  D 

3970  N Oakland  Ave,  #501 
Milwaukee  WI  5321 1 


§ PD* 

Mellencamp,  Frank  J 

6349  N Bay  Ridge  Ave 
Milwaukee  WI  53217 
(414)  964-1124 

PM* 

Melvin,  John  L 

9001  W Watertown  Plank 
Milwaukee  WI  53226 
(414)  259-1414 

IM* 

Melzer,  Daryl  J 

3070  N 51st  St,  #411 
Milwaukee  WI  53210 
(414)444-0680 


OM  GS 
Mendeloff,  Elton 

2200  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  344-8800 

GS* 

Mendeloff,  Gale  L 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-2505 

GP 

Mendeloff,  Hyman 

10327  Savannah  Ct 
21WMequon  WI  53092 


GS  CDS 

Mendiola,  Rolando  M 

8860  Greenview  Lane 
Greendale  WI  53129 
(414)  281-7883 

AN* 

Meves,  Theodore  F 

18310  Bennington  Dr 
Brookfield  WI  53005 
(414)  782-5143 

NS* 

Meyer,  Glenn  A 
16475  Shoreline  Dr 
Brookfield  WI  53005 
(414)257-6465 

§ GPM*  PH 
Meyer,  Jules  O 
4822  Pine  Ridge  Rd 
Grand  Rapids  MN  55744 


GS 

Mikolajczak,  Norbert  A 

9309  W Hadley  St 
Milwaukee  WI  53222 


OBG 

Millan,  Alfredo  C 

2040  W Wisconsin  Ave 
#762 

Milwaukee  WI  53233 
(414)  342-9190 

FP* 

Millar,  Iluminado  M 

5631  W Lincoln  Ave 
POB  19892 A 
West  Allis  WI  53219 
(414)  545-1090 

N*  P*  EEG 

Millen,  Francis  J 

161  W Wisconsin  Ave 
#3185 

Milwaukee  WI  53203 
(414)  276-5474 

IM 

Miller,  Dean  D 

1945  Wauwatosa  Ave 
Milwaukee  WI  53213 
(414)  425-0060 


D* 

Miller,  Harold  L 

606  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  271-1177 

FP* 

Miller,  John  J 

3912  N Prospect  Ave 
Milwaukee  WI  53211 


FP 

Miller,  Lee  E 

8410  W Cleveland  Ave 
West  Allis  WI  53227 


PTH*  CLP* 
Miller,  Marvin  D 

8901  W Lincoln  Ave 
West  Allis  WI  53227 
(414)  546-6350 

D 

Miller,  Pamela  Parke- 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 


EM 

Miner,  Delbert  L 

803  Beulah  Park  Rd 
East  Troy  W I 53120 
(414)  363-4264 

ORS 

Minikel,  James  E 

5233  W Morgan  Ave 
Milwaukee  WI  53220 
(414)  321-8960 

ORS 

Minikel,  Jeffrey  L 

5233  W Morgan  Ave 
Milwaukee  WI  53220 


OBG* 

Mintz,  Stephen  M 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  271-2109 

CDS  TS*  GS* 
Mirhoseini,  Mahmood 
3201  S 16th  St,  #2006 
Milwaukee  WI  53215 
(414)643-1066 

IM 

Mirviss,  Marshal  J 

1218  W Kilbourn  Ave 
#117 

Milwaukee  WI  53233 
(414)  272-5040 

PD 

Mitcham,  Leroy 

2460  W Vliet  St 
Milwaukee  WI  53205 


AN* 

Mitra,  Samir  K 

3305  Arroyo  Rd 
Brookfield  WI  53005 
(414)  781-9123 


PM* 

Modaff,  Walter  L 

2545  Lamplighter  Lane 
Brookfield  WI  53005 
(414)  784-0390 

R* 

Moel,  Morris 

821  Cypress  Blvd,  #207 
Pompano  Beach  FL  33060 


IM 

Monato,  Hermes  E 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 


D* 

Monroe,  Eugene  W 

3003  W Good  Hope  Rd 
Milwaukee  WI  53217 


GS* 

Montenegro  III,  Jose  V 
2711  W Wells  St 
Milwaukee  WI  53208 
(414)  933-2221 

ORS* 

Montgomery,  Robert  P 

7065  N Green  Tree  Ct 
Milwaukee  WI  53217 
(414)351-1344 

§ IM*  A* 
Mookerjee,  M Kellogg 

9723  W Beechwood  Ave 
Milwaukee  WI  53224 
(414)  353-6645 

§ P* 

Moore,  George  E 
Rt  1 

Ashland  IL  62612 


PD 

Morgan,  Sherburne  F 

144  Madonna  Cir 
Crowley  TX  76036 

OTO* 

Morter,  Howard  V 

336  Golfview  Rd,  #318 
N Palm  Beach  FL  33408 
(305)  622-7006 

§ R* 

Morton,  Silvanus  A 

4025-2G  Calle 
Sonora  Esta 
Laguna  Hills  CA  92653 


GS 

Mossey,  Richard  O 
2500  N 108th  St 
Milwaukee  WI  53226 
(414)  774-1255 

GP  GS 
Motamedi,  Naghi 

1218  W Kilbourn  St,  #415 
Milwaukee  WI  53233 
(414)  276-4272 


FP* 

Moy,  Raymond  W 

6917  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  545-7245 

ORS* 

Moyer,  Carl  F 

2600  N Mayfair  Rd,  #810 
Wauwatosa  WI  53226 
(414)453-9800 

GP 

Mroczkowski,  Chester  J 
2352  S Kinnickinnic  Ave 
Milwaukee  WI  53207 
(414)  482-2740 

GS* 

Mueller,  Joseph  J 

2500  N 108th  St,  #401 
Milwaukee  WI  53226 
(414)  476-9592 

§ PH  PUD 
Mueller,  Nina  T 

S77W 12929  McShane  Rd 
#A-210 

Hales  Corners  WI  53130 
(414)  529-1836 

NS* 

Mufson,  Joseph  A 

1610  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  271-3206 

OBG* 

Mullaney  Jr,  Gerald  L 

5631  N Mohawk  Rd 
Milwaukee  WI  53217 
(414)  964-7600 

TS*  CDS 
Mullen,  Donald  C 

9800  W Bluemound  Rd 
Milwaukee  WI  53226 
(414)  475-1585 

IM 

Mullooly,  John  P 

8430  W Capitol  Dr 
Milwaukee  WI  53222 
(414)463-6350 

GS* 

Mundschau,  Gerald  A 

5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  327-3120 

IM* 

Munkwitz,  George  A 

2315  N Lake  Dr,  #801 
Milwaukee  WI  5321 1 
(414)  276-2328 

GP  IM 

Murphy,  George  V 
100  15th  Ave 
S Milwaukee  WI  53172 
(414)  762-3680 
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PD*  N* 

Murphy,  Jerome  V 

2040  W Wisconsin  Ave 

mi 

Milwaukee  WI  53233 
(414)  342-4400 

GS*  CDS 
Namdari,  Bahram 

2315  N Lake  Dr,  #701 
Milwaukee  WI  53211 
(414)  276-3838 

TS*  GS* 

Narodiek,  Benjamin  G 
6018  N Lake  Dr 
Milwaukee  WI  53217 
(414)  962-6300 

§ GP 

Nefches,  Michael  S 
1566  49th  Street  N 
#1 120  Shady  Lane 
Clearwater  FL  33520 
(813)535-3544 

R* 

Nellen,  James  R 

6287  Parkview  Rd 
GreendaleWI  53129 
(414)  421-3347 

§ P 

Nemeth,  Charles 

(Address  unknown) 


Nerad,  Steven  J 

946  N Glenview  Ave,  #3 

Milwaukee  WI  53213 


GS* 

Nevels,  Zebedee  J 
2130  W Fond  du  Lac  Ave 
Milwaukee  WI  53206 
(414)933-4023 

FP* 

Nierengarten,  G M (DO) 

3821  S Howell  Ave 
Milwaukee  WI  53207 
(414)  744-6589 

GP  GS 
Niland,  Paul  J 

2570  S Shore  Dr 
Milwaukee  WI  53207 
(414)  744-4779 

§ 1M 

Nimz,  Robert  A 

4921  W Wisconsin  Ave 
Milwaukee  WI  53208 
(414)476-4630 

P 

Nock  Jr,  Gilbert  J 

2350  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-5555 

OTO* 

Noonan,  Patrick  J 

10520  N Port  Washington 
Rd 

Mequon  WI  53092 


IM* 

Nordin,  Paul  F 

2500  N Mayfair  Rd,  #308 
Wauwatosa  WI  53226 
(414)  774-7200 

P 

Norris,  Arthur  G 

1220  Dewey  Ave 
Milwaukee  WI  53213 
(414)  258-2600 

GP 

Nothum,  Joseph  P 

4847  N Hopkins  St 
Milwaukee  WI  53209 
(414)463-4550 

GS* 

Nuland,  Stanley  J 

6430  N Sunset  Lane 
Milwaukee  WI  53217 
(414)351-5779 

IM  CD 

Nunag,  Armando  N 

3533  E Ramsey  Ave 
Cudahy WI 53110 
(414)769-6600 

IM 

Nuyda,  D’Jahlma  A 

5854  S Packard  Ave 
Cudahy  WI  531 10 
(414)  769-9760 

A D 

Oberfeld,  Harold  H 

3909  N Murray  Ave,  #808 
Milwaukee  WI  5321 1 
(414)  962-3824 

IM* 

O’Connell,  James  R 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)  645-4240 

A IM 

O’Connor,  Robert  D 

5733  N Kent  Ave 
Milwaukee  WI  53217 


FP*  OS 

O’Connor,  Thomas  A 

1363  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  271-3020 

TS*  CD  GS* 
O’Connor,  Thomas  M 

10625  W North  Ave,  #328 
Milwaukee  WI  53226 
(414)259-1558 

OPH* 

Olander,  Kenneth  W 

2040  W Wisconsin,  #601 
Milwaukee  WI  53233 
(414)  933-3795 

GS*  TS* 

Olinger,  Gordon  N 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5545 


CLP  BLB 
Olive,  James  A 
Dept  of  Pathology 
8700  W Wisconsin  Ave 
Milwaukee  W I 53226 


GS 

Olsen,  Viggo  B 

c/o  Mrs  Harry  Ryan 
208  Ohio  St 

Lake  Elsinore  CA  92330 


TR* 

Olson,  Carl  E 

9910  N Corey  Lane 
Mequon  WI  53092 
(414)  225-8085 

IM* 

Olson,  Carroll  R 

2400  S 90th  St,  #202 
West  Allis  WI  53227 
(414)  541-5477 

IM*  GE* 
O’Neill,  Philip  B 

525  E Wells  St,  #200 
Milwaukee  WI  53202 
(414)  271-6800 

IM 

Oren,  Gideon  A 

3975  N 68th  St 
Milwaukee  WI  53216 


GP 

Ottenstein,  Harold  H 

3575  N Oakland  Ave 
Milwaukee  WI  53211 
(414)332-3655 

U* 

Otto,  Samuel  J 

2040  W Wisconsin  Ave 
#401 

Milwaukee  WI  53233 
(414)  344-3700 

GS* 

Ovitt,  David  W 

2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

§ IM* 

Owen,  George  C 
13900  W Burleigh  Rd 
Brookfield  WI  53005 


IM* 

Owen,  Nicholas  L 

2015  E Newport  Ave 
#208 

Milwaukee  WI  5321 1 
(414)  963-1030 

AN 

Owen,  Russell  H 

Dept  of  Anesthesiology 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


OPH* 

Owens,  Andrew  J 

13335  Nicolet  Ave 
Elm  Grove  WI  53122 
(414)  786-6409 

FP  GER 
Oxman,  Emanuel  M 

2333  Cumberland  Ct 
102N  Mequon  WI  53092 


OBG 

Pagedas,  Anthony  C 

1 1035  W Forest  Home  Ave 
Hales  Corners  W I 53 1 30 
(414)  321-2255 

ORS* 

Pagedas,  Thomas  C 
9400  W Lincoln  Ave 
West  Allis  WI  53227 
(414) 321-2255 

GP 

Palisoc  Jr,  Jose  M 

3122  S 13th  St 
Milwaukee  WI  53215 
(414)  278-3521 

GP  U 

Pallasch,  Frank  J 

425  W Willow  Ct,  #148 
Fox  Point  WI  53217 
(414)351-3350 

PTH* 

Paloucek,  James  T 
2400  W Villard  Ave 
Milwaukee  WI  53209 
(414)  263-8407 

IM* 

Panagis,  Constantine 
841  N Broadway 
Milwaukee  WI  53202 
(414)  278-3521 

U* 

Pandazi,  Andrew  A 

81 1 E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  272-0595 

GS 

Pangilinan,  Antonio  G 

4893  N Green  Bay  Ave 
Milwaukee  WI  53209 
(414)  264-8450 

DR  NM 

Panish,  Richard  M 

POB  1644 

Milwaukee  WI  53201 
(414)937-2131 

OBG 

Paquette,  Louis  J 

105  W Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  961-2601 

OBG* 

Parcon,  Jazmin  D 

2315  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  276-3325 


IM*  CD* 

Parent,  Gerard  T 

6745  W Wells  St 
Wauwatosa  WI  53213 
(414)  453-5870 

N* 

Park,  Steven  H 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 


OBG* 

Parker,  Edward  C 

2400  S 90th  St,  #210 
West  Allis  WI  53227 


IM*  GE 

Parker,  Harrison  W 

3070  N 51st  St,  #507 
Milwaukee  WI  53210 


OBG 

Parker,  Wayman 

2003  W Capitol  Dr 
Milwaukee  WI  53206 


OPH* 

Parks,  William  C 

3660  N Teutonia  Ave 
#103 

Milwaukee  WI  53206 
(414)  444-3350 

FP* 

Pastorius,  John  C 

5148  Rainbow  Ave  NE 
Mounds  View  MN  55112 


P*  CHP* 

Patel,  Muni 

1442  N Farwell  Ave 
Milwaukee  WI  53202 
(414)289-9560 

P 

Patrick,  June  (DO) 

1220  Dewey  Ave 
Wauwatosa  WI  53213 
(414)  258-2600 

P PN* 
Patterson,  Richard  H 

41 10  W Martin  Dr 
Milwaukee  WI  53208 


§ GS*  ABS 
Paulbeck,  Theodore  M 

14480  Westover  Rd 
Elm  Grove  WI  53122 
(414)782-8822 

OBG* 

Pavlic,  Robert  S 

17000  W North  Ave 
Brookfield  WI  53005 
(414)  786-6420 

IM 

Paz,  Eduardo 

7205  Dorchester  Lane 
GreendaleWI  53129 
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IM*  RHU 
Pearson,  Larry  C 
6541  N Braeburn  Lane 
Glendale  WI  53209 
(414)785-0777 

CDS  TS 
Pedraza,  Pablo 

31 12  W Highland  Blvd 
Milwaukee  WI  53208 
(414)931-0020 

OBG* 

Pelland,  Philip  C 

2457  N Mayfair  Rd 
Milwaukee  WI  53226 


PTH* 

Pellegrini,  Jorge  G 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  647-7255 

GS*  OS 

Pendergast,  Thomas  J 

2460  N 96th  St 
Wauwatosa  WI  53226 
(414)  453-3154 

PD* 

Pequet,  Archebald  R 

10425  W North  Ave 
Milwaukee  WI  53226 


OBG* 

Perlson,  Samuel  G 
788  N Jefferson  St,  #301 
Milwaukee  WI  53202 
(414)  276-4526 

IM* 

Peters,  Bruno  J 

13900  W Burleigh  Rd 
Brookfield  WI  53005 


R* 

Pfeffer,  Theodore  J 

11725  Homewood  Ave 
Wauwatosa  WI  53226 
(414)  453-4919 

GS* 

Pfeifer,  William  M 

937  W Shaker  Cir 
98N  Mequon  WI  53092 

PTH*  CLP* 

Phillips,  Michael 

POB  11-0 

Milwaukee  WI  53201 
(414)  937-2166 

PTH*  NM* 

Pier  Jr,  William  J 

10425  W North  Ave 
Wauwatosa  WI  53226 
(414)771-0850 

IM* 

Pilliod,  James  V 

2400  S 90th  St 
Milwaukee  WI  53227 
(414)  541-7900 


IM*  OS 

Pisciotta,  Anthony  V 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 


D*  OS 

Pittelkow,  Robert  B 

1 15  W Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  964-9030 

Pittenger,  David  E 

309  N 95th  St,  #202 
Milwaukee  WI  53226 


GS*  PS* 

Pohl,  Alan  L 

10425  W North  Ave 
Milwaukee  WI  53226 
(414)  258-8860 

D* 

Pohle,  Edward  L 

3970  N Oakland  Ave 
#603 

Milwaukee  WI  5321 1 
(414)  961-7330 

IM* 

Pohle,  Herbert  W 

788  N Jefferson  St,  #300 
Milwaukee  WI  53202 
(414)  272-8950 

IM*  NM* 
Pohlmann,  Guenther  P 

2025  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-3300 

IM* 

Poindexter,  Gerald  W 

435  W North  Ave 
Milwaukee  WI  53212 
(414)  372-6460 

PD* 

Polacheck,  Larry  J 

710  E Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)964-1140 

PD* 

Polacheck,  Walter  S 

2323  E Capitol  Dr 
Milwaukee  WI  5321 1 


GS 

Poll,  Marvin 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)352-4223 

P*  PYA* 

Pollack,  Saul  K 

700  N Water  St 
Milwaukee  WI  53202 
(414)  276-1281 

U* 

Pollard,  Randle  E 

2040  W Wisconsin  Ave 
#508 

Milwaukee  WI  53233 


§ GP  GS 
Popp,  Albert 

5272  N 27th  St 
Milwaukee  WI  53209 


OBG* 

Poremski,  Tod  J 

2500  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)  778-0070 

FP* 

Polos,  William  B 

3533  E Ransey  Ave 
Cudahy  WI  531 10 
(414)  769-6600 

AN 

Powondra,  Philip  F 

2560  S 78th  St 
West  Allis  WI  53219 
(414)  321-0436 

IM  NEP 
Prasad,  D Rao 

2315  N Lake  Dr,  #925 
Milwaukee  WI  5321 1 


IM 

Prasad,  Jaya  C 
2315  N Lake  Dr 
Milwaukee  WI  5321 1 

NM*  NR*  R* 
Price,  Daniel  J 

2400  W Villard  Ave 
Milwaukee  WI  53209 
(414)  263-8108 

PD* 

Prier,  Thomas  A 

3970  Lilly  Rd 
Brookfield  WI  53005 
(414)  781-0289 

OTO*  HNS* 
Prudlow,  William  F 

3070  N 51st  St 
Milwaukee  WI  53210 
(414)  447-6700 

CD  IM 

Puchner,  Thomas  C 

2300  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  453-4847 

AI*  PD* 

Pugely,  James  M 
2388  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-3700 

ORS 

Pulito,  Domenic  J 

7545  N Port  Washington 
Rd 

Milwaukee  WI  53217 
(414)351-3500 

FP  PYM 
Pulito,  Frank  J 

100  15th  Ave 
S Milwaukee  WI  53172 
(414)  762-3680 


GP 

Purtell,  Robert  F 

3316  W Wisconsin  Ave 
Milwaukee  WI  53208 
(414)  342-2223 

FP* 

Purtell  Jr,  Robert  F 

3316  W Wisconsin  Ave 
Milwaukee  WI  53208 
(414)  342-4126 

AN 

Quitzon,  Andres  F 

2245  W Brantwood  Ave 
Milwaukee  WI  53209 
(414)352-1897 

PTH*  CLP* 

Qureshi,  Ijaz  N 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  649-7331 

GS* 

Racadio,  Fred  S 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  272-1404 

AN* 

Raisinghani,  Mohini  K 

12320  W Ohio  Ave 
West  Allis  WI  53227 
(414)  327-7869 

AN 

Ramie,  Reuf 

2420  W Applewood  Lane 
Milwaukee  WI  53209 


IM 

Rand,  Harold 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-4303 

PD 

Randolph,  Dallin  T 

2040  W Wisconsin  Ave 
#580 

Milwaukee  WI  53233 


OPH  OT 
Rank,  Ralph  T 

324  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  271-1526 

R* 

Rankin,  James  J 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  647-6424 

PD*  PHO* 

Rao,  L Mohan 

2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)271-3700 

IM 

Rao,  Veluvolu  K 

1672  S 9th  St 
Milwaukee  WI  53204 


IM* 

Rastetter,  Joseph  W 

2638  N 86th  St 
Wauwatosa  WI  53226 
(414)  258-5344 

R* 

Rater,  Cornelius  J 

5818  N Shore  Dr 
Milwaukee  WI  53217 
(414)961-3800 

ORS* 

Rath,  Edward  K 

5233  W Morgan  Ave 
Milwaukee  WI  53220 
(414)  321-8960 

P* 

Ratke,  Donald 

1200  E Capitol  Dr,  #200 A 
Milwaukee  WI  53211 


PTH* 

Ravelo,  Henry  V 
620  N 19th  St 
Milwaukee  WI  53233 
(414)  933-9600 

R* 

Reasa,  Douglas  A 
2400  W Villard  Ave 
Milwaukee  WI  53209 


GS 

Redlin,  Russell  R 

52630  Eisenhower  Dr 
La  Quinta  CA  92253 


P 

Reed  Jr,  Alan  E 

400  W Silver  Spring  Dr 
#260 

Milwaukee  WI  53217 
(414)  962-6662 

OPH* 

Reeser  Jr,  Frederick  H 

2315  N Lake  Dr,  #707 
Milwaukee  WI  5321 1 


IM*  GE* 

Regan,  Patrick  T 

788  N Jefferson  St,  #300 
Milwaukee  WI  53202 
(414)  272-8950 

CD*  IM* 

Reid,  Michael  S 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  344-5442 

GS* 

Reifenrath,  William  E 

10425  W North  Ave 
Milwaukee  WI  53226 
(414)  774-6130 

OBG* 

Reik,  Robert  P 

10425  W North  Ave,  #226 
Wauwatosa  WI  53226 
(414)774-9322 
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EM* 

Reminga,  Thomas  A 

2025  E Newport  Ave 
Milwaukee  W1  5321 1 
(414)  961-3500 

AN* 

Remus-Garcia,  Cesar  J 
5000  W National  Ave 
Wood  WI  53193 


CDS  TS* 

Reuben,  Charles  F 

2300  N Mayfair  Rd 
Milwaukee  Wl  53226 
(414)  258-0670 

AN* 

Reynaldo,  Primitivo  I 

3835  Fresno  Rd 
Brookfield  WI  53005 
(414)  781-2125 

U 

Ricciardi,  Ignatius  J 

1831  N 81st  St 
Wauwatosa  WI  53213 
(414)  476-8640 

IM*  CD 
Rice,  Raymond  L 

700  N Water  St 
Milwaukee  Wl  53202 
(414)  272-1393 

TR 

Richards,  Marcia  J S 

POB  503 

Milwaukee  WI  53201 


OPH* 

Ridley  III,  John  E 

2315  N Lake  Dr,  #1001 
Milwaukee  WI  5321 1 
(414)  278-7500 

GS* 

Riecan,  Jan 

2765  N 98th  St 
Milwaukee  WI  53222 
(414)453-5397 

IM*  NEP 

Rieselbach,  Richard  E 

POB  342 

Milwaukee  WI  53201 
(414)  289-8080 

GS* 

Rife,  C Sherrill 

2300  N Mayfair  Rd,  # 795 
Milwaukee  WI  53226 

P 

Ritsema,  Marc  E (DO) 

1220  Dewey  Ave 
Wauwatosa  WI  53213 


CRS  GS* 
Robbins,  Leonard  S 

1218  W Kilbourn  Ave 
Milwaukee  Wl  53233 
(414)  271-2161 


IM  GE 

Robinson,  James  E 

2040  W Wisconsin  Ave 
#780 

Milwaukee  WI  53233 
(414)  342-1202 

GP 

Rodenbeck,  Alfred  F 

5900  S 92nd  St 
Hales  Corners  Wl  53130 


IM* 

Roe,  Patrick  A 

360  W Nokomis  Ct 
Fox  Point  WI  53217 


OBG* 

Rogers,  John  C 
3535  W Oklahoma  Ave 
Milwaukee  WI  53215 


§ OPH* 

Roncke,  George  J 
1225  W Mitchell  St*,  #221 
Milwaukee  Wl  53204 
(414)672-3310 

OBG 

Rose,  Mona 

788  N Jefferson  St,  #204 
Milwaukee  WI  53202 
(414)  272-0807 

FP* 

Rose,  William  R 

35 1 8 W Fond  du  Lac  Ave 
Milwaukee  WI  53216 
(414)  449-0404 

PD 

Rosenberg,  David  M (DO) 

3975  N 68th  St 
Milwaukee  WI  53216 
(414)  466-9530 

FP* 

Rosin,  Louis  R 

2315  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  225-8295 

IM*  NEP* 

Roth,  Donald  A 

1 620  Revere  Dr 
Brookfield  WI  53005 
(414)782-4638 

GS* 

Roth,  Terence  V 

8410  W Cleveland  Ave 
Milwaukee  WI  53227 
(414)  543-9240 

CLP  PTH* 
Rothwell,  David  J 

2025  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)961-3947 

§ GP 

Rotter,  Earle  J 

2305  Lucaya  Lane,  #K-1 
Coconut  Creek  FL  33066 
(305)  972-0062 


ORS* 

Rotter,  Francis  J 

7545  N Port  Washington 
Rd 

Milwaukee  WI  53217 
(414)351-3500 

IM* 

Royce  Jr,  Owen 
2222  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)476-9440 

D* 

Ruch,  Donald  M 

1 1 1 E Wisconsin  Ave 
#1435 

Milwaukee  WI  53202 
(414)  271-3436 

IM 

Ruehl,  Roger  L 

9455  Watertown  Plank 
Bldg  3 

Milwaukee  WI  53226 
(414)  257-7475 

IM*  NM 
Ruetz,  Philip  P 

5000  W National  Ave 
Wood  WI  53193 

IM  A 
Ruff,  Louis  L 

2300  N Mayfair  Rd,  #725 
Milwaukee  WI  53226 
(414)  774-7160 

FP* 

Rufino,  Glicero 

8410  W Cleveland  Ave 
West  Allis  WI  53227 
(414)  321-0070 

GP 

Rumhoff,  Gordon 

8410  W Cleveland  Ave 
West  Allis  WI  53227 
(414)  543-0300 

D* 

Russell,  Thomas  J 

2300  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  259-1115 

GP  OBG 
Ryan,  Paul  W 

1509  Coachman  Dr 
Mt  Home  AR  72653 
(501)425-1176 

ORS* 

Ryan,  Thomas  E 

1031  N Astor  St 
Milwaukee  WI  53202 


ORS* 

Rydlewicz,  James  A 

5233  W Morgan  Ave 
Milwaukee  WI  53220 
(414)321-8960 


R* 

Rymut  Jr,  August  F 

633  E Lake  View  Ave 
Whitefish  Bay  WI  53217 

P 

Rytel,  Krystyna  D 

1 220  Dewey  Ave 
Wauwatosa  WI  53213 
(414)258-2600 

OBG* 

Sable,  Morris  H 

788  N Jefferson  St,  #301 
Milwaukee  WI  53202 
(414)  276-4526 

ORS 

Sadoff,  Harry  B 

500  W Bradley  Rd 
Bldg  A,  #228 
Fox  Point  WI  53217 

TS*  CDS  GS* 
Saedi,  Saed  F 
2315  N Lake  Dr,  819 
Milwaukee  WI  5321 1 
(414)272-4893 

IM 

Saichek,  Robert  P 

1218  W Kilbourn  St,  #314 
Milwaukee  WI  53233 


§ GS*  PDS 
Sakaguchi,  Shimpei 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  476-9920 

P 

Salama,  Ezzeldin  M 

2350  N Lake  Dr,  #501 
Milwaukee  WI  5321 1 


PTH* 

Samter,  Thomas  G 
POB  342 

Milwaukee  WI  53201 
(414)  289-8055 

GP 

Sanders  Jr,  Arthur  C 

2545  N Teutonia  Ave 
Milwaukee  WI  53206 


CD  PUD  IM* 
Sandoval,  Raynaldo  G 

2040  W Wisconsin  Ave 
#754 

Milwaukee  WI  53233 
(414)  342-9966 

FP*  GS 

Sanfelippo,  Anthony  J 

2414  N Farwell  Ave 
Milwaukee  WI  5321 1 
(414)  332-6900 

Sarge,  Terence  J 
2300  Bellevue  Rd 
Harrisburg  PA  17104 


GS* 

Sattler,  Marvin  E 

1218  W Kilbourn  Ave 
#401 

Milwaukee  WI  53233 
(414)  272-4629 

GS* 

Sauter,  Kendall  E 

2500  N Mayfair  Rd,  #501 
Milwaukee  WI  53226 
(414)774-9314 

GS* 

Savitt,  Allen  J 

2400  S 90th  St 
West  Allis  WI  53227 


OPH* 

Sawyer,  Thomas  R 
81 1 E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  273-4225 

§ GE  IM 

Schacht,  Walter  J 
POB  671 

Elm  Grove  WI  53122 
(414)  782-7932 

Schaefer,  Richard  M 

1646  N Prospect  Ave 
#505 

Milwaukee  WI  53202 
N*  P 

Schaeffer,  Bernard  S 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-2090 

R* 

Schelble,  James  A 
HUE  Lilac  Lane 
Milwaukee  WI  53217 
(414)  225-8160 

IM* 

Scherman,  Francis  G 
2388  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-3700 

PD 

Schlenker,  Thomas  L 

3510  W Burnham 
Milwaukee  WI  53215 


IM*  PUD* 
Schlueter,  Donald  P 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6355 

AN* 

Schmahl,  Karen  S 

1925  W Dean  Rd 
Milwaukee  WI  53217 
(414)351-5252 

TS  CDS  GS* 
Schmahl,  Terence  M 

2901  W Kinnickinnic 
River  Pkwy 
Milwaukee  WI  53215 
(414)  647-1120 
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R* 

Schmidt,  Charles  E 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  649-6424 

§ OPH*  OTO* 
Schmidt,  Herbert  G 

2710  E Newton  Ave 
Milwaukee  WI  5321  1 
(414)  332-7270 

GS*  CDS 
Schmidt,  Robert  M 

3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 
(414)  352-3100 

PTH*  CLP* 
Schmitt,  Karl  W 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  649-7335 

GYN  OBG* 
Schmitz,  John  T 
2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

GP  GS 

Schneeberger,  Leonard  J 
2014  N 124th  St 
Wauwatosa  WI  53226 


IM* 

Schneider,  George  R 
9330  W Lincoln  Ave 
West  Allis  WI  53227 
(414)  546-1130 

A 

Schoenkerman,  Bert  B 

4621  N Lake  Dr 
Milwaukee  WI  53211 


OPH* 

Schott,  Jean  H 

2500  N Mayfair  Rd,  #508 
Milwaukee  WI  53226 
(414)  453-7171 

§ IM 

Schowalter,  Raymond  P 

1 10  S Henry  St,  #1210 
Madison  WI  53703 
(608)  255-2101 

GS* 

Schroeder,  Charles  M 

3927  N Ridgefield  Cir 
Shorewood  WI  5321 1 
(414)  964-4247 

GP 

Schuler,  Frank  X 

5400  W Beloit  Rd 
Milwaukee  WI  53214 
(414)  327-4417 

FP* 

Schulgit,  Ronald  E 

3533  E Ramsey  Ave 
Cudahy  WI  53110 
(414)  769-6600 


OPH* 

Schultz,  Richard  O 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  774-0505 

GS* 

Schulz,  Irwin 

4121  Nakoma  Rd 
Madison  WI  53711 


CRS* 

Schwade,  Leonard  J 

1218  W Kilbourn  Ave 
#318 

Milwaukee  WI  53233 
(414)  278-0808 

PD* 

Schwartz,  Abraham  B 

1840  N Prospect  Ave,  #712 
Milwaukee  WI  53202 


FP 

Schwartz,  Herschel  M 

908  Milwaukee  Ave 
S Milwaukee  WI  53172 
(414)  762-2120 

OBG* 

Schwartz,  Saul  F 

700  N Water  St 
Milwaukee  WI  53202 
(414)  271-6833 

OBG* 

Schwartz,  Walter  R 

10425  W North  Ave,  #226 
Wauwatosa  WI  53226 
(414)  774-9322 

D* 

Scrimenti,  Rudolph  J 

316  E Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  964-3650 

P 

Seaholm,  J Arthur 

10140  N Port  Washington 
Rd 

Mequon  WI  53092 
(414)241-4088 

GS* 

Seefeld,  Philip  H 

8041  Burchmore  Rd 
Three  Lakes  WI  54562 


OPH* 

Sella,  John  L 

8008  W Capitol  Dr 
Milwaukee  WI  53222 
(414)  461-7400 

OBG 

Semler,  William  L 

8430  W Capitol  Dr 
Milwaukee  WI  53222 


OBG* 

Sender,  Neville 

940  N 23rd  St 
Milwaukee  WI  53233 
(414)  933-6666 

§ R* 

Sengpiel,  Gene  W 
Rt  1 Box  120B 
Woodruff  WI  54568 
(715)  385-2856 

IM*  END* 

Sennett,  Jordan  A 

1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  271-2110 

§ P* 

Seno,  Elvira  C 

Rt  7,  Box  250 
Burlington  WI  53105 
(414)  539-3222 

FP* 

Seno  Jr,  Louis  S 
6900  N Port  Washington 
Milwaukee  WI  53217 
(414)  352-0900 

IM 

Sepp,  Ingeborg  E 
1545  S Layton  Blvd 
Milwaukee  WI  53215 
(414)384-1800 

OBG* 

Servis,  Lionel  T 

454  Wexford  Cir 
Venice  FL  33595 


IM* 

Settimi,  Albino  L 

15105  Westover  Rd 
Elm  Grove  WI  53122 


DR* 

Shaffer,  Katherine  A H 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5201 

OBG* 

Shafi,  Mohammad 

Box  1 1 -0 

Milwaukee  WI  53201 


IM*  PUD 
Shak,  Kanak  K 

525  E Wells  St,  #200 
Milwaukee  WI  53202 


ORS 

Shapiro,  David 

208  E Wisconsin  Ave 
Milwaukee  WI  53202 

P 

Shapson,  Milton 

700  N Water  St 
Milwaukee  WI  53202 


R* 

Shaw,  Donald  K 

791  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  567-0371 

R* 

Sherry,  James  J 
2025  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  961-3800 

GP 

Shirke,  Shaila  R 

5231  W Villard  Ave 
Milwaukee  WI  53218 
(414)  464-3115 

ORS*  HS 
Shivaram,  Mysore  S 
3201  S 16th  St 
Milwaukee  WI  53215 
(414)  645-3402 

CDS  GS*  TS* 

Shore,  Richard  T 

2315  N Lake  Dr,  #819 
Milwaukee  WI  5321  1 
(414)  272-5893 

ORS* 

Shovers,  Philip 

9400  W Lincoln  Ave 
Milwaukee  WI  53227 


P 

Siegel,  Barry  G 
4420  N Farwell  Ave 
Milwaukee  WI  5321  1 


Siegert,  John  J 

5462  N Shoreland  Ave 
Whitefish  Bay  WI  53217 


U* 

Silbar,  John  D 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  344-3700 

CD*  IM* 

Silver,  Ted  S 
2315  N Lake  Dr,  #613 
Milwaukee  WI  53211 
(414)  271-1633 

FP 

Sims,  Farrol  H 

2331  W View  PI 
Milwaukee  WI  53204 
(414)  647-7598 

P*  OBG* 

Simske,  Clifford  J 
316  E Silver  Spring  Dr 
#237 

Whitefish  Bay  WI  53217 
(414)  964-3080 

AN* 

Sinclair,  Eugene  P 

13185  Lee  Ct 
Elm  Grove  WI  53122 


IM  HEM 
Singson,  Juanito  P 

2315  N Lake  Dr,  #1005 
Milwaukee  WI  5321  1 


OBG* 

Sinsky,  John  E 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 


OBG* 

Sirin,  Kirini  F 

4768  S 27th  St 
Milwaukee  WI  53221 
(414)  282-3030 

IM* 

Siy,  Lucio  C 

3975  N 68th  St 
Milwaukee  WI  53216 


D* 

Skibba,  Carla  A 

9033  W Grange  Ave 
Hales  Corners  WI  53130 


IM* 

Skulason,  G Jon 

3070  N 51st  St 
Milwaukee  WI  53210 
(414)  444-1241 

GS* 

Sleight,  Douglas  R 

3533  E Ramsey  Ave 
Cudahy  WI  53 110 
(414)  769-6600 

IM  GE 

Slomovitz,  Zachary 

1672  S 9th  St 
Milwaukee  WI  53204 
(414)383-4700 

IM 

Slomowitz,  Jonathan 

1672  S 9th  St 
Milwaukee  WI  53204 
(414)  383-4700 

CD  IM* 

Slosky,  David  A 
2315  W Lake  Dr 
Milwaukee  WI  5321 1 


PD* 

Slota,  Catherine  M 
6748  Hill  Park  Ct 
Greendale  WI  53129 
(414)  425-0525 

FP 

Smigielski,  Kenneth  M 

3615  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  383-8487 

ORS* 

Smith,  William  B 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-1941 
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P*  CHP* 
Smuckler,  Mark  B 

155  E Silver  Spring  Dr 
Milwaukee  W1  53217 
(414)332-2450 

DR* 

Smullen,  William  A 

Dept  of  Radiology 
5000  W Chambers  St 
Milwaukee  WI  53210 
(414)  447-2212 

PD 

Snartemo,  Reuben  J 

6200  W Bluemound  Rd 
POB  601 

Milwaukee  WI  53201 
(414)  771-5600 

D*  IM* 

Sondag,  Glenn  E 

2300  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  259-1115 

IM*  HEM*  ON 
Soni,  Nolin  E 
2315  N Lake  Dr,  0706 
Milwaukee  WI  5321 1 
(414)  276-7363 

P 

Soo,  K Kwang 

2025  E Newport  Ave 
Milwaukee  WI  53211 


OBG* 

Sortor,  Ralph  F 

10691  W Parnell  Ave 
Hales  Corners  WI  53130 
(414)  425-6464 

IM 

Southcott,  Walter  C 

6934  N Seneca  Ave 
Milwaukee  WI  53217 


P*  N* 

Sovine,  David  L 

6310  N Port  Washington 
Rd 

Glendale  WI  53217 
(414)332-9145 

ORS* 

Spankus,  Jack  D 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-4142 

§ P 

Spear,  H Gladys 

1610  N Prospect  Ave,  #902 
Milwaukee  WI  53202 


IM 

Spector,  Jack  A 

2040  W Wisconsin  Ave 
#305 

Milwaukee  WI  53233 
(414)  344-7223 


OS  IM* 
Spellman,  Robert  J 

720  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  271-1444 

PM* 

Spicuzza,  Salvatore  A 
2400  W Villard  Ave 
Milwaukee  WI  53209 
(414)  263-8442 

R*  NM* 
Spiegelhoff,  Don  R 

6286  Parkview  Rd 
Greendale  WI  53129 
(414)  421-4609 

IM 

Spitz,  Milton  B 

1218  WKilbourn  Ave 
#117 

Milwaukee  WI  53233 
(414)  272-5040 

OBG* 

Spyres,  Dean  P 

7635  W Oklahoma  Ave 
#115 

Milwaukee  WI  53219 
(414)  321-4500 

OPH 

Stafl,  Jaroslava 

10425  W North  Ave 
Milwaukee  WI  53226 
(414)  476-3580 

CD  IM* 
Staller,  Bernard  J 

2722  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  384-2710 

GS 

Staves,  Nicholas  P 
3238  S 16th  St 
Milwaukee  WI  53215 
(414)  643-4900 

P CHP 
Steiger,  Fredric  A 

1220  Dewey  Ave 
Milwaukee  WI  53226 


P PN* 
Stein,  Paul  G 

1024  E State  St 
Milwaukee  WI  53202 


P PN* 

Stein,  Phillip  L 

1024  E State  St 
Milwaukee  WI  53202 


GP  GS 

Steiner,  Clarence  M 

8022  W Fiebrantz  Ave 
Milwaukee  WI  53222 
(414)  463-4209 


NS 

Steiner,  Robert  E 

81 1 E Wisconsin  Ave 
#246 

Milwaukee  WI  53202 
(414)  271-7227 

P* 

Stemper,  John  A 

2216  E Edge  wood  Ave 
Milwaukee  WI  5321 1 
(414)  961-6166 

GS* 

Stenborg,  Walter  P 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)  643-6400 

IM 

Stergiades,  Frank  G 

2040  W Wisconsin  Ave 
#303 

Milwaukee  WI  53233 


GS*  FP 
Stern,  Charles  S 
3701  N Lake  Dr 
Milwaukee  WI  5321 1 


GP 

Stern,  Ruth  S 

3701  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  962-2363 

IM*  RHU 
Sternlieb,  Richard  O 

2388  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-3700 

OBG* 

Stewart,  William  C 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  778-0070 

GS 

Stiehl,  Charles  W 

2740  W Forest  Home  Ave 
POB  15535 
Milwaukee  WI  53215 


GS* 

Stobbe,  Knud  C 

8410  W Cleveland  Ave 
Milwaukee  WI  53227 
(414)  541-8150 

U* 

Stockinger,  Richard  E 
POB  153 

Menomonee  Falls  WI 
53051 


R* 

Stockland,  Leo 
POB  1644 

Milwaukee  WI  53201 
(414)  937-2131 


GP 

Stollenwerk,  Kenneth  J 

3122  S 27th  St 
Milwaukee  WI  53215 
(414)384-5500 

IM  NEP 
Stolp,  Sherwood  B 
3201  S 16th  St 
Milwaukee  WI  53215 


ORS* 

Stone,  Joseph  R 
1218  W Kilbourn  Ave 
Milwaukee  WI  53233 
(414)  276-6000 

OPH* 

Stone,  Richard 

227  E Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  961-2020 

NS* 

Strassburger,  Richard  FI 

161  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  272-3673 

PTH* 

Straumfjord  Jr,  Jon  V 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414) 257-6204 

OTO* 

Straus,  Gerhard  D 

100  Worth  Ave,  #402 
Palm  Beach  FL  33480 


OBG* 

Strawn,  Estil  Y 

2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

FP 

Strehlow,  Scott  R 

4930  Seton  PI 
Greendale  WI  53129 


D* 

Stubenrauch,  Gerald  O 

7635  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  541-1323 

P 

Studley,  William  H 

2301  E Stratford  Ct 
Shorewood  WI  5321 1 
(414)  962-7773 

FP 

Stula,  Gojko  D 

3238  S 16th  St 
Milwaukee  WI  53215 
(414)643-4430 

FP 

Suaverdez,  Rodolfo  P 

5631  W Lincoln  Ave 
POB  19892 A 
West  Allis  WI  53219 


IM* 

Subbarao,  Dilipkumer  B 

100  15th  Ave 
S Milwaukee  WI  53 172 
(414)  762-3680 

NS* 

Suberviola,  P Daniel 

3070  N 51st  St,  #107 
Milwaukee  WI  53210 
(414)873-7400 

ORS 

Sullivan,  Dennis  M 

1218  WKilbourn  Ave 
Milwaukee  WI  53233 
(414)  276-6000 

GS* 

Sullivan,  John  T 

2300  N Mayfair  Rd,  #890 
Wauwatosa  WI  53226 
(414)  463-4336 

N PD* 

Supapodok,  Charles 

2315  N Lake  Dr,  #901 
Milwaukee  WI  5321 1 


OPH* 

Suson,  Elieser  B 
2300  Mayfair  Rd 
Milwaukee  WI  53226 
(414)  475-5550 

GP 

Sverdlin,  Abe  A 

7870  N Mohawk  Rd 
Milwaukee  WI  53217 


Swain,  Geoffrey  R 
10636  W Grantosa  Dr 
Wauwatosa  WI  53222 

CDS  TS*  GS* 
Swank,  Michael 
2300  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  258-0670 

CRS 

Swartz,  Lyle  W 

152  W Wisconsin  Ave 
#830 

Milwaukee  WI  53203 


FP* 

Sweet,  Samuel  J 

606  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  272-1242 

IM* 

Switala,  Jean  M 
15211  W Vera  Cruz  Dr 
New  Berlin  WI  53151 


PD 

Sy,  Santiago  T 
4666  S 35th  St 
Milwaukee  WI  53221 
(414)  281-0400 
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GP 

Szymarek,  Joseph  E 
5101  W Jackson  Park  Dr 
Milwaukee  WI  53219 


IM  CD 
Tabet,  Robert  C 

3533  E Ramsey  Ave 
Cudahy  WI  531 10 
(414)  769-6600 

OPH* 

Tacke,  Arthur  W 

777  W Glencoe  PI 
Milwaukee  WI  53217 
(414)  352-9738 

PTH*  CLP* 
Taira,  Yoshiro 

5781  FernCt 
GreendaleWI  53129 


IM 

Tamayo,  Primo  R 

6014  W Congress  St 
Milwaukee  WI  53218 
(414)  462-0100 

PTH*  PD  NM* 
Tang,  Thomas  T 
POB  1997 

Milwaukee  WI  53201 
(414)  931-1010 

OBG* 

Tanner,  Russell  E 

5631  N Mohawk  Ave 
Milwaukee  WI  53217 
(414)  964-7600 

OPH* 

Taugher,  Philip  J 

2400  S 90th  St 
Milwaukee  WI  53227 


GS* 

Tavaf-Motamen,  Ali 

3353  E Ramsey  Ave 
Cudahy  WI53110 

D* 

Taxman,  Joel  E 

1622  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-2552 

Tay,  Anthony  T 
4129  N 104th  St,  #209 
Milwaukee  WI  53222 


PS* 

Teasley,  Jack  L 
2015  E Newport  Ave,  #401 
Milwaukee  WI  5321 1 
(414)  963-0993 

GS*  TS* 

Tector  Jr,  Alfred  J 

2901  W Kinnickinnic 
River  Pkwy 
Milwaukee  WI  53215 
(414)  647-1120 


§ OS 

Tegtmeyer  Sr,  Gamber  F 

3939  N Murray  Ave,  #305 
Milwaukee  WI  5321 1 
(414)  962-4165 

OPH* 

Teitgen,  Ralph  E 

1684  N Prospect  Ave 
Milwaukee  WI  53202 
(414)  271-1580 

AN* 

Temple,  J William 

2374  N 101st  St 
Milwaukee  WI  53226 
(414)  774-6661 

PTH*  CLP* 

Tenge,  Jack  R 

W221  N 2662  Linden  wood 
Waukesha  WI  53 186 


P* 

Teplin,  Ervin 

400  W Silver  Spring  Dr 
#218 

Milwaukee  WI  53217 
(414)  964-2050 

OTO 

Teplin,  Robert  W 

2015  E Newport  Ave,  #309 
Milwaukee  WI  5321 1 
(414)  961-1550 

PTH* 

Teresi,  Joseph  L 

14760  Virginia  Ave 
Brookfield  WI  53005 
(414)  263-8404 

FP* 

Theisen,  Charles  E 
100  15th  Ave 
S Milwaukee  WI  53172 
(414)  762-3680 

GS* 

Thomas,  Walton  D 

3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 
(414)  352-3100 

EM*  PD 
Thompson,  Bruce  M 

Department  of  Em 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5514 

§ GP 

Thompson,  Richard  D 

1341  Milwaukee  St 
Delafield  WI  53018 
(414)  646-8222 

PD 

Thomson,  Neil  R 

409  E Silver  Spring  Dr 
Milwaukee  WI  53217 


PM* 

Thoppil,  Ephrem 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)647-7604 

AN* 

Thurwachter  Jr,  Loron  F 

621  E Cedar  Lane 
100N  Mequon  WI  53092 
(414)241-5952 

D*  A 

Tibbetts,  Palmer  G 

8031  W Holmes  Ave 
Milwaukee  WI  53220 
(414)  672-8050 

IM*  ON 
Tiber,  Charles  H I 

2388  N Lake  Dr 
Milwaukee  WI  5321 1 
(414)  271-3700 

R* 

Till,  Eugene  W 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 
(414)  786-8712 

AN 

Tisone,  James  J 

6070  N Alberta  Lane 
Milwaukee  WI  53217 
(414)  332-8230 

CD*  IM* 

Tiu,  Alfonso  L 

10617  W Oklahoma  Ave 
West  Allis  WI  53227 
(414)  321-8550 

CRS 

Tolentino,  Mario  G 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 


Toler,  Douglas  R 

203  N 69th  St 
Milwaukee  WI  53213 


IM 

Tolson,  Lawrence  S 
3822  N 55th  St 
Milwaukee  WI  53216 


D 

Tonkens,  Samuel  W 

925  E Wells  St 
Milwaukee  WI  53202 


OTO* 

Toohill,  Robert  J 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5150 

IM 

Topetzes,  Gregory  J 
8430  W Capitol  Dr 
Milwaukee  WI  53222 
(414)  461-8110 


Torhorst,  Susan  M 

2706  Woodridge  Lane 
Waukesha  WI  53186 


CDS  GS* 

Towne,  Jonathan  B 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5516 

U* 

Trangsrud,  H Axel 

7404  Portland  Ave 
Milwaukee  WI  53213 
(414)  453-8661 

PUD 

Travers,  Howard  D 

2315  N Lake  Dr,  #803 
Milwaukee  WI  5321 1 
(414)  272-2985 

IM*  RHU 
Treacy,  William  L 
10125  W North  Ave 
Milwaukee  WI  53226 
(414)  771-9870 

GS* 

Trettin,  Robert  J 

POB  471 

Elm  Grove  W I 53122 


§ OBG 

Trimborn,  Bernard  A 

421  N 74th  St 
Milwaukee  WI  53213 
(414)  476-1784 

IM 

Triyambakaraj,  C R 

2388  N Lake  Dr 
Milwaukee  WI  53211 

D*  DMP*  IM* 
Troy,  James  L 
3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 
(414)352-3100 

IM*  CD 
Tuchman,  Herman 

5215  N Ironwood  Rd 
Milwaukee  WI  53217 
(414)  962-2700 

FP*  EM 
Tucker,  Alex  S 
1513  E Capitol  Dr 
Milwaukee  WI  53211 
(414)  962-8332 

P 

Turcott,  Richard  D 

POB  13064 
Wauwatosa  WI  53213 


IM 

Turgai,  Valerio 

908  Milwaukee  Ave 
S Milwaukee  WI  53 172 
(414)  762-4030 


IM*  END 
Turkington,  Roger  W 

6745  W Wells  St 
Milwaukee  WI  53213 
(414)  453-5870 

Turnbull,  James  M 

2412  S 77th  St 
West  Allis  WI  53219 


N*  PN* 
Turner,  Arthur  J 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  344-9494 

EM  GS* 

Turner,  C Randolph 

2530  N 124th  St,  #238 
Milwaukee  WI  53226 
(414)  778-0651 

AN 

Turner,  Lawrence  A 

21510  Lancelot  Dr 
Brookfield  WI  53005 


GS* 

Twelmeyer,  Henry  F 

2500  N 108th  St,  #401 
Wauwatosa  WI  53226 
(414)  476-9592 

NS* 

Ullrich,  Donald  P 

3070  N 51st  St,  #107 
Milwaukee  WI  53210 
(414)  873-7400 

D* 

Urban,  Frank  H 

10425  W North  Ave 
Wauwatosa  WI  53226 
(414) 453-2962 

OBG* 

Urdan,  Benjamin  E 

1610  N Prospect  Ave 
#502 

Milwaukee  WI  53202 


OBG* 

Urlakis,  Kenneth  J 

6001  W Center  St 
Milwaukee  WI  53210 
(414)447-7979 

U* 

Usow,  Barry  H 
2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  344-3700 

FP*  GP 
Usow,  Eugene  J 
1218  W Kilbourn  Ave 
#117 

Milwaukee  WI  53233 
(414)  272-5040 

FP 

Uszler,  Louis  B 
569  W Lincoln  Ave 
Milwaukee  WI  53207 
(414)  645-1543 
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ON  HEM 
Uy,  Benedicto  P 
6001  W Center  St 
Milwaukee  WI  53210 


OBG 

Uy,  Mario  L 

756  N 35th  St 
Milwaukee  WI  53208 


IM* 

Uzquiano,  Jorge  T 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)  645-4240 

PD 

Vaccaro,  Joseph  E 

7229  W Center  St 
Milwaukee  WI  53210 


DR* 

Vaisman,  Uri 

Dept  of  Radiology 
POB  342 

Milwaukee  WI  53201 
(414)  289-8015 

AN* 

Van  Gilder,  John  H 

13005  Wrayburn  Rd 
Elm  Grove  WI  53122 
(414)  786-3915 

§ PTH*  CLP* 

Van  Hecke,  Leander  J 

6055  N Kent  Ave 
Whitefish  Bay  WI  53217 
(414)962-5807 

P 

Van  Schaik,  Jan  C 

1220  Dewey  Ave 
Wauwatosa  WI  53213 
(414)  258-2600 

PM* 

Vasudevan,  Sridhar  V 
9001  W Watertown  Plank 
Rd 

Milwaukee  WI  53226 
(414)259-1414 

PD 

Vattakattcherry , George  C 

2388  N Lake  Dr 
Milwaukee  WI  5321 1 


FP* 

Venci,  Nicholas  A B 
100  15th  Ave 
S Milwaukee  WI  53172 
(414)  762-3680 

IM 

Viernes,  Patricio  F 

13845  W Capitol  Dr 
Brookfield  WI  53005 
(414)  783-5510 


GS 

Vinluan,  Alejandro  M 

756  N 35th  St,  0201 
Milwaukee  WI  53208 
(414)  342-8085 

OBG* 

Vitulli,  Vito  N 

1 100  Fairview  Ave 
S Milwaukee  WI  53172 
(414)  769-9220 

§ AN* 

Vlazny,  Ferdinand  J 

POB  59 

Mukwonago  WI  53149 
(414) 363-4245 

NM  PTH* 

Voet,  Raymond  K 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 


P 

Vogt,  Wess  R 
2350  N Lake  Dr,  0515 
Milwaukee  WI  5321 1 


Volz,  Michael  A 
2712  N Park  Dr 
Wauwatosa  WI  53222 


IM* 

Von  Roenn,  W Gregory 

2628  N Summit  Ave 
Milwaukee  WI  5321 1 
(414)  964-0450 

OPH* 

Wadina,  Gerald  W 

5820  S Packard  Ave 
Cudahy  WI  53110 
(414)769-6900 

OBG* 

Wagner,  Alan  M 

1218  W Kilbourn  Ave 
0402 

Milwaukee  WI  53233 
(414)  271-2109 

OPH* 

Wagner,  Paul  F 

156  Beth  Ct 
Burlington  WI  53105 


IM*  ID  ON 
Waisbren  Sr,  Burton  A 

2315  N Lake  Dr,  0815 
Milwaukee  WI  5321 1 
(414)  272-1929 

CD*  IM* 

Waisbren  Jr,  Burton  A 

81 1 E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  276-4616 

ORS*  OS 
Waisman,  Raymond  C 

10006  N Holmes  Ct 
22W  Mequon  WI  53092 
(414)933-2044 


IM*  CD* 
Walcott,  George 

525  E Wells  St,  0200 
Milwaukee  WI  53202 
(414) 271-6800 

OBG 

Waldren  Jr,  Henry  M 

2400  S 90th  St,  0210 
West  Allis  W I 53227 

CD*  IM* 
Walker,  John  A 

2901  W Kinnickinnic 
River  Pkwy 
Milwaukee  WI  53215 
(414)649-3530 

OPH 

Wallner  Jr,  Ernest  F 

777  W Glencoe  PI 
Milwaukee  WI  53217 
(414)  352-0280 

U 

Walsh,  John  P 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 


NS* 

Walsh,  Patrick  R 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5508 

PD 

Walvisch,  Steven  G 
10243  W National  Ave 
West  Allis  WI  53227 


AN 

Warsh,  James  R 

5851  Glen  Flora  Dr 
Greendale  WI  53129 

GP 

Warth,  Chester  G 

710  N Plankinton  Ave 
Milwaukee  WI  53203 
(414)  276-3154 

ORS 

Wartinbee,  Daniel  R 

1218  W Kilbourne  Ave 
Milwaukee  WI  53233 
(414)  276-6000 

PD 

Watson  Jr,  Harry  J 

851 1 W Lincoln  Ave 
Milwaukee  WI  53227 


IM* 

Webb,  William  C 

8501  W Lincoln  Ave 
Milwaukee  WI  53227 


GE  IM* 

Weber,  Jeffrey  M 

5757  W Oklahoma  Ave 
Milwaukee  WI  53219 
(414)  546-1513 


P* 

Weber,  Joseph  E 

3338  N 94th  St 
Milwaukee  WI  53222 
(414)  271-1443 

GP 

Weber,  Marshall  L 

3821  S Howell  Ave 
Milwaukee  WI  53207 
(414)  744-6589 

FP* 

Weida,  B J 

2925  N Summit 
Milwaukee  WI  53211 


A 

Weil,  Harry  R 

3301  Spanish  Moss  Terr 
Lauderhill  FL  33319 
(414)  731-8956 

AN* 

Weingarten,  Maxwell  H S 

4720  N Cramer  St 
Milwaukee  WI  53211 
(414)  964-3909 

GS 

Weinshel,  Leo  R 

238  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  271-0373 

CLP*  PTH* 
Weisberg,  Harry  F 

950  N 12th  St,  POB  342 
Milwaukee  WI  53201 
(414)  289-8056 

U* 

Weisenthal,  Charles  L 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  342-7744 

GP 

Weisfeld,  Samuel  G 

2388  N Lake  Dr 
Milwaukee  WI  5321  1 


IM* 

Welch,  Cassandra  P 

2570  N Maryland  Ave 
0113 

Milwaukee  WI  5321 1 
(414)  963-2139 

A PD* 

Weller,  Ross  R 

2600  N Mayfair  Rd,  0970 
Milwaukee  WI  53226 


GP 

Wells,  Marvin 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)  933-4252 

PD* 

Wells,  Ronald  K 

17030  W North  Ave 
Brookfield  WI  53005 


PM* 

Welsh,  Edwin  C 
13246  Desert  Glen  Dr 
Sun  City  West  AZ  85375 


PD* 

Wenders,  James  A 

10202  W Hayes  Ave 
West  Allis  WI  53227 
(414)  545-4500 

OBG* 

Wendt,  William  P 

10425  W North  Ave,  0314 
Wauwatosa  WI  53226 
(414)259-0880 

GS* 

Wengelewski,  Henry  B 

7689  Overlook  Dr 
Greendale  WI  53129 


R* 

Wepfer,  Joseph  F 

5000  W Chambers  St 
Milwaukee  WI  53210 
(414)  447-2212 

US 

Werba,  Daniel  R 

5538  W Monterosa 
Phoenix  AZ  85031 


OBG* 

Werner,  David  J 

5631  N Mohawk  Ave 
Milwaukee  WI  53217 
(414)  964-7600 

NS 

Wernick,  Shelley 

759  N Milwaukee  St 
Milwaukee  WI  53202 


PM* 

Wertsch,  Jacqueline  J 

Rehab  Med 
1545  S Layton  Blvd 
Milwaukee  WI  53215 
(414)  383-4490 

PD* 

Westley  Jr,  William 

2722  W Oklahoma  Ave 
Milwaukee  WI  53215 


Whereatt,  Nancy  E 
10308  W Bluemound  Rd 
0110 

Milwaukee  WI  53226 


PS*  GS* 

White,  James  E 
9516  Harding  Blvd 
Wauwatosa  WI  53226 
(414)  259-9160 

ORS* 

Wichman,  Harvey  M 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 


MILWAUKEE,  MONROE— 59 


OTO*  OPH 
Wild,  Joseph  P 

3033  W Bonniwell  Rd 
136N  Mequon  WI  53092 
(414)242-1516 

PS*  GS* 

Wilkins,  Terrence  J 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  963-1700 

IM* 

Williams,  DeLore 

8501  W Lincoln  Ave 
West  Allis  WI  53227 
(414)  543-4500 

GS* 

Willson,  D Maclean 

2015  E Newport  Ave 
Milwaukee  WI  5321 1 
(414)  963-1210 

IM* 

Willson,  Donald  M 

3003  W Good  Hope  Rd 
POB  17300 
Milwaukee  WI  53217 
(414)352-3100 

TR*  R 
Wilson,  J Frank 

Dept  of  Rad  Therapy 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5636 

P* 

Wilson,  Jeffrey  W 

316  E Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)  332-0552 

R* 

Winters,  John  C 

POB  484 

Brookfield  WI  53005 
(414)  546-6453 

§ PD* 

Winters,  Kenneth  J 

925  N 75th  St 
Milwaukee  WI  53213 
(414)  258-6148 

GP 

Wisniewski,  Peter  P 

5164  S Mallard  Cir 
Milwaukee  WI  53221 


IM*  ID 
Witte,  Gerhard  L 

324  E Wisconsin  Ave 
Milwaukee  WI  53202 
(414)  272-6310 

PS* 

Wiviott,  Wilbert 

1218  W Kilbourn  Ave 
#409 

Milwaukee  WI  53233 
(414)  272-1222 


CD 

Wolf,  Lawrence  P 

1218  W Kilbourn  Ave 
#314 

Milwaukee  WI  53233 


OBG 

Wolkomir,  Michael  S 

3303  N 51st  Blvd 
Milwaukee  WI  53216 


GS* 

Wollheim,  Donald  A 

2500  N Mayfair  Rd,  #401 
Wauwatosa  WI  53226 
(414)  476-9592 

Wood,  Helen 

2534  N Prospect  Ave,  #1 
Milwaukee  WI  5321 1 

GS*  CDS 
Woods,  James  H 
2300  N Mayfair  Rd,  #845 
Milwaukee  WI  53226 
(414)453-2121 

Woodson,  Mark  E 

3167  N 75th  St,  #3 
Milwaukee  WI  53216 


OBG* 

Woodward,  George  S 
9730  W Bluemound  Rd 
Milwaukee  WI  53226 
(414)774-3400 

GP 

Worm,  George  J 

7827  W Burleigh  St 
Milwaukee  WI  53222 
(414)  442-7000 

OBG*  NPM* 
Worthington,  Dennis 

Dept  of  Ob-Gyn 
8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-5871 

R* 

Wright,  Hobart  H 

8026  W Wisconsin  Ave 
Wauwatosa  WI  53213 


AN* 

Wright,  Irving  V 

16300  Tomahawk  Tr 
Brookfield  WI  53005 


OBG  END 
Wu,  HuiT 

8541  N Pelham  Pkwy 
BaysideWI  53217 
(414)352-7283 

P* 

Wunsch,  Charles  A 

3201  S 16th  St 
Milwaukee  WI  53215 
(414)645-3531 


US  PM* 

Wyman,  John  F 

POB  94 

Cedar  Mt  NC  28718 


PS* 

Wynn,  Sidney  K 

1218  W Kilbourn  Ave 
#517 

Milwaukee  WI  53233 
(414)  272-2050 

OTO* 

Yale,  Russell  S 

10520  N Port  Washington 

Rd 

Mequon  WI  53092 
(414)  241-8000 

DR*  R 
Yard,  Albert  C 

2900  W Oklahoma  Ave 
Milwaukee  WI  53215 


EM* 

Yee,  Albert  S 
9161  N Fielding 
Milwaukee  WI  53217 
(414)351-5867 

OBG* 

Yellick,  Clyde  W 

2388  N Lake  Dr 
Milwaukee  WI  53211 
(414)  271-3700 

R* 

Youker,  James  E 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 
(414)  257-6110 

PD 

Young,  Carol  E 
2315  N Lake  Dr,  #601 
Milwaukee  WI  5321 1 
(414)  765-0515 

P PTH*  FOP* 
Young,  Helen  M Cooper- 

5900  N Port  Washington 
Rd 

Milwaukee  WI  53217 
(414)  421-1406 

P 

Young,  Michael  M C 
POB  513 

Elm  Grove  WI  53122 


R* 

Young,  William  N 

2400  W Lincoln  Ave 
Milwaukee  WI  53215 
(414)  671-7000 

GS 

Yount,  Loren  J 

2315  N Lake  Dr,  #1015 
Milwaukee  WI  5321 1 


GS 

Yunus,  Hafiz  M 

2040  W Wisconsin  Ave 
#681 

Milwaukee  WI  53233 
(414)  272-0093 

P 

Zabors,  Thomas  E 
316  E Silver  Spring  Dr 
Whitefish  Bay  WI  53217 
(414)  964-0390 

GS 

Zamora  Jr,  Alfredo  P 

1469  S 70th  St 
West  Allis  WI  53214 
(414)  476-1414 

P 

Zarem,  Norton  L 

1024  E State  St 
Milwaukee  WI  53202 


PTH*  CLP*  NM* 
Zastrow,  Raymond  C 
2400  W Villard  Ave 
Milwaukee  WI  53209 
(414)  263-8404 

CD*  IM* 

Zeft,  Howard  J 

2901  W Kinnickinnic  River 
Pkwy 

Milwaukee  WI  53215 
(414)649-3800 

P* 

Zeller,  Clifford  L 

155  E Silver  Spring  Dr 
Milwaukee  WI  53217 
(414)962-8900 

FP* 

Zellmer,  James  H 

5148  N Teutonia  Ave 
Milwaukee  WI  53209 
(414)  462-8280 

OM  GPM* 

Zenz,  Carl 

2418  Root  River  Pkwy 
West  Allis  WI  53227 
(414)  543-0962 

CHP  IM 
Zeps,  Aviars  A 
3052  N Bartlett  Ave 
Milwaukee  WI  5321 1 


Zernia,  John  A 

8463  S 116th  St 
Franklin  WI  53132 
(414)  529-1454 

IM*  OS 

Ziebert,  Anthony  P 

2400  S 90th  St,  #206 
West  Allis  WI  53227 
(414)  546-0200 

PTH  IM 
Ziehl,  Frank  L 

19333  W North  Ave 
Brookfield  WI  53005 
(414)  871-3810 


GS* 

Zimmer,  James  F 

9431  W Grange  Ave 
Hales  Corners  WI  53130 
(414)  543-9240 

GP 

Zimmer,  Joseph  J 

8410  W Cleveland  Ave 
West  Allis  WI  53227 
(414)  541-9000 

FP* 

Zimmermann,  Burton  M 

1 2 1 8 W Kilbourn  Ave 
#117 

Milwaukee  WI  53233 
(414)  272-5040 

DR*  R 

Zimmers,  Herbert  J 

1620  E Dean  Rd 
Milwaukee  WI  53217 
(414)  263-8108 

ORS* 

Zuege,  Robert  C 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 
(414)933-1941 

GS* 

Zupnik,  Gerald  R 

606  W Wisconsin  Ave 
Milwaukee  WI  53203 
(414)  272-2250 


MONROE 

COUNTY  MEDICAL  SOCIETY 

FP 

Ahn,  Helen  H 

105  W Milwaukee  St 
Tomah  WI  54660 
(608)  372-4111 

FP* 

Albrecht,  Paul  G 

202  South  K St 
Sparta  WI  54656 
(608)  269-673 1 

GS  U 

Beebe,  Dewitt  C 
RFD  2 

Sparta  WI  54656 


FP* 

Brown,  Jack  D 

POB  250 
Sparta  WI  54656 
(608)  269-6731 

FP* 

Burnett,  David  E 

1900  N Dewey  Ave 
Reedsburg  WI  53959 
(608)  524-6477 


60— MONROE,  OCONTO,  ONEIDA/VILAS 


FP* 

Girolami,  James  F 

105  W Milwaukee  St 
Tomah  W1  54660 
(608)372-4111 

§ GP 

Harris,  Arthur  J 

(Address  unknown) 

FP 

Jessen,  Kevin  A 

625  Hayward  Ave 
Tomah  WI  54660 

GP 

Kozarek,  Clarence  E 
325  Butts  Ave 
Tomah  WI  54660 
(608)372-4176 

GP 

Landmann,  Gustave  A 

POB  729 
Tomah  WI  54660 


FP* 

Lukasek,  Edward  O 

615  Pearl  St 
Sparta  WI  54656 
(608)  269-4765 

GP 

Mubarak,  Jameel  S 

105  W Milwaukee  St 
Tomah  WI  54660 
(608)  372-4111 

GP 

Raftery,  Patricia  R (DO) 
Rt  1 

Sparta  WI  54656 
(608)  269-6731 

GP 

Roth,  Delford  (DO) 

315  W Oak  St,  POB  250 
Sparta  WI  54656 
(608)269-6731 

FP 

Schmidt,  Lou  R 

108  W Main  St,  POB  517 
Sparta  WI  54656 
(608)  269-5066 

FP* 

Williams,  Hugh  H 

315  W Oak  St 
Sparta  WI  54656 
(608)269-6731 


OCONTO 

COUNTY  MEDICAL  SOCIETY 

GP  PTH*  CLP* 
Chung,  Kim  Y 

POB  258 
Oconto  WI  54153 
(414)834-4975 


GP 

Culver,  John  R 

150  N Main  St 
Oconto  Falls  WI  54154 
(414)  846-3644 

§ PUD  DR 
Gutheil,  Douglas  A 

145  S Webster  Ave 
De  Pere  WI  54115 
(414)  336-6146 

FP* 

Heinzl,  Glen  J 

POB  229 
Oconto  WI  54153 
(414)  834-2201 

GP 

Honish,  John  S 

POB  260 
Oconto  WI  54153 
(414)834-4110 

GP 

Reyes,  Metodio  M 
POB  398 
GillettWI  54124 
(414) 855-6031 

GP 

Siefert,  Clyde  E 
164  N Main  St 
Oconto  Falls  WI  54154 
(414)  846-3671 


ONEIDA 

VILAS 

COUNTY  MEDICAL  SOCIETY 

D*  IM 

Aylesworth  Jr,  Robert  J 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)362-5650 

§ OBG* 

Beardsley,  Oliver  B 

4505  Berg  Rd 
Holiday  FL  33590 
(813)937-7828 

GS* 

Bodensteiner,  Joseph  A 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 

PD 

Boismenue,  Stuart  N 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 

IM  CD 
Brown,  John  F 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 


GS 

Bump,  Warner  S 

Rt  6 Box  1460 
Rhinelander  WI  54501 


IM*  PUD* 
Callaway,  Jerome  J 
POB  549 

Woodruff  WI  54568 
(715)356-8000 

GP 

Charapata,  Steven  G 
9585  Old  Hwy  70  W 
Minocqua  WI  54548 

PH  GPM* 

Cline,  Frances  A 

123  N Stevens  St 
Rhinelander  WI  54501 
(715)362-2836 

GP 

Colgan,  John  J 

321  Wall  St,  POB  429 
Eagle  River  W I 54521 
(715)479-4171 

R*  NM 

De  Jongh,  Leon  F 

Box  26 

Rhinelander  WI  54501 
(715)  282-6201 

PD* 

Eggman,  Lynn  D 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)362-5650 

GP  GS 

Ejckhoff,  Everett  C 
Land  O’Lakes  WI  54540 
(715)479-7444 

OBG  END 
Figge  Jr,  Paul  K 

5 W Frederick  St 
Rhinelander  WI  54501 
(715)  362-6510 

OBG* 

Finneran,  James  M 

L-2121  To  To  Tom  Drive 
Lac  Du  Flambeau  WI 
54538 


IM*  CD* 
Fletcher,  Fred  W 

Eagle  River  WI  54521 
(715)479-7471 

ORS 

Foltz,  Richard  N 

550  Timber  Dr 
Rhinelander  WI  54501 


IM* 

Frost,  John  F 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)362-5650 


PD* 

Grgic,  Ante 

203  Schiek  Plaza  Dr 
Rhinelander  WI  54501 
(715)362-6160 

AN 

Grieco,  Joseph  T 
1044  Kabel  Ave 
Rhinelander  WI  54501 
(715)  369-3311 

R 

Grotenhuis,  Paul  W 

Rt  5,  Box  135 
Rhinelander  WI  54501 


OPH 

Haug,  Gary  A 
9637  Manitou  Park  Dr 
Minocqua  WI  54548 
(715)356-3292 

U 

Haynes,  Benn  A 

830  Messer  St 
Rhinelander  WI  54501 


PTH* 

Hertel,  Bruce  F 

1044  Kabel  Ave 
Rhinelander  WI  54501 


GP  OS 

Houlihan,  James  T 

240  Maple  St,  POB  470 
Woodruff  WI  54568 
(715)356-8000 

FP 

Houlihan,  Lorraine  F P 

Woodruff  WI  54568 

U* 

Jacobsen,  Arthur  J 

POB  549 

Woodruff  WI  54568 
(715)356-3292 

FP* 

Jacobson,  Lewis  L 
POB  1449 

Eagle  River  WI  54521 
(715)479-6453 

FP* 

Janak,  Steve  W 
POB  549 

Woodruff  WI  54568 
(715)356-3292 

IM*  FP 
Johnson,  Daniel  L 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)362-5650 

GS* 

Keuer,  James  R 

POB  549 

Woodruff  WI  54568 
(715)356-3292 


§ FP*  PH 
Kief,  Harold  J 

Rt  1,  Box  1502 
Rhinelander  WI  54501 
(715)282-5222 

IM 

Kief,  John  J 

1020  Kabel  Ave 
Rhinelander  WI  54501 

GS* 

Kim,  You-Sah 

Dept  General  Surgery 
Keimyung  University 
Dongsan  Hospital 
#194  Dong  San  Dong 
Taegu,  Korea 

ORS* 

Kitzman,  Robert  H 

550  Timber  Dr 
Rhinelander  WI  54501 
(715)369-2300 

AN* 

Koski,  David  W 
POB  744 

Woodruff  WI  54568 
(715)356-4384 

IM* 

Kotila,  Bruce  A 

210  Elm  Ct 
Rhinelander  WI  54501 
(715)  362-6160 

GP 

Kretz,  Michael  J 

Eagle  River  WI  54521 
(715)479-2280 

OBG* 

Loes,  Peter  L 
Rt  4,  Box  1325 
Rhinelander  WI  54501 
(715)362-6160 

FP* 

Lonsdorf,  Charles  A 

POB  549 

Woodruff  WI  54568 
(715)356-3292 

N P 

Mayron,  Michael  S 
2 E Ocala  St,  POB  1006 
Rhinelander  WI  54501 


ORS*  GP 

Melcher,  Peter  J 

POB  919 

Minocqua  WI  54548 
(715)356-4427 

FP* 

Nemec  Jr,  George 
Rt  1,  Box  171 A 
Woodruff  WI  54568 


R* 

Nevin,  Ismail  N 
1044  Kabel  Ave 
Rhinelander  WI  54501 
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IM* 

Niehaus,  Rebecca  C 
203  Schiek  Plaza  Dr 
Rhinelander  WI  54501 
(715)  478-3361 

IM* 

Norden,  Leo  G 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 

FP  OM  OS 
O’Desky,  Richard  N (DO) 

2351  Madison  Rd,  #202 
Cincinnati  OH  45208 
(513)  321-6003 

OBG* 

Pagano,  Judith  S 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 

IM* 

Peters,  Stephen  R 
POB  549 

Woodruff  WI  54568 
(715)356-3292 

GS* 

Pogodzinski,  Anthony  E 
POB  549 

Woodruff  WI  54568 
(715)356-3292 

GS* 

Pratt,  George  F 
1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 

PTH 

Quackenbush,  Steven  R 

c/oHYMC,  POB  470 
Woodruff  WI  54568 


FP* 

Raduege,  William  E 
POB  549 

Woodruff  WI  54568 
(715)356-3292 

FP 

Resan,  Thomas  K 
POB  549 

Woodruff  WI  54568 
(715)356-3292 

PTH* 

Ritter,  Carol  A 

1044  Kabel  Ave 
Rhinelander  WI  54501 


FP 

Schell,  Charles  A 
POB  549 

Woodruff  WI  54568 
(715)356-3292 

GP  GS 

Schiek  Jr,  Irving  E 
Rhinelander  WI  54501 
(715)  362-6160 


GS  OS 

Schiek  III,  Irving  E 
Rt  6 

Rhinelander  WI  54501 


IM 

Schwartz,  Henry  J C 

3030  Laurie  Ave 
Panama  City  Beach  FL 
32407 

(904)  234-1841 
GS* 

Seidel,  Barry  J 

POB  549 

Woodruff  WI  54568 
(715)356-3292 

IM* 

Simmons,  Warren  K 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 

FP 

Sloan,  Raymond  J 
POB  549 

Woodruff  WI  54568 
(715)356-3292 

PD 

Stiers,  Gary  R 

1020  Kabel  Ave 
Rhinelander  WI  54501 
(715)  362-5650 

IM* 

Swank,  Lee  A 
203  Schiek  Plaza  Dr 
Rhinelander  WI  54501 
(715)  362-6160 

AN* 

Talbot,  Allan  E 
POB  415 

Shawano  W I 54166 


CDS  TS  GS* 
Thomas,  Quentin  M 

Eagle  River  WI  54521 
(715)479-7447 

GS* 

Thuerer,  George  R 

1020  Kabel  Ave 
Rhinelander  WI  54501 


IM 

Wiesner,  James  K 

POB  549 

Woodruff  WI  54568 
(715)  356-3292 

P* 

Wood,  Michael  T 
21  AS  Brown  St,  POB  1146 
Rhinelander  WI  54501 
(715)  362-5150 
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OBG 

Acosta,  Ernesto  L 

506  E Longview  Dr 
Appleton  WI  54911 
(414)739-0114 

FP 

Adler-Fischer,  Karen 

401  N Oneida  St 
Appleton  WI  5491 1 


IM* 

Alt,  Stephen  K 

309  E Washington  St 
Appleton  WI  54911 
(414)  731-7045 

IM* 

Anderson,  Jack  G 

900  E Grant  St 
Appleton  WI  54911 
(414)  734-8062 

OBG 

Balverde,  Felicisima  B 
7 1 5 Depot  St 
Little  Chute  W I 54140 
(414)  788-9700 

FP* 

Barkmeier,  John  R 

1523  S Madison  St 
Appleton  WI  5491 1 
(414)731-9121 

EM 

Behnke,  George  A 

1406  Riverview  Lane 
Appleton  WI  54915 
(414)738-0568 

P PN* 

Belden,  Allan  D 

610  E Longview  Dr 
Appleton  WI  5491 1 
(414)  739-9102 

GP 

Bergwall,  James  G 
217  W Cedar,  POB  100 
Hortonville  WI  54944 
(414)  779-4595 

GS* 

Bonner,  Joseph  N 

106  River  Dr 
Appleton  WI  5491 1 


GS*  CDS 
Boren  Jr,  Clark  H 

900  E Grant  St 
Appleton  WI  5491 1 
(414)  731-8131 

GP 

Boyd,  George  L 

605  Wisconsin  Ave 
Kaukauna  WI 54130 
(414)  766-2622 


U* 

Bravick,  Donald  D 

436  E Longview  Dr 
Appleton  WI  5491 1 
(414)  739-3537 

FP*  IM 
Brei,  Frederick  A 

601  W Pershing  St 
Appleton  WI  5491 1 
(414)  733-2949 

FP* 

Buchanan,  Keith  E 

620  E Longview  Dr 
Appleton  WI  5491 1 
(414)  734-4501 

A*  PDA* 

Burr,  Jack  K 

436  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-5213 

OTO* 

Burrows,  Thomas 

626  E Longview  Dr 
Appleton  WI  5491 1 
(414)734-7)81 

IM* 

Butitta,  John  M 

1501  S Madison  St 
Appleton  WI  5491 1 
(414)739-0171 

IM* 

Carlson,  Guy  W 
6209  Mineral  Point  Rd 
#806 

Madison  WI  53705 
(608)271-6805 

GS* 

Chandler,  William  W 

900  E Grant  St 
Appleton  WI  5491 1 
(414)731-8131 

GS  U 

Chatterjee,  Amarendra  N 

2525  Riverside  Dr 
Kaukauna  WI 54130 
(414)  766-4656 

FP* 

Cherkasky,  Alan  H 
430  Brill  St 
Kaukauna  WI 54130 
(414)  766-2132 

GP  OM 
Cherkasky,  Simon 
117  W 3rd  St 
Kaukauna  WI 54130 
(414)  766-1481 

R*  TR* 

Chessin,  Henry 
424  E Wisconsin  Ave 
Appleton  WI  5491 1 
(414)739-4213 

AN 

Chien,  Shan  H 

706  E Wisconsin  Ave 
Appleton  WI  5491 1 
(414)739-3298 


IM* 

Claypool  Jr,  Blaine  W 

424  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-4241 

OBG* 

Cline,  Richard  S 

506  E Longview  Dr 
Appleton  WI  5491 1 
(414)  739-0114 

AN 

Competente,  Perfecto 
1751  N Racine  St 
Appleton  WI  54911 

PTH* 

Cordero,  Armenio  C 

Dept  of  Pathology 
1506  S Oneida  St 
Appleton  WI  5491 1 

FP 

Cunningham,  Paul  M 

420  E Longview  Dr 
Appleton  WI  54911 
(414)  734-1813 

A* 

Curry,  James  C 
436  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-5213 

GS* 

Dafoe,  William  A 

1602  N Meade  St 
Appleton  WI  5491 1 
(414)739-3661 

IM* 

Danford,  Harold  G 

900  E Grant  St 
Appleton  WI  54911 
(414)731-7111 

FP* 

Derksen,  D Jon 

620  E Longview  Dr 
Appleton  WI  54911 
(414)734-7144 

OBG* 

Dungar,  Charles  F 

506  E Longview  Dr 
Appleton  WI  5491 1 
(414)734-7144 

P* 

Engstrom,  Denton  P 

610  E Longview  Dr 
Appleton  WI  5491 1 
(414)  739-9102 

CLP*  PTH* 
Erchul,  James  W 

Dept  of  Pathology 
1506  S Oneida  St 
Appleton  WI  5491 1 
(414)738-2126 
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AN 

Evangelista,  Teofilo 

706  E Wisconsin  Ave 
Appleton  WI  54911 
(414)  739-3298 

FP* 

Fenlon,  Charles  E 

229  S Morrison  St 
Appleton  Wl  5491 1 

DR  R* 
Fenlon,  John  W 

424  E Wisconsin  Ave 
#103 

Appleton  WI  5491 1 
AN 

Fernandez,  Pascual  B 

706  E Wisconsin  Ave 
Appleton  WI  5491 1 
(414)  739-3298 

PS* 

Finch,  David  R 

161 1 S Madison  St 
Appleton  WI  54915 
(414)739-3100 

FP* 

Freeby,  C William 

200  E Washington  St 
#260 

Appleton  WI  5491 1 
(414)734-5951 

EM 

French,  George  A 
1827  N Racine  St 
Appleton  Wl  5491 1 
(414)734-3660 

GP 

Gage,  Ralph  S 
314  Kimberly  Ave 
Kimberly  wi  54136 
(414)  988-1321 

GE*  IM 
Geall,  Michael  G 
900  E Grant  St 
Appleton  WI  5491 1 
(414)731-9700 

OBG 

Giffin,  Walter  S 

401  N Oneida  St 
Appleton  WI  5491 1 


ORS 

Gmeiner,  James  E 
1560  Palisades  Dr 
Appleton  WI  5491 1 


AN 

Gomilla,  Severino  G 
POB  384 

Appleton  Wl  54912 
(414)  734-1126 


FP* 

Grant,  Douglas  H 

401  N Oneida  St 
Appleton  W 1 54911 
(414)738-4840 

PD* 

Graves,  Maury  D 
401  N Oneida  St 
Appleton  WI  5491 1 
(414)739-0171 

PD* 

Green,  Charles  J 
401  N Oneida  St 
Appleton  WI  5491 1 
(414)739-0171 

R*  NM*  NR* 
Grubb  Jr,  William  B 

424  E Wisconsin  Ave 
#103 

Appleton  WI  5491 1 
(414)  739-4213 

ORS* 

Gunderson,  Finn  O 

900  E Grant  St 
Appleton  WI  5491 1 
(414)  731-6611 

ORS* 

Hagens,  Jerome  H 
1260  Valley  Rd 
Appleton  WI  5491 1 


FP* 

Haight,  Richard  O 

1523  Madison  St 
Appleton  WI  5491 1 

FP* 

Hale,  William  H 

424  E Longview  Dr 
Appleton  WI  54911 
(414)733-3754 

OPH* 

Hall,  Marvin  L 

612  E Longview  Dr 
Appleton  WI  5491 1 
(414)  733-4438 

OBG* 

Harris,  John  S 

506  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-0114 

FP 

Hauch,  Francis  M 

722  W Lawrence  St 
Appleton  W I 54911 
(414) 733-6326 

ORS 

Hausserman,  Robert  L 

1260  Valley  Rd 
Appleton  WI  5491 1 
(414)731-3111 

DR* 

Hausserman,  Sue  A 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4271 


IM* 

Haza,  Bernard  J 

401  N Oneida  St 
Appleton  WI  54911 
(414)738-4860 

FP* 

Heyerdahl,  Dan  L 

620  E Longview  Dr 
Appleton  WI  5491 1 
(414)731-7494 

P PN* 
Heyl,  Bruce  A 

610  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-9102 

FP* 

Homburg,  Nancy  J 

401  N Oneida  St 
Appleton  WI  5491 1 
(414)739-0171 

GP  CRS 
Huberty,  Francis  J 

1 14  E Franklin  St 
Appleton  WI  5491 1 
(414)733-9246 

FP*  PD 
Jeffrey,  James  S 
305  E 12th  St 
Kaukauna WI 54130 


TR*  R 

Kademian,  Michael  T 

1506  S Oneida  St 
Appleton  WI  5491 1 
(414)738-2184 

D 

Kagen,  Marvin  S 

103  W College  Ave 
Appleton  WI  54911 
(414)  733-5138 

IM*  AI* 

Kagen,  Steven  L 
103  W College  Ave 
Appleton  WI  5491 1 
(414) 739-9100 

P* 

Keane,  Keith  M 

2900  N Meade  St 
Appleton  WI  5491 1 
(414)733-8500 

R* 

Kennedy,  Ralph  O 

424  E Wisconsin  Ave 
#103 

Appleton  WI  5491 1 
(414)  739-4213 

OBG 

Kim,  Jin  Sik 

401  N Oneida  St 
Appleton  WI  5491 1 
(414)739-0171 

R* 

Kinde,  Robert  R 

424  E Wisconsin  Ave 
#103 

Appleton  WI  5491 1 


GS* 

Kitzerow,  Earl  B 

401  N Oneida  St 
Appleton  WI  5491 1 
(414)  739-0171 

EM* 

Knoch  III,  Frederick  W 

445  Kittiver  Ct 
Neenah  WI  54956 
(414)  738-2100 

GP 

Knoedler,  William  H 

314  Kimberly  Ave 
Kimberly  WI  54136 
(414)788-1321 

IM*  CD 

Koberstein,  Robert  C 

1602  N Meade  St 
Appleton  WI  5491 1 
(414)734-8837 

IM 

Kretzschmar,  Hanns  O 

4321  N Ballard  Rd 
Appleton  WI  54919 
(414)  734-5721 

FP 

Krueger,  Michael  A 

820  E Hancock  St 
Appleton  WI  5491 1 
(414)733-1459 

OTO* 

Kwaterski,  Mitchell  F 

626  E Longview  Dr 
Appleton  WI  5491 1 
(414)  734-7181 

GP 

Laird,  James  W 

2418  S Oneida  St 
Appleton  WI  5491 1 
(414)733-5525 

ORS* 

Lindstrom,  John  R 

900  E Grant  St 
Appleton  WI  5491 1 
(414)  731-6611 

EM  FP* 

Loescher,  Thomas  M 

2520  E Crestview  Dr 
Appleton  WI  54915 
(414)734-6351 

D* 

Luther,  Thomas  W 

215  S State  St 
Appleton  WI  54911 
(414)  734-5967 

OPH 

McCanna,  Philip  R 

612  E Longview  Dr 
Appleton  WI  5491 1 
(414)733-4438 

FP* 

McKee,  Charles  A 

1523  S Madison  St 
Appleton  W I 54915 
(414)  731-9121 


PTH*  BLB* 
McKee,  Donald  C 

Dept  of  Pathology 
1506  S Oneida  St 
Appleton  WI  54915 
(414)738-2128 

FP* 

Meece,  Terrence 

522  E Pacific  St 
Appleton  Wl  5491 1 
(414)  733-7012 

PTH* 

Meighan,  Pearse  P 

Box  1215,  Rt  6 
Waupaca  W I 54981 


IM* 

Menet,  Richard  A 

401  N Oneida  St 
Appleton  WI  54911 


PD 

Merrick,  James  G 

1 108  Wylde  Green  Rd 
Iowa  City  IA  52240 


GP  GS 

Meyers,  Chester  L 
412  E Longview  Dr 
Appleton  WI  5491 1 
(414)  734-8481 

FP* 

Mich,  Gerald  R 

1523  S Madison  St 
Appleton  WI  54915 
(414)  731-9121 

PTH* 

Moore,  Brian  P 

Dept  of  Pathology 
1818  N Meade  St 
Appleton  WI  5491 1 

EM  GS 
Moore,  F Mark 

265  N Park  Ave 
Neenah  WI  54956 
(414)  738-2100 

GS*  CD 

Mueller  Jr,  Gilbert  F 

900  E Grant  St 
Appleton  WI  54911 
(414)731-8131 

OPH* 

Mueller,  Ross  A 

1620  N Meade  St 
Appleton  WI  5491 1 
(414)  734-8714 

DR  R* 
Murphy,  James  E 

424  E Wisconsin  Ave 
#103 

Appleton  WI  5491 1 
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PD* 

Nandyal,  Rajagopal  R 
401  N Oneida  St 
Appleton  WI  5491 1 
(414)739-0171 

1M*  DIA 
Nichols,  George  P 
424  E Longview  Dr 
Appleton  WI  5491 1 
(414)  734-3865 

FP* 

Noble,  N Carter 
1477  Kenwood  Ctr 
Midway  Rd 
Menasha  WI  54952 
(414)739-0171 

§ PM* 

Pavasars,  Raimunds 

1028  E N St 
Appleton  WI  5491 1 
(414)733-1389 

OBG* 

Petersen,  George  J 
506  E Longview  Dr 
Appleton  WI  5491 1 
(414)  739-0114 

GS*  CDS 
Pier,  Philip  E 

900  E Grant  St 
Appleton  WI  5491 1 
(414)  731-8131 

R* 

Plouff,  Louis  T 

424  E Wisconsin  Ave 
#103 

Appleton  WI  5491 1 
(414)734-5392 

FP* 

Price,  David  L 

620  E Longview  Dr 
Appleton  WI  5491 1 
(414)734-4501 

U* 

Querol,  Gabriel  J 

436  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-3537 

OBG* 

Raney,  Eugene  H 
900  E Grant  St 
Appleton  WI  54911 
(414)735-0811 

GP  GS 

Rankin,  Ferdinand  J 

401  N Oneida  St 
Appleton  W I 5491 1 


CDS*  TS*  GS* 
Rattray,  Trevor  A 
900  E Grant  St 
Appleton  W I 5491 1 


ORS* 

Richards,  William  R 

900  E Grant  St 
Appleton  WI  5491 1 
(414)  731-6611 

N* 

Rieder,  Michael  J 

610  E Longview  Dr 
Appleton  WI  5491 1 
(414)  734-9197 

FP*  EM 

Rosebrock,  Steven  T 

229  S Morrison  St 
Appleton  WI  5491 1 
(414)735-1200 

OTO* 

Russell,  John  H 

612  E Longview  Dr 
Appleton  WI  5491 1 
(414)  733-4438 

IM*  PUD* 
Russo,  John  G 

106  Hayes  St 
Kaukauna  WI 54130 
(414)  766-1110 

IM* 

Ryan,  Thomas  A 

900  E Grant  St 
Appleton  WI  5491 1 


FP* 

Salmon,  Douglas  D 

620  E Longview  Dr 
Appleton  WI  5491 1 
(414)734-4501 

AN 

Salud,  Antonio  V 

706  E Wisconsin  Ave 
Appleton  WI  5491 1 
(414)739-3298 

ORS* 

Sargent,  James  M 

900  E Grant  St 
Appleton  WI  5491 1 
(414)731-6611 

OBG 

Savage,  George  W 
506  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-0114 

FP* 

Sehelble,  Thomas  C 
401  N Oneida  St 
Appleton  WI  5491 1 
(414)739-0171 

PS*  HS 

Schinabeck,  Thomas  J 

900  E Grant  St 
Appleton  WI  5491 1 
(414)731-8131 

OBG* 

Shahbandar,  Hassan 

921  Cambridge  Ct 
Appleton  WI  5491 1 


OPH* 

Shillinglaw , John  A 

103  W College  Ave,  #305 
Appleton  WI  5491 1 
(414)731-3237 

AN* 

Siegrist,  Kenneth  J 

POB  783 

Appleton  WI  54912 
(414)734-3424 

IM* 

Smith,  Franklin  A 

4321  N Ballard  Rd 
Appleton  WI  54919 
(414)734-5721 

FP* 

Springrose,  James  V 

229  S Morrison  St 
Appleton  WI  5491 1 

GS* 

Stanis,  George  R 
401  N Oneida  St 
Appleton  WI  5491 1 
(414)  739-0171 

FP 

Strong,  Jeffrey  A 

229  S Morrison  St 
Appleton  WI  54915 
(414)735-1200 

PUD*  IM* 

Sullivan,  Cornelius  J P 

15242  Chalet  Dr 
San  Antonio  TX  78232 
(512)  494-4745 

OPH* 

Sullivan,  Robert  D 

612  E Longview  Dr 
Appleton  WI  5491 1 
(414)733-4438 

P 

Tatlock,  Thomas  W 

610  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-9102 

§ GP  GS 
Taylor,  Arthur  C 

303  River  Dr 
Appleton  WI  54915 
(414)  739-2293 

GP 

Van  Lieshout,  Francis  X 

126  E Main  St 
Little  Chute  WI  54140 
(414)  788-2765 

PD* 

Veum,  James  S 
401  N Oneida  St 
Appleton  WI  5491 1 
(414)  739-0171 

FP* 

Wallace,  Charles  C 
401  N Oneida  St 
Appleton  WI  5491 1 
(414)739-0171 


OTO* 

Ward,  Richard  H 

626  E Longview  Dr 
Appleton  WI  5491 1 
(414)734-7181 

CDS*  TS* 
Warner,  David  E 

900  E Grant  St 
Appleton  WI  5491 1 


OPH* 

Warren,  Jeffrey  L 

624  E Longview  Dr 
Appleton  WI  5491 1 

FP 

Watson,  Christopher 

3007  N Drew  St 
Appleton  WI  5491 1 


P* 

Weissler,  Joseph  B 

610  E Longview  Dr 
Appleton  WI  5491 1 
(414)739-9102 

IM*  PUD* 
Whiteside,  Jeffrey  R 

1602  N Meade  St 
Appleton  WI  5491 1 
(414)  734-9600 

AN* 

Wico  Jr,  Antonio  R 

1225  E Pauline  St 
Appleton  WI  5491 1 
(414)731-9725 

PD* 

Williams,  Lloyd  P 

401  N Oneida  St 
Appleton  WI  5491 1 
(414)  739-0171 

FP 

Winther,  Jon  N 

2226  N Bay  St 
Appleton  WI  5491 1 
(414)731-4724 

GP 

Wolfmeyer,  Waldemar  W 

305  E 12th  St 
Kaukauna  WI 54130 
(414)  766-4656 

AN 

Yang,  Kuang-Min 

706  E Wisconsin  Ave 
Appleton  WI  5491 1 
(414)739-3298 

§ FP* 

Young,  Joseph  J 

1718  N Viola  St,  POB  85 
Appleton  WI  54912 
(414)734-3210 

§ OPH* 

Zeiss,  Edward  J 
1240EOpechee  St 
Appleton  WI  5491 1 


OPH* 

Zeiss,  John  C 
1620  N Meade  St 
Appleton  WI  5491 1 
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R*  DR 
Bebawy,  Isis  A 
5311  S 21st  St 
Milwaukee  WI  53221 


FP* 

Beecher,  Ann  C 

1 1516  N Pt  Washington 
Mequon  WI  53092 
(414)241-5200 

ORS 

Bhatti,  Allah  W 

326  W Pierre  Lane 
Pt  Washington  WI  53074 
(414)  284-0266 

FP* 

Bickford,  Lester  C 

130  Meyer  Ave,  POB  338 
Fredonia  WI  53021 


OPH* 

Chemotti,  M Thomas 

N94  W6539  Fieldcrest 
CedarburgWI  53012 
(414)  377-9012 

PTH*  CLP* 

Conrad,  Arthur  B 

2403  N Harding 
Wauwatosa  WI  53226 
(414)  284-5511 

ORS 

Dalton,  Anthony  P 

100  W Monroe  St 
Pt  Washington  WI  53074 


GP 

Dorr,  Robert  H 

650  Main  St 
Belgium  WI  53004 


GP  GS 
Elbe,  Ted  D 
143  Green  Bay  Rd 
Thiensville  WI  53092 
(414)242-1120 

OBG* 

Garay,  Fema  So 
326  W Pierre  Lane 
Pt  Washington  WI  53074 
(414)  284-4451 
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OPH* 

Garcia  Jr,  Arthur  F 

214  Green  Bay  Rd 
Thiensville  WI  53092 
(414)  242-5400 

OBG* 

Handrich,  Thomas  A 

1 1 132  N Riverland  Ct 
Mequon  WI  53092 
(414)  352-3100 

FP* 

Hare,  James  W 
W13  1 1516  N Port 
Washington  Rd 
Mequon  WI  53092 

GP 

Henkle,  Robert  F 

100  W Monroe  St 
Pt  Washington  WI  53074 
(414)  284-2631 

IM  PUD 
Hong,  Domingo  T 

1990  Wisconsin  Ave 
Grafton  WI  53024 
(414)375-2305 

R* 

Huckaby,  Audrey  L 

W53  N440  Park  Cir 
Cedarburg  WI  53012 


IM* 

Jensen,  Kenneth  F 

326  W Pierre  Lane 
Pt  Washington  WI  53074 


GP 

Katz,  Henry  J 

POB  126 

Cedarburg  WI  53012 


FP 

Laufenburg,  Herbert  F 

N70  W6874  Bridge  Rd 
Cedarburg  WI  53012 
(414)  377-7885 

PD 

Luib,  Oliva  A 

457  W Grand  Ave 
Pt  Washington  WI  53074 


GS*  CDS 

Mammen,  Aykarethu  O 

1971  Washington  St 
Grafton  WI  53024 
(414)  377-4800 

IM* 

McManus,  Douglas  B 

326  W Pierre  Lane 
Pt  Washington  WI  53074 


D* 

Messer,  Peter  W 
2341  W Appletree  Rd 
Milwaukee  WI  53209 
(414)352-0801 


GP 

Pelant,  Kenneth  F 

1240  13th  Ave 
Grafton  WI  53024 
(414)377-1577 

FP* 

Pfeffer,  Robert  A 

1 18  E Grand  Ave 
Pt  Washington  WI  53074 


GP 

Savage,  George  F 
125  N Franklin  St 
Pt  Washington  WI  53074 
(414)  284-2676 

GP 

Seidl,  Joseph  A 

3880  N Richards  St 
Milwaukee  WI  53212 
(414)  963-2261 

FP* 

Shewczyk,  Thomas  J 

W62  N563  Washington  Av 
Cedarburg  WI  53012 
(414)375-1580 

GS* 

Wall,  Thomas 

326  W Pierre  Lane 
Pt  Washington  WI  53074 
(414)  284-4345 

P* 

Weffenstette,  Bruce  E 

425  W Grand  Ave 
Pt  Washington  WI  53074 
(414)284-6570 


PIERCE 
ST  CROIX 

COUNTY  MEDICAL  SOCIETY 

IM  GP 

Anderson,  Myron  G 

226  Locust  St 
Hudson  WI  54016 
(715)386-2311 

FP* 

Beix,  James  R 
409  Spruce  St 
River  Falls  WI  54022 
(715)425-6701 

IM 

Cornwall,  Milton  A 

327  S 7th  St 
Hudson  WI  54016 
(715)  386-2802 

FP* 

Craig,  James  L 

821  W 8th  St 

New  Richmond  WI  54017 
(715)246-6911 


OBG* 

Diefenbach,  Eugene  J 

226  Locust  St 
Hudson  WI  54016 
(715)  386-2311 

GP 

Docter,  Charles  W 
Plum  City  WI  54761 
(715)647-3641 

PD 

Docter,  John  C 

Rt  1 , Box  108 
Arkansaw  WI  54721 


R 

Dohnalek,  Donald  W 

Rt  5,  Box  228 
River  Falls  WI  54022 
(715)425-2952 

FP* 

Domino,  Terry  G 

220  Vine  St 
Hudson  WI  54016 
(715)386-9381 

GS*  FP* 

Drury,  Colin  J 

POB  68 

New  Richmond  WI  54017 
(715)246-6911 

§ GP 

Drury,  Ernest  M 

91 1 W River  Dr 

New  Richmond  WI  54017 


GS* 

Evans,  Michael  R 
409  Spruce  St 
River  Falls  WI  54022 
(715)425-6701 

GS 

Fermin,  Ruben  E 

226  Locust  St 
Hudson  W I 54016 
(715)386-2311 

FP* 

Hammer,  Roland  M 

409  Spruce  St 
River  Falls  WI  54022 
(715)425-6701 

FP* 

Haskins,  Paul  S 

409  Spruce  St 
River  Falls  WI  54022 
(715)425-6701 

FP* 

Johnson  Jr,  Robert  B 

409  Spruce  St 
River  Falls  WI  54022 
(715)425-6701 

FP* 

Jonas,  Eugene  R 
144  S Plum  St 
Ellsworth  WI  5401 1 
(715)  273-4341 


ORS* 

Khan,  A Hamid 

535  Hospital  Rd 

New  Richmond  WI  54017 

(715)  246-2251 

FP 

Klaas,  Frederick  B 

241  N Broadway 
E Ellsworth  WI  54010 
(715)  273-4732 

FP  P 

Laney,  Howard  J 
1 19  Broad  St 
Prescott  WI  54021 
(715)  262-3131 

GP 

Limberg,  Allen  W 

144  E Oak  St 
Glenwood  City  WI  54013 
(715)265-4121 

GP 

Limberg,  Philip  W 

144  E Oak  St 

Glenwood  City  WI  54013 
(715)  265-4121 

FP*  U 

Lindahl,  Stephen  A 

220  Vine  St 
Hudson  WI  54016 
(715)386-9381 

FP* 

Mayer,  Vicki  L 

220  Vine  St 
Hudson  WI  54016 
(715)386-9383 

GP 

Melby,  Neal  A 

645  E 2nd  St 

New  Richmond  WI  54017 


OBG* 

Melich,  Paz  G 
146  W 2nd  St 
New  Richmond  WI  54017 
(715)  246-6839 

GP  GS 

Olson,  Clifford  A 

920  Curtis  St 
Baldwin  WI  54002 
(715)684-2119 

FP* 

Olson,  David  L 

POB  68 

New  Richmond  WI  54017 


FP* 

Palmquist,  James  C 

409  Spruce  St 
River  Falls  WI  54022 
(715)425-6701 

FP* 

Pope,  George  M 

Rt  2,  Box  33 

River  Falls  WI  54022 

(715)425-6701 


FP 

Powell,  Joseph  E 
441  E 7th  St 

New  Richmond  WI  54017 
(715)246-6846 

FP* 

Schmitz,  Stephen  R 

226  Locust  St 
Hudson  WI  54016 
(715)386-2311 

GP 

Springer,  Frank  A 

Elmwood  WI  54740 
(715)639-4151 

FP*  GS 

Torkelson,  Leonard  B 

Baldwin  WI  54002 
(715)684-3326 

GP 

Weisbrod,  Louis  W 

712  E 2nd  St 

New  Richmond  WI  54017 
(715)246-6422 

FP* 

Woeste,  David  M 

409  Spruce  St 
River  Falls  WI  54022 
(715)425-6701 


POLK 

COUNTY  MEDICAL  SOCIETY 

GP 

Arneson,  Orrin  N 

312  N Keller  Ave 
Amery  WI  54001 
(715)268-7131 

FP* 

Boy  ken,  Mark  E 

104  Adams  St  S 

St  Croix  Falls  WI  54024 

(715)483-3221 

GP 

Byrne,  William  R 

127  Keller  Ave  N 
Amery  WI  54001 
(715)  268-7191 

§ GP 

Campbell  Jr,  Lome  A 

165  3rd  St 

Clear  Lake  W I 54005 
(715)263-2350 

FP* 

Dasler,  Herbert  A 

127  Keller  Ave  N 
Amery  WI  54001 
(715)  268-7191 

FP 

Elbing,  Paul  F 

127  N Keller  Ave 
Amery  WI  54001 
(715)268-7191 
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GP  CD 

Fischer,  William  A 

502  Birch  St 
Frederic  WI  54837 


FP* 

Hanson,  Allen  S 

208  S Adams  St 

St  Croix  Falls  Wl  54024 

(715)483-3221 

FP 

Kelsey,  David  P 

Rt  3,  Box  53A 
Frederic  Wl  54837 


FP* 

Lagus,  Arne  T 

104  Adams  St  S 
St  Croix  Falls  WI  54024 


§ GP 

Marra,  Michael  T G 

318  Riverside  Blvd 
Amery  WI  54001 
(715)268-7596 

FP 

Nelson,  Leo  K 
104  Adams  St  S 
St  Croix  Falls  WI  54024 
(715)483-3221 

GS* 

Olson,  Lloyd  L 

219  Day  Rd 

St  Croix  Falls  WI  54024 
(715)483-9987 

FP*  IM 
Peterson,  Evan  H 

St  Croix  Falls  WI  54024 


FP* 

Peterson,  Timothy  J 

Frederic  WI  54837 
(715)  327-4206 

GP 

Potek,  Arnold  S 

301  River  St 
Osceola  WI  54020 
(715)  294-2116 

FP*  AN 
Riegel,  Fred  B 

St  Croix  Falls  WI  54024 
(715)483-3221 

§ FP* 

Schwab,  Donald  F 

Rt  1,  Box  362A 
Hayesville  NC  28904 
(704)  389-3078 

GS* 

Simenstad,  John  O 

301  River  St 
Osceola  WI  54020 
(715)294-2116 


FP*  U 

Wegner,  Marwood  E 

208  Adams  St  S 

St  Croix  Falls  WI  54024 

(715)483-3221 

GP 

Whitlark,  Frederick  L 

309  Harriman  Ave  N 
Amery  WI  54001 
(715)268-7191 

FP* 

Young,  William  W 

104  Adams  St  S 
St  Croix  Falls  WI  54024 


PORTAGE 

COUNTY  MEDICAL  SOCIETY 

§ OTO*  OPH 
Anderson,  George  H 

4217  Ridge  Ct 
Stevens  Point  WI  54481 
(715)  344-0943 

GP  PD 

Benn,  Vernard  A 

POB  127 

Rosholt  WI  54473 
(715)677-4711 

IM 

Bickford,  Robert  H 

Star  Rt,  Box  34 
Rockport  TX  78382 


OBG* 

Boehm  II,  Frederick  J 

122  N Wilshire  Dr 
Stevens  Point  WI  54481 
(715)341-8559 

GP 

Brick,  Daniel  L 

2501  Main  St 
Stevens  Point  WI  54481 
(715)  344-4120 

AN 

Daily,  James  M 

Dept  of  Anesthesiology 
900  Illinois  Ave 
Stevens  Point  WI  54481 
(715)341-7920 

ORS* 

De  Weerd  Jr,  James  H 

2501  Main  St 
Stevens  Point  WI  54481 
(715)  344-4120 

OTO* 

Dunlap  II,  Roy  J 

508  Vincent  St 
Stevens  Point  WI  54481 
(715)341-8001 

GS*  TS 

Eckberg,  Richard  A 

2501  Main  St 
Stevens  Point  WI  54481 
(715)  344-4120 


R 

Enerson,  David  E 

1201  Soo  Marie  Ave 
Stevens  Point  WI  54481 
(715)  341-7717 

D 

Eskritt,  Nyles  R 
3508  E Maria  Dr 
Stevens  Point  WI  54481 
(715)  3444573 

IM* 

Gehin,  Francis  E 

2009  W River  Dr 
Stevens  Point  WI  54481 


GP 

Gramowski,  Walter  A 

4100  Janick  Cir  N 
Stevens  Point  WI  54481 


U* 

Hacker,  Philip  K 

2501  Main  St 
Stevens  Point  WI  54481 
(715)  344-4120 

FP 

Harman,  Jill  P 

247  Depot  St 
Rosholt  WI  54473 
(715)677-3522 

EM 

Hendrickson,  David  J 

900  Illinois  Ave 
Stevens  Point  WI  54481 


§ GP  GS* 

Iber,  Frank  C 

2402  Springville  Dr 
Stevens  Point  WI  54481 
(715)  344-3000 

OBG 

Jaeger,  Robert  J 

3291  Thompson  Ct 
Stevens  Point  WI  54481 
(715)  341-0590 

IM* 

Jarabek,  Joseph  F 

2501  Main  St 
Stevens  Point  WI  54481 
(715)  344-4120 

FP* 

Johnson,  Donald  D 

1800  North  Point  Dr 
Stevens  Point  WI  54481 
(715)  346-7751 

R* 

Kessler,  Richard  A 

900  Illinois  Ave 
Stevens  Point  WI  54481 
(715)  344-4645 

ORS* 

Kirsch,  John  M 

3426  E Maria  Dr 
Stevens  Point  WI  54481 
(715)341-7970 


ORS* 

Klasinski,  Clarence 

500  Vincent  St 
Stevens  Point  WI  54481 
(715)  344-0701 

R* 

Kohn,  Albert  M 

900  Illinois  Ave 
Stevens  Point  WI  54481 


ORS 

Kozisek,  John  A 

500  Vincent  St 
Stevens  Point  WI  54481 
(715)344-0701 

OBG 

May,  Edwin  G 
2501  Main  St 
Stevens  Point  WI  54481 
(715)344-4120 

GP 

McGinnis,  Kathleen  J 

2501  Main  St 
Stevens  Point  WI  54481 

PTH*  CLP* 
Milano,  Angelo 

900  Illinois  Ave 
Stevens  Point  WI  54481 
(715)  346-5050 

PTH* 

Miller  Jr,  Herbert  P 

900  Illinois  Ave 
Stevens  Point  WI  54481 
(715)  346-5050 

GP 

Miller,  James  D 

950  College  Ave 
Stevens  Point  WI  54481 
(715)344-3684 

GP 

Miller,  Stanley  R 

950  College  Ave 
Stevens  Point  WI  54481 
(715)  344-3684 

OPH* 

O’Malley,  Thomas  P 

2501  Main  St 
Stevens  Point  WI  54481 


TRS  CDS  GS* 
Palaganas,  Bienvenido  C 
2501  Main  St 
Stevens  Point  WI  54481 
(715)344-4120 

OBG* 

Picconatto,  John  A 

122  N Wilshire  Dr 
Stevens  Point  WI  54481 
(715)  341-8559 

ORS* 

Reichardt,  Fred  W 

2501  Main  St 
Stevens  Point  WI  54481 


U* 

Reigel,  Richard  P 

2501  Main  St 

Stevens  Point  WI  54481 

(715)344-4120 

AN 

Schierl,  Anne  M G 

POB  308 

Stevens  Point  WI  54481 
(715)  344-8443 

IM 

Schneeberger,  E Michael 
2501  Main  St 
Stevens  Point  Wl  54481 
(715)  344-4120 

PTH* 

Sciarrone,  Francesco 
900  Illinois  Ave 
Stevens  Point  WI  54481 


GP 

Sevenich,  James  R 
624  Isadore  St 
Stevens  Point  WI  54481 
(715)  344-5225 

FP* 

Shaw,  Henry  H 
2501  Main  St 
Stevens  Point  WI  54481 


§ GP  GS 
Sheehan,  W Clifford 

1025  Soo  Marie 
Stevens  Point  WI  54481 
(715)344-6043 

§ GP 

Slater,  Robert  H 

305  Sunrise  Ave 
Stevens  Point  WI  54481 
(715)  344-9509 

GS* 

Sowka,  Albin  J 

1525  Main  St 
Stevens  Point  WI  54481 


GP 

Sowka,  Paul  N 
3208  Alder  Ave 
Stevens  Point  WI  54481 
(715)344-6908 

GS* 

Wagner,  Thomas  R 

500  A Vincent  St 
Stevens  Point  WI  54481 


PRICE 

TAYLOR 

COUNTY  MEDICAL  SOCIETY 

GP  FP 
Cameron,  Vinoo 

101  W Gibson  Ave 
Medford  WI  54451 
(715)  257-7521 


66— PRICE/TAYLOR,  RACINE 


FP* 

Dahlie,  Peter  N 

605  Peterson  Dr 
Phillips  WI  54555 
(715)  339-2101 

1M 

Frederick,  T Bayard 

789  S 7th  Ave 
Park  Falls  WI  54552 
(715)  762-3212 

PD*  AN 
Kanca,  Milan 

101  N Gibson  Ave 
Medford  W I 54451 
(715)748-2121 

FP* 

Lindgren,  Timothy  J 

POB  190 

Park  Falls  WI  54552 
(715)762-3212 

FP 

Lofland,  Leo  J 

Rt  2,  Box  107  A 
Ogema  WI  54459 
(715)767-4071 

§ U* 

Meeter,  Urquhart  L 

Rt  3,  Box  176C 
Medford  WI  54451 
(715)748-5324 

GP 

Meyer,  Walther  W 

101  N Gibson  St 
Medford  WI  54451 


GS 

Moscoso,  Romulo  P 

101  N Gibson  Ave 
Medford  WI  54451 
(715)748-2121 

§ GP 

Murphy,  James  L 

607  3rd  Ave  S 
Park  Falls  WI  54552 
(715)762-4166 

§ GP 

Niebauer,  Walter  E 

264  N Avon  Ave 
Phillips  WI  54555 
(715)339-2232 

FP* 

Novacheck,  Steven  J 
POB  190 

Park  Falls  WI  54552 
(715)762-3212 

GP 

Oliveros,  Danilo  E 

101  N Gibson  Ave 
Medford  WI  54451 
(715)740-2121 

FP* 

Robinson  II,  J K (DO) 

105  N Gibson  Ave 
Medford  W I 54451 
(715)  748-3377 


IM 

Shah,  Dinesh  H 

101  N Gibson  Ave 
Medford  WI  54451 
(715)748-2376 

IM*  GE 
Uhri,  Vladimir 

107  N Gibson  Ave 
Medford  WI  54451 
(715)748-5353 


RACINE 

COUNTY  MEDICAL  SOCIETY 

OBG* 

Alexander,  A Charles 

1244  Wisconsin  Ave 
#101 

Racine  WI  53403 
(414)  637-8314 

P 

Altenberg,  Barry  M 

1244  Wisconsin  Ave 
#201 

Racine  WI  53403 
(414)  633-8245 

OPH* 

Anderson,  Robert  G 

500  Walton  Ave 
Racine  WI  53402 
(414)  637-7231 

P*  N* 

Bacon,  Glenn  A 

807  16th  St 
Racine  WI  53403 
(414)634-8220 

OBG 

Bahzad,  Christobel  G 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

§ GP 

Baker,  David  J 

224  N Oakland  Ave 
Burlington  WI  53105 
(414)  763-9121 

AN 

Barina,  Henry  J 

3456  N Wisconsin  St 
Racine  WI  53402 
(414)  681-2900 

TS  CDS  GS* 

Bass  Jr,  James 
2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

IM 

Baumblatt,  Don  P 

1244  Wisconsin  Ave 
#206 

Racine  WI  53403 


PTH*  CLP* 
Baylon,  Victoriano  A 

3801  Spring  St 
Racine  WI  53405 
(414)  636-4212 

§ OPH 

Brewer,  Gordon  W 

3435  Erie  St 
Racine  WI  53402 
(414)  639-2056 

IM* 

Brooks,  Jerome  C 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

PS*  HS 

Brown,  Richard  J C 

5377  Hunt  Club  Rd 
Racine  WI  53402 
(414)  639-8886 

GP 

Bruton,  John  T 

807  16th  St 
Racine  WI  53403 
(414)  637-4418 

GS* 

Burke,  Donald  R 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

U* 

Chang,  Hark  C 

3803  Spring  St,  #203 
Racine  WI  53405 
(414)632-6988 

ORS* 

Christenson,  Charles  W 

500  Walton  Ave 
Racine  WI  53402 
(414)  637-5686 

GS* 

Cohill,  Donald  F 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

§ OPH  OTO* 
Co  veil,  Kermit  W 

214  Wolff  St 
Racine  WI  53402 


NS  GS* 
Cushman,  S Marshall 

3831  Lighthouse  Dr 
Racine  WI  53402 


IM* 

De  Groot,  Henry  E 

3803  Spring  St,  #305 
Racine  WI  53405 
(414)  632-9600 

GP 

Dillon,  Michael  E 

124  Commerce  St,  #20 
Burlington  WI  53105 


P CHP  PN* 
Drom,  Robert  E 

1244  S Wisconsin  Ave 
#201 

Racine  WI  53403 
(414)633-2933 

ORS* 

Dussault,  Michael  C 

156  Duane  St 
Burlington  WI  53105 


PD* 

Englander,  Stanley  M 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  637-4922 

FP* 

Erickson,  Lief  W 
POB  40 

Burlington  WI  53105 
(414)  763-3513 

ORS* 

Ericson,  Huron  L 

12  Raven  Turn 
Racine  WI  53402 
(414)  634-0860 

GS 

Fazen,  Louis  E 

3803  Spring  St 
Racine  WI  53405 


OTO 

Feider,  Dennis  E 

3803  Spring  St,  #202 
Racine  WI  53405 
(414)  633-3344 

§ GS  PH 
Ferrazzano,  Gabriel  P 

1927  Belleair  Rd 
Clearwater  FL  33546 


OBG* 

Floch,  Louis  J 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8213 

PD 

Flox,  Stephen  T 

8810  W Howard 
Milwaukee  WI  53228 


OTO* 

Fogle,  Richard  J 

3803  Spring  St 
Racine  WI  53405 
(414)  632-4082 

PD* 

Foreman,  John  W 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

OBG* 

Fralich,  Joseph  C 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 


EM  IM* 

Fruendt,  Jonathan  C 

581 1 Cambridge  Cir 
#2 

Racine  WI  53406 


GP 

Gander,  E Paul 

190  Gardner  Ave 
Burlington  WI  53105 
(414)  763-9121 

PD* 

Gardetto,  Peter  A 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  637-4922 

OBG* 

Gass,  Howard  I 
2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

IM*  GE* 

Geenen,  Joseph  E 

1333  College  Ave 
Racine  WI  53403 
(414)  637-7996 

IM* 

Gierahn,  James  P 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-4455 

GS* 

Gillett,  George  N 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

PD*  NPM 
Glaspey,  John  C 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

DR  R* 

Gommermann,  John  A 

Radiology  Dept 
1320  Wisconsin  Ave 
Racine  WI  53403 


PD 

Graf,  Alfred  E 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

OBG* 

Grant,  Arthur  B 

21 1 9th  St 
Racine  WI  53403 
(414)  637-7614 

FP* 

Grinney,  June  L C 

3803  Spring  St,  #105 
Racine  WI  53405 
(414)  634-6679 
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GYN  OBG* 
Grinney,  Leo  R 

3803  Spring  St,  #105 
Racine  WI  53405 
(414)  634-6679 

GP 

Haedike,  William  D 

620  15th  Ave 
Union  Grove  WI  53182 


ORS* 

Hammes,  James  R 

500  Walton  Ave 
Racine  WI  53402 
(414)  637-5686 

GS*  ORS 
Harris,  William  C 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

PD* 

Henken,  William  F 

500  Walton  Ave 
Racine  WI  53402 
(414)  632-7109 

IM* 

Houser,  John  W 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8259 

GP 

Jamieson,  John  G 

812  Main  St 
Racine  WI  53403 
(414)  632-2252 

R*  DR* 

Johnson,  Howard  H 

5516  Acorn  Tr 
Racine  WI  53402 
(414)  681-1937 

P AN* 
Johnson,  Paul  S 

21 1 9th  St 
Racine  WI  53403 
(414)  632-0505 

AN 

Kaarakka,  Olli  F 

1 159  N Osborne  Blvd 
Racine  WI  53405 
(414)  637-5228 

NS 

Kanshepolsky,  Jose 

822  Wisconsin  Ave 
Racine  WI  53403 
(414)  634-1909 

TS*  CDS  GS* 
Khoja,  Sherali 

3801  Monarch  Dr 
Racine  WI  53405 
(414)  552-7337 

R*  NM* 

Im,  Byung  Hoon 

468  Wind  Ridge  Dr 
Racine  WI  53402 
(414)  639-8426 


R* 

Kim,  Dai  Kap 

6600  Brook  Rd 
Franksville  WI  53126 
(414)  636-4311 

P* 

Kim,  David  Y 

1244  S Wisconsin  Ave 
#203 

Racine  WI  53403 
(414)  632-5344 

PTH 

Kim,  Soo  Yun 

16  Steeplechase  Dr 
Racine  WI  53402 

A AI* 

Kim,  Zaezeung 
1300  S Green  Bay  Rd 
Racine  WI  53406 
(414)  632-5161 

TR  R* 

Klein,  Kenneth  A 

8735  W Meadow  Lane 
Franklin  WI  53132 

EM* 

Koenigsknecht,  Steven  J 

3801  Spring  St 
Racine  WI  53405 
(414)  636-4470 

§ GP  OBG 
Konnak,  William  F 

3346  N Main  St 
Racine  WI  53402 
(414)  639-1323 

OPH* 

Kontra,  Dennis  J 

5802  Washington  Ave 
Racine  WI  53406 
(414)  886-9100 

§ GP 

KreuI,  Randolph  W 

81 1 Main  St 
Racine  WI  53403 


§ AN* 

KreuI,  William  R 

100  12th  St 
Racine  WI  53403 
(414)  632-5119 

FP 

Krismer,  George  J 
POB40 

Burlington  WI  53105 
IM 

Lane,  Jack  T 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8222 

FP 

Larmore,  Gerry  K 

190  Gardner  Ave 
Burlington  WI  53105 
(414)  763-9121 


OBG* 

Le  Cloux,  David  R 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

OPH* 

Lehner,  Robert  H 

312  7th  St,  POB  1677 
Racine  WI  53401 
(414)637-9615 

OPH 

Lehner  II,  Robert  H 

312  7th  St 
Racine  WI  53403 
(414)  637-9615 

GS* 

Leitschuh,  Robert  B 

5625  Washington  Ave 
Racine  WI  53406 
(414)886-5000 

EM  IM 

Linstroth,  John  W 

1131  Sherwood  Lane 
Caledonia  W I 53108 


NS*  N 

Lippman,  Harry  H 

3803  Spring  St,  #102 
Racine  WI  53405 
(414)  634-2306 

IM*  PUD* 

Little  Jr,  William  J 

3803  Spring  St,  #104 
Racine  WI  53405 
(414)  632-7334 

OPH* 

MacVicar  Jr,  Ernest  L 

500  Walton  Ave 
Racine  WI  53402 
(414)637-8361 

GYN  OBG* 
Madden,  William  J 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

GS* 

Malinowski,  Rodney  W 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8230 

CD  IM* 

Martin,  Carroll  M 

1333  College  Ave 
Racine  WI  53403 
(414)  637-7996 

IM* 

Mayer,  Richard  J 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

IM*  PUD 
McCabe,  Kevin  W 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8255 


IM* 

McHale,  Josiah  A 

315  Wolff  St 
Racine  WI  53402 
(414)  637-8521 

OBG 

Miller  Jr,  Donald  W 

1244  Wisconsin  Ave 
#105 

Racine  WI  53403 


FP 

Miller,  Hubert  C 

421  William  St 
Racine  WI  53402 


R* 

Miller,  Paul  L 

1320  Wisconsin  Ave 
Racine  WI  53403 
(414)  636-2311 

IM* 

Minton,  Richard 

2405  Northwestern  Ave 
Racine  WI  53404 


IM*  ON* 

Myers,  Carl  F 
5625  Washington  Ave 
Racine  WI  53406 
(414)886-8256 

ORS* 

Nelson,  Marvin  W 

837  Main  St 
Racine  WI  53403 
(414)634-0860 

PD* 

Nettles  Jr,  Willard  H 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

P*  CHP 
Newman,  Julian  J 

500  Walton  Ave 
Racine  WI  53402 
(414)  634-7119 

US 

Nickelsen,  John  R 

823  Perry  Ave 
Racine  WI  53406 
(414)  633-9157 

PTH* 

Oberdorfer,  Claude  E 

1320  S Wisconsin  Ave 
Racine  WI  53403 
(414)  636-2205 

IM 

Odders,  Richard  N 

5625  Washington  Ave 
Racine  WI  53405 
(414)  886-8226 

PD* 

Ortwein,  Robert  K 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 


U 

Palm,  Robert  A 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

N 

Park,  Byung  H 

312  7th  St 
Racine  WI  53403 


IM*  HEM 
Parker,  Marvin  G 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

D* 

Patton,  Charles  H 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7535 

D*  GP 

Pechman,  Kenneth  J 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7535 

GP 

Petersen,  James  J G 
309  4th  St 
Racine  WI  53403 

ORS 

Peyer,  Gregory  A 

5625  Washington  Ave 
Racine  WI  53406 


GS* 

Pinkus,  Walter  H 

1244  Wisconsin  Ave 
#206 

Racine  WI  53403 
(414)  634-7015 

GP  GS 

Postorino,  Joseph  D 

3803  Spring  St,  #107 
Racine  WI  53405 

R*  NM 

Qazi,  Mohammad  H A 

1320  Wisconsin  Ave 
Racine  WI  53403 
(414)  636-2311 

IM* 

Quirk,  Russell  A 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-4455 

NS* 

Rafiullah,  Mohammed 

3001  Michigan  Blvd 
Racine  WI  53402 


IM 

Raine,  Charles  H 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)632-7521 
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AN 

Reyes  Jr,  Jose  E 
1244  Wisconsin  Ave 
#205 

Racine  WI  53403 
(414)  637-5664 

GP 

Rothenmaier,  Glenway  L 

1700  C A Becker  Dr 
Racine  WI  53406 
(414)  634-0422 

FP* 

Sampica,  Gerald  J 

5625  Washington  Ave 
Racine  WI  53406 
(414)886-5715 

PD* 

Salchie,  Michael  A 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

GS 

Schacht,  Edmund  W 

1 Deepwood  Dr 
Racine  WI  53402 
(414)  639-3496 

GP 

Scheible,  Frank  J 

632  High  St 
Racine  WI  53402 
(414)  634-1224 

GP 

Scheller,  Robert  F 

807  16th  St 
Racine  WI  53403 
(414)  637-4418 

GP  IM 

Schenkenberg,  Grace  E 
504  14th  St 
Racine  WI  53403 
(414)  632-3353 

FP* 

Schleper,  Albin  J 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

U 

Schmidt,  John  P 

1244  Wisconsin  Ave 
Racine  WI  53403 


P PN* 
Schroeder,  Harold  T 

500  Walton  Ave 
Racine  WI  53402 


CD 

Schuller,  Gert  J 

2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-7521 

PTH*  CLP* 
Schuster,  Myron 

3801  Spring  St 
Racine  WI  53405 
(414)636-4212 


GE  IM* 

Shaffer,  Robert  D 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8244 

IM*  CD 
Short,  Howard  W 

1333  College  Ave 
Racine  WI  53403 
(414)  637-7996 

IM  NEP 
Siddiqi,  Sultan  H 

3803  Spring  St,  #304 
Racine  WI  53405 
(414)  633-6767 

GS* 

Siegert,  Robert  F 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8229 

OPH* 

Singh,  Kanwar  A 

3803  Spring  St 
POB  1247 
Racine  WI  53405 
(414)  637-0500 

PTH 

Singh,  Satnam 

5045  Windpoint  Dr 
Racine  WI  53402 


FP* 

Skupniewicz,  Raymond  E 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

GS* 

Smith,  Lawrence  W 
904  Orchard  St 
Racine  WI  53405 


FP 

Smith,  Sharon  A 

425  Milwaukee  Ave,  #1 
Burlington  WI  53105 
(414)  763-9128 

GS* 

Smollen,  William  J 

913  Main  St 
Racine  WI  53403 
(414)  637-6270 

CLP  FP 

Sooknandan,  Chonsham 

809  16th  St 
Racine  WI  53403 
(414)  637-6172 

AN 

Stefanowicz,  Helena  P K 
224  12th  St 
Racine  WI  53403 


OBG* 

Steffen,  Elizabeth  A 

734  Lake  Ave 
Racine  WI  53403 
(414)  637-8311 


IM*  PA 
Stewart,  Richard  D 

5337  Wind  Point  Rd 
Racine  WI  53402 
(414)  631-3675 

U* 

Stika,  Edward  A 

3803  Spring  St,  #103 
Racine  WI  53405 
(414)  637-5000 

ON  HEM  IM* 
Stone,  William  H 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-5000 

R*  NM* 
Strimling,  Arnold  M 

3733  South  Lane 
Franksville  WI  53126 
(414)  886-9002 

CD  IM* 

Tierney,  James  F 

1333  College  Ave 
Racine  WI  53403 
(414)637-7996 

GS* 

Tiffany  II,  Joseph  C 

3803  Spring  St 
Racine  WI  53405 
(414)632-1208 

P N 

Tomkiewicz,  Ralph  E 

312  7th  St,  #302 
Racine  WI  53403 
(414)637-7239 

N 

Tsuchiya,  Goro 
312  7th  St 
Racine  WI  53403 


DR  R* 

Udesky,  Richard  H 

Radiology  Dept 
3801  Spring  St 
Racine  WI  53405 


IM*  GE 
Venugopalan,  R P 

1333  College  Ave 
Racine  WI  53403 

OTO* 

Veranth,  Jerome  J 

5605  Washington  Ave 
Racine  WI  53406 
(414)  886-9411 

U* 

Wadhwani,  Indur  B 

3803  Spring  St,  #204 
Racine  WI  53405 
(414)  633-3323 

EM  IM* 

Wagner,  Richard  F 

10614  Seven  Mile  Rd 
Franksville  WI  53126 


FP* 

Wheaton,  Robert  C 

190  Gardner  Ave 
Burlington  WI  53105 

IM* 

Wideburg,  Charles  A 

5625  Washington  Ave 
Racine  WI  53406 


OBG 

Wilczynski,  Joseph  R 

5625  Washington  Ave 
Racine  WI  53406 


GP 

Williamson,  Warren  H 

500  Walton  Ave 
Racine  WI  53402 
(414)  633-3070 

IM*  NEP* 

Wilz,  Donald  R 

5625  Washington  Ave 
Racine  WI  53406 
(414)  886-8224 

IM*  GE* 

Wright,  Lewis  E 
2405  Northwestern  Ave 
Racine  WI  53404 
(414)  632-4455 

AN 

Yasatan,  Nasip  H 
505  Mulberry  Lane 
Racine  WI  53402 
(414)  639-8570 

FP* 

Yllas,  Santiago  L 

3803  Spring  St,  #306 
Racine  WI  53405 
(414)  633-3567 


RICHLAND 

COUNTY  MEDICAL  SOCIETY 

FP* 

Bard,  Neil  N 

1313  W Seminary  St 
Richland  Center  WI  53581 


FP* 

Cooke,  William  T 

1313  W Seminary  St 
Richland  Center  WI  53581 


FP* 

Edwards,  Richard  W 

1313  W Seminary  St 
Richland  Center  WI  53581 
(608)647-6161 

GP 

Glise  Jr,  Roy  C 
1313  W Seminary  St 
Richland  Center  WI  53581 
(608)649-6161 


FP* 

Jordan,  John  C 

1313  W Seminary  St 
Richland  Center  WI  53581 


GS 

Kelertas,  Julius  H 

1313  W Seminary  St 
Richland  Center  WI  53581 


FP 

Meyer,  Kilian  H 

1313  W Seminary  St 
Richland  Center  WI  53581 
(608)647-6161 

§ GP 

Pippin,  L Maramon 

1313  W Seminary  St 
Richland  Center  WI  53581 
(608)  647-4792 

FP* 

Richardson,  Thomas  L 

1313  W Seminary  St 
Richland  Center  WI  53581 
(608)647-6161 

IM 

Sinnett,  Dale  F 
Rt  4 

Richland  Center  WI  53581 
(608)647-6161 

GP 

Spear,  Jack  I 

1313  W Seminary  St 
Richland  Center  WI  53581 


GP 

Taft,  Donald  J 

POB  649 

Richland  Center  WI  53581 


FP* 

Tydrich,  James  J 

1313  W Seminary  St 
Richland  Center  WI  53581 
(608)647-6161 

IM* 

Wisniewski,  Gerald  R 

1289  W Seminary  St 
Richland  Center  WI  53581 
(608)  647-4422 


ROCK 

COUNTY  MEDICAL  SOCIETY 

PD 

Adamski,  Gary  B 
1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2220 

IM 

Ajdukovich,  Craig  S 

5 W Rollin  St 
Edgerton  WI  53534 
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U* 

Apfelbach,  G Leonard 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)756-7100 

R* 

Babb, John  L 

2422  Riverside  Dr 
Beloit  WI  53511 
(608)  364-5266 

§ ORS 

Baldwin,  Raymond  M 

2563  Riverside  Dr 
Beloit  WI  53511 


GS*  CRS* 
Behrens,  Susan  F 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  364-2230 

U* 

Beltran,  Juan  C 

1905  Huebbe  Pkwy 
Beloit  WI  53511 


OBG* 

Bennett  II,  Paul 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  364-2306 

§ AN* 

Betlach,  Dorothy  W 

2520  Linden  Ave 
Janesville  WI  53545 
(608)  754-3936 

R*  NM 

Betlach,  Eugene  H 

2520  Linden  Ave 
Janesville  WI  53545 
(608)  754-2002 

ORS* 

Bodley,  Don  H 

510  N Terrace 
Janesville  WI  53545 
(608)  756-0391 

ON  IM* 
Brandman,  James  F 

580  N Washington 
Janesville  WI  53545 


IM*  GE 

Brandt,  William  N 

POB  551 

Janesville  WI  53545 
(608) 755-3500 

FP  OS 

Brillman,  Lester  P 

203 1 Riverside  Dr 
Beloit  WI  535 11 


IM* 

Brodkey,  Frank  D 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)  756-7293 


PD* 

Burandt,  Donald  C 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  364-2220 

GP 

Burdick,  Harvey  L 

POB  66 

Milton  WI  53563 
(608)  868-7653 

GP 

Carney,  Cyril  M 
2001  E Ridge  Rd 
Beloit  WI  535 1 1 
(608)  365-5069 

GS 

Carter,  Kenneth  L 

2433  Field  Crest  Rd 
Beloit  WI  53511 
(608)  365-7683 

IM* 

Chancey,  Robert  L 

1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2200 

OPH 

Charnecki,  George 

101  E Milwaukee  St 

mi 

Janesville  WI  53545 
(608)754-8134 

AN 

Choung,  Steven  S 
2657  Austin  PI 
Beloit  WI  53511 
(608)  365-7451 

GP 

Clark,  Daniel  M 

91 1 Blackhawk  Blvd 
Rockton  IL  61072 
(815)624-2595 

FP* 

Cohen,  David  A 
101 1 N Main  St 
Edgerton  W I 53534 
(608)  884-3354 

OBG* 

Criswell,  David  K 
1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2200 

AN 

Danocup,  Roberto  J 

3203  Rose  Ct 
Beloit  WI  535 11 
(608)  365-4273 

EM  GS  OM 
Das,  Ram 
1748  Oakleaf  Dr 
S Beloit  WI  61080 
(608)  364-2381 

AN* 

De  Vore,  Jan  S 
1458  N Parker  Dr 
Janesville  WI  53545 
(608)  756-3608 


AN* 

Djokovic,  Jovan  L 

630  Wexford  Dr 
Janesville  WI  53545 


AN* 

Dodge,  Robert  K 

526  Logan  St 
Janesville  WI  53545 
(608)  752-4380 

OPH 

Downing,  John  J 

580  N Washington 
Janesville  WI  53545 
(608)755-3515 

OPH* 

Druckrey,  Gerald  R 

1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2204 

OM 

Durkee,  Paul  F 

POB  629 

Janesville  WI  53545 
(608)756-7916 

PD  ID 
Dyson,  Anne  E 

709  College  St 
Beloit  WI  53511 


GS* 

Falk,  Steven  L 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)  756-7100 

GS 

Falk  Jr,  Victor  S 

5 W Rollin  St 
Edgerton  WI  53534 
(608)  884-3371 

GP  IM 

Farnsworth,  Richard  W 

1324  E Racine  St 
Janesville  WI  53545 
(608)  765-2712 

IM*  GE 
Fass,  Steven  J 
1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-0002 

IM* 

Fitzgerald,  William  M 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  364-2200 

PTH*  CLP* 

Frank,  Jordon 

1969  W Hart  Rd 
Beloit  WI  53511 
(608)  362-5642 

IM* 

Frazer,  Samuel  L 

580  N Washington  St 
Janesville  WI  53545 
(608)  755-3500 


P 

Frechette,  Paul  F 

101  E Milwaukee  St 
Janesville  WI  53545 
(608)754-8191 

PD* 

Freeman,  William  S 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  364-2200 

IM* 

From,  Leland  J 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  364-2240 

§ AN* 

Glesne,  Orvin  G 
Rt  3,  Box  166 
Miltona  MN  56354 
(612)  834-2623 

PD* 

Goelzer,  Mark  L 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)  756-7230 

IM 

Gold,  Kenneth  I 

1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2356 

FP*  OS 

Gordon,  Michael  C 
POB  749 

Janesville  WI  53547 
(608)  754-2264 

FP* 

Gray,  Roger  S 
1 1 W Church  St 
Evansville  WI  53536 


ORS* 

Gredler,  Gerald  P 

510  N Terrace 
Janesville  WI  53545 
(608)756-0391 

IM* 

Gutmann,  George  E 

580  N Washington  Ave 
Janesville  WI  53545 


R* 

Hansen,  Thomas  R 

1000  Mineral  Point  Ave 
Janesville  WI  53545 


FP* 

Hartlaub,  Eugene  S 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)756-7100 

DR* 

Hatch,  James  L 

1029  Parkridge  Rd 
Janesville  WI  53545 
(608) 756-0090 


ORS* 

Hebble,  William  M 

1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2200 

OBG* 

Holland,  Robert  A 

2326  Tradition  Lane 
Janesville  WI  53545 
(608) 756-7200 

§ FP*  OTO 
Holmes,  John  F 

24  Hilltop  Dr 
Milton  WI  53563 


ORS  IM 
Huizenga,  Roger  E 
1905  Huebbe  Pkwy 
Beloit  WI  535 11 


IM 

Jhocson,  Antonio  L 

1905  Huebbe  Pkwy 
Beloit  WI  53511 


OBG* 

Job,  Edward  J 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608) 756-7230 

IM* 

Jones,  George  T 
2670  Chatsworth  Dr 
Beloit  WI  535 11 


GS* 

Karzel,  Ronald  P 

580  N Washington  St 
Janesville  WI  53545 
(608)  755-3500 

GS* 

Katz,  Mayer 

2677  E Collingswood  Dr 
Beloit  WI  53511 


IM*  GE 
Keller,  Francis  L 

1026  Laramie  Lane 
Janesville  WI  53545 
(608)  756-5279 

OPH 

Keller,  James  L 

1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2204 

GS*  VS 
Khanna,  Trilok  S 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)756-7100 

EM 

Knepel,  Donald 

1000  Mineral  Point  Ave 
Janesville  WI  53545 
(608)  756-6611 
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OBG* 

Kochell,  Richard  L 

2020  E Milwaukee  Rd 
Janesville  WI  53545 
(608)  756-7286 

GP 

La  Breche,  Michael  J 

POB  351 

Janesville  Wl  53545 
(608)  755-2500 

OPH* 

Lakritz,  Amrum 

580  N Washington  St 
Janesville  WI  53545 
(608)  755-3500 

OPH 

Lakritz,  Leo  W 

2661  E Collingswood  Dr 
Beloit  WI  53511 


IM 

Lang,  Thomas  J 

1905  Huebbe  Pkwy 
Beloit  Wl  535 1 1 


D*  FP* 
Larson,  Paul  O 

UW-CSC 

600  Highland  Ave 

Madison  WI  53792 


OTO 

Lee,  Jong  Man 

2211  E Ridge  Rd 
Beloit  WI  53511 


§ D* 

Levin,  Harlan  M 

94  S Harmony  Dr 
Janesville  WI  53545 
(608)754-4168 

CD  IM 
Lim,  Roger  G 

1905  Huebbe  Pkwy 
Beloit  WI  535 1 1 


PD* 

Madan,  Nalini 

1011  N Main  St 
Edgerton  WI  53534 
(608)  884-3354 

IM* 

Madan,  Suresh  K 

1011  N Main  St 
Edgerton  WI  53534 

R* 

Matzke,  Robert  F 

1000  Mineral  Point  Ave 
Janesville  WI  53545 
(608)  756-6743 

ORS 

McCall,  Thomas  G 

510  N Terrace  St 
Janesville  WI  53545 
(608)756-0391 


§ GP 

McNair,  Edward  R 

120  S Center  St 
Orfordville  WI  53576 
(608)  879-2364 

IM* 

McNichols,  Edwin  F 

449  Landis  Rd 
Harleysville  PA  19483 


OBG 

Miller,  Edward  C 

2020  E Milwaukee  St 
Janesville  WI  53545 


IM* 

Miller,  James  R 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 


PD* 

Nagle,  Bruce  K 
580  N Washington  St 
Janesville  WI  53545 
(608)  755-3500 

PD* 

Neeno,  Katsumi 

580  N Washington  Ave 
Janesville  WI  53545 
(608)  755-3500 

OBG 

Nienhuis,  Herman  D 

221  W Court  St 
Janesville  WI  53545 
(608)  752-0053 

PD 

Nowak,  Blaine  B 

2020  E Milwaukee  St 
Janesville  WI  53545 


OBG* 

O’Brien,  James  N 

580  N Washington  St 
Janesville  WI  53545 
(608)  755-3500 

ORS* 

Odland,  Paul  K 

510  N Terrace  St 
Janesville  WI  53545 
(608)756-0391 

R* 

Onderak,  Edward  P 

1969  W Hart  Rd 
Beloit  WI  535 1 1 


OBG* 

Otterholt,  Erland  R 

2428  Apache  Ct 
Janesville  WI  53545 
(608)  754-9323 

GP 

Overton,  Richard  S 

58  S Main  St 
Janesville  WI  53545 
(608)  754-7925 


OPH* 

Pember,  John  F 

POB  429 

Janesville  WI  53547 
(608)754-7781 

ORS 

Perpich,  Mark  S 

510  N Terrace  St 
Janesville  WI  53545 


U* 

Plautz  Jr,  Arthur  C 

580  N Washington  St 
Janesville  WI  53545 
(608)755-3500 

GS* 

Pollard  Jr,  William  H 

419  Pleasant  St 
Beloit  WI  535 11 
(608)  362-3453 

FP 

Pruett,  William  A 

203 1 Riverside  Dr 
Beloit  WI  5351  1 
(608)  362-4146 

IM 

Purdy,  Marshall  F 

23  W Milwaukee  St 
Janesville  WI  53545 
(608)  724-4924 

AN 

Qui,  Felipe  L 

2151  Crittenden  Dr 
Beloit  WI  5351  1 


FP* 

Ranola,  Pedro  O 

5 W Rollin  St 
Edgerton  WI  53534 
(608)884-3371 

IM*  NEP 
Rao,  Ramachandra 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)756-7100 

§ GP  AN 
Rau,  Esther  L 

1317  Bennett  St 
Janesville  WI  53545 
(608)  752-4439 

§ GP 

Reinardy,  Arthur  L 

705  1st  St 

Kewaunee  WI  54216 
(414)388-2032 

§ GS* 

Reinardy,  Everett  W 

601  Shreve  St 
14- A Banyan  Pt 
Punta  Gorda  FL  33950 


OTO* 

Rowe,  David  S 
2020  E Milwaukee  St 
Janesville  WI  53545 
(608)  756-7100 


GS*  TS 
Russo,  Francis  R 

580  N Washington  St 
Janesville  WI  53545 
(608)  755-3500 

GP  GS 
Saladar,  Rafael  S 
2031  Riverside  Dr 
Beloit  WI  5351  1 
(608)  362-8464 

GP 

Salvador,  Fernando  E 

2031  Riverside  Dr 
Beloit  WI  535 11 

§ OBG* 

Sanderson,  Richard  J 

Rt  3,  Box  151 

Hot  Springs  AR  71901 

(501)525-2337 

IM 

Sargeant,  Thomas  S 
580  N Washington  St 
Janesville  WI  53545 
(608)755-3500 

OBG* 

Scholten  Jr,  Walter  A 

1905  Huebbe  Pkwy 
Beloit  WI  535 1 1 
(608)  364-2200 

FP 

Schroeder,  Jack  D 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)756-7100 

GS*  GP 
Shearer,  Charles  E 
1011  N Main  St 
Edgerton  WI  53534 


GS*  GP 
Shearer,  Thomas  M 
1011  N Main  St 
Edgerton  WI  53534 
(608)  884-3354 

GS* 

Sholl,  P Richard 

POB  551 

Janesville  WI  53545 
(608)  755-3626 

IM* 

Smith,  David  A 

23  W Milwaukee  St 
Janesville  WI  53545 
(608)  752-4924 

§ IM* 

Snodgrass,  Herbert  M 

503 1 Knollwood  Dr 
Janesville  WI  53545 
(608)  754-9088 

OBG* 

Spooner,  Myron  G 

1905  Huebbe  Pkwy 
Beloit  WI  5351  1 
(608)  364-2220 


GP  PH 

Springberg,  Joseph  C 
POB  687 
Beloit  WI  53511 
(608)  362-3510 

GS*  CDS 
Squires,  William  H 

580  N Washington  Ave 
Janesville  WI  53545 


PTH* 

Teruel,  Serafin  B 

1969  W Hart  Rd 
Beloit  WI  53511 
(608)  362-5642 

ORS 

Thomas,  Jeffrey  C 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)756-7100 

ORS 

Traudt,  William  S 

2388  N Lake  Dr 
Milwaukee  WI  53211 


GP 

Tregoning,  Paul  C 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608) 756-7100 

ORS* 

Tuftee,  Allen  O 

1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  362-2200 

OTO 

Twyman,  Allen  H 

1905  Huebbe  Pkwy 
Beloit  WI  53511 


IM*  ON* 

Vander  Laan,  Burton  F 

1905  Huebbe  Pkwy 
Beloit  WI  53511 
(608)  364-2361 


PD 

Werner,  Stephen  C 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)  756-7100 

FP* 

West,  William  P 

2020  E Milwaukee  St 
Janesville  WI  53545 
(608)  756-7144 

A IM 

Wiseman,  Terrance  L 

580  N Washington  St 
Janesville  WI  53545 
(608)  755-3500 

GS*  TS 

Woodington,  George  F 
1905  Huebbe  Pkwy 
Beloit  WI  535 11 
(608)  364-2230 
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IM* 

Zajac,  Dorothy  J 

60  S River  St 
Janesville  WI  53545 
(608)  754-6017 


RUSK 

COUNTY  MEDICAL  SOCIETY 

GS  CDS 
Bachir,  Joseph  S 

906  College  Ave  W 
Ladysmith  WI  54848 


GP 

Bauer,  William  B A J 

417  W 4th  St  N 
Ladysmith  WI  54848 
(715)532-6073 

FP* 

Bennett,  Ralph  P 

906  W College  Ave 
Ladysmith  WI  54848 
(715)532-6651 

FP* 

Chatterton,  Howard  T 

906  College  Ave  W 
Ladysmith  WI  54848 
(715)532-6651 

PD* 

Johnson,  Raymond  R 

906  College  Ave  W 
Ladysmith  WI  54848 
(715)532-6651 

FP 

Nash,  Richard  G 

906  College  Ave 
Ladysmith  WI  54848 
(715)532-6651 

IM* 

Romeis,  Richard  J 

906  College  Ave  W 
Ladysmith  WI  54848 
(715)532-6651 

OBG* 

Shehab,  Naglaa  M 

906  College  Ave 
Ladysmith  WI  54848 
(715)  532-6651 

§ GP  GS 
Whalen,  Maurice  L 

Bruce  WI  54819 
(715)868-2421 

FP* 

Ziemer,  John  L 

906  College  Ave  W 
Ladysmith  WI  54848 
(715)532-6651 


SAUK 

COUNTY  MEDICAL  SOCIETY 

PTH 

Caceres,  Victor  W 
130  Warren  St 
Beaver  Dam  WI  53916 
(414)  885-9231 

FP*  GE 
Carlson,  Haakon  P 

55  Prairie  Ave 
Prairie  du  Sac  WI  53578 


FP* 

Damos,  James  R 

1900  N Dewey  Ave 
Reedsburg  WI  53959 
(608)  524-6477 

GS* 

De  Giovanni,  John  A 

55  Prairie  Ave 
Prairie  du  Sac  WI  53578 
(608)  643-2431 

IM* 

Flygt,  Thomas  R 

1044  Tinkham  Tr 
BarabooWI  53913 
(608)356-2145 

FP* 

Galarnyk,  Ihor  A 

Plain  WI  53577 
(608)  546-421 1 

GS 

Hammer,  Edwin  J 

703  14th  St 
BarabooWI  53913 
(608)  356-6656 

§ GP 

Hansel,  Robert  G 

131  Monroe  St 
BarabooWI  53913 
(608)  356-5675 

FP 

Holmen,  Gerald  J 

703  14th  St 
BarabooWI  53913 
(608)  356-6656 

GP 

Huth,  Melvin  F 

203  4th  St 
BarabooWI  53913 
(608)  356-4777 

FP* 

Kempthorne,  Gerald  C 

153  E Jefferson  St 
Spring  Green  WI  53588 
(608)  588-2502 

GP 

Knight,  Robert  G 

1900  N Dewey  Ave 
Reedsburg  WI  53959 
(608)  524-6477 


FP* 

Koontz,  Robert  J 

1900  N Dewey  Ave 
Reedsburg  WI  53959 


ORS  GS 
Kruse,  Diana  L 

4134  Twin  Valley  Rd,  Rt  6 
Middleton  WI  53562 


FP* 

Kuter,  David  P 

703  14th  St 
Baraboo  WI  53913 
(608)  356-6656 

FP* 

Lewis,  James  M 
703  14th  St 
BarabooWI  53913 
(608)  356-6656 

FP* 

Midthun,  Thomas  T 

703  14th  St 
Baraboo  WI  53913 


FP* 

Mortimore,  Robert  H 

1 900  N Dewey  Ave 
Reedsburg  WI  53959 
(608)  524-6477 

GP 

Pawlisch,  Otto  V 

160  Main  St 
Reedsburg  WI  53959 


GP  GS 

Pearson,  Carlyle  R 
POB  169 

Baraboo  WI  53913 
(608)  356-3984 

ORS 

Plooster,  Michael  D 

1070  Rosemary  Cir 
BarabooWI  53913 


GS  ABS 

Queniahan,  Leandro  M 

POB  58 

Baraboo  WI  53913 
(608)  356-9455 

FP* 

Schonfeld,  Michael  R 

1900  N Dewey  Ave 
Reedsburg  WI  53959 
(608)  524-6477 

FP* 

Siebert,  John  T 

703  14th  St 
Baraboo  WI  53913 
(608)  356-6656 

GP  GS  ABS 
Simeon,  Rodolfo  G 

1 18  Main  St 
Reedsburg  WI  53959 
(608)  524-6451 


GP 

Stadel,  Ernest  V 
POB  384 

Reedsburg  WI  53959 


FP* 

Vangor,  Donald  W 

703  14th  St 
Baraboo  WI  53913 
(608)  356-6656 

GS* 

Van  Tuyl,  John  R 

7585  Bingham  Ct 
Worthington  OH  43085 


GS  GP 

Vergara  Jr,  Victor  G 

1900  N Dewey  St 
Reedsburg  WI  53959 
(608)524-6441 

FP* 

Zauft,  Gibbs  W 

55  Prairie  Ave 

Prairie  du  Sac  WI  53578 

(608)643-3351 


SAWYER 

COUNTY  MEDICAL  SOCIETY 

GP 

Baertsch,  Lloyd  M 

Rt  3,  Box  3998 
Hayward  WI  54843 


§ GP  IM 
Callaghan,  Desmond  H 

Rt  8,  Box  67 
Hayward  WI  54843 
(715)634-2526 

GP 

Hussa,  John  F 

Rt  3,  Box  3998 
Hayward  WI  54843 


FP 

Jensen,  Paul  L 

Rt  3,  Box  3998 
Hayward  WI  54843 


N 

Sahs,  Martin  H 
POB  72 

Hayward  WI  54843 
(715)634-2622 

GP 

SmarsJr,  Gunnar  A 

Rt  3,  Box  3998 
Hayward  WI  54843 


GP 

Strapon  III,  Paul 

Rt  3,  Box  3998 
Hayward  WI  54843 


FP* 

Swenson,  Robert  R 

Rt  3,  Box  3998 
Hayward  WI  54843 


SHAWANO 

COUNTY  MEDICAL  SOCIETY 

GP 

Albright,  John  J 

610  W Green  Bay 
Shawano  W I 54166 


GP  OBG 
Arvold,  David  S 

1 17  E Green  Bay  St 
Shawano  WI  54166 
(715)  524-2161 

GP 

Bergmann,  Franklyn  T 

610  W Green  Bay  St 
Shawano  W I 54166 
(715)526-3137 

GS* 

Cantwell  Jr,  Arthur  A 

1 17  E Green  Bay  St 
Shawano  W I 54166 
(715)524-2161 

GP 

Coan,  William  A 

610  W Green  Bay  St 
Shawano  WI  54166 
(715)526-3137 

FP* 

Harms,  Ronald  L 

1 17  E Green  Bay  St 
Shawano  WI  54166 


FP* 

Hart,  John  D 

1 17  E Green  Bay  St 
Shawano  WI  54166 
(715)524-2161 

GP  GS 

Jeffries,  Donald  A 

1 17  E Green  Bay  Ave 
Shawano  WI  54166 
(715)524-2161 

GP 

Litzen,  Floyd  L 

Gresham  WI  54128 

FP* 

Logemann,  Ronald  L 

1 17  E Green  Bay  St 
Shawano  W I 54166 
(715)524-2161 

FP* 

Petty,  Ralph  D 

1 1 7 E Green  Bay  St 
Shawano  W I 54166 
(715)524-2161 
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GP  GS 

Schulz,  Donald  W 

610  W Green  Bay  St 
Shawano  W1  54166 
(715)  526-3137 

GP 

Sebesta,  Alois  J 
126/2  S Main  St 
POB  360 

Shawano  W1  54166 
(715)  526-3313 

P N 

Shields,  John  C 

W 3456  River  Hts 
Shawano  W1  54166 

FP* 

Stoughton,  Richard  R 

117  E Green  Bay  St 
Shawano  W1  54166 
(715)524-2161 

GP 

Stuff,  Patricia  J 

POB  366 

Bonduel  WI  54107 
(715)  758-2167 

GP 

Tauke,  Ralph  E 

Tigerton  WI  54486 
(715)535-2115 

FP* 

Thomas,  Thomas  J 

1 17  E Green  Bay  St 
Shawano  W I 54166 
(715)524-2161 


SHEBOYGAN 

COUNTY  MEDICAL  SOCIETY 

OBG* 

Ashby,  Arved  O 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

OPH* 

Aymond,  David  K 

522  Grant  Ave 
Sheboygan  WI  53081 
(414)  457-4461 

OBG* 

Batzner,  David  J 

POB  944 

Sheboygan  WI  53081 
(414)  458-3713 

FP* 

Beiersdorf,  Rieck  W 
1011  N 8th  St 
Sheboygan  WI  53081 

AI*  IM* 

Beri,  Vijay  K 

904  N 9th  St 
Sheboygan  WI  53081 
(414)  457-4616 


FP* 

Brauer,  Warren  A 

528  Evergreen  Pkwy 
Sheboygan  WI  53081 
(414)  457-4438 

GP 

Brickbauer,  Arthur  J 

40  Stafford  St 
Plymouth  WI  53073 
(414)  892-7021 

D* 

Bringe,  James  W 

2708  N 7th  St 
Sheboygan  WI  53081 
(414)  452-8831 

DR*  R* 

Campbell,  Richard  L 

649  Upper  Rd 
Kohler  WI  53044 
(414)  459-4672 

DR  R* 

Connell,  Thomas  R 

Radiology  Dept 
1601  N Taylor  Dr 
Sheboygan  W I 53081 

IM  GP 

Crawford  III,  William  C 

1930  N 8th  St 
Sheboygan  WI  53081 
(414)  459-9071 

PTH* 

Cyrus  Jr,  Andrew  E 
1601  N Taylor  Dr 
Sheboygan  WI  53081 
(414)  459-4658 

IM 

Deleon  III,  Manuel  C 

708  St  Clair  Ave 
Sheboygan  WI  53081 


ORS* 

De  Roos,  Jan  P 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

PTH* 

Dick,  Herman  J 

5666  E Hampton  St,  #245 
Tucson  AZ  85712 
(602)  886-2676 

IM 

Eckardt,  Burnell  F 

1226  N 8th  St 
Sheboygan  WI  53081 
(414)457-3581 

§ IM 

Evers,  Raymond  H 
Rt  4 

Plymouth  WI  53073 
(414)  892-6386 

OBG* 

Fernandez,  Pedro  B 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 


OTO* 

Fleming,  Paul  M 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

FP 

Forkner,  William  A 

POB  56 

Kohler  WI  53044 


DR*  R 

Gerend,  Jacob  M 

705  Oak  Tree  Rd 
Sheboygan  WI  53081 
(414)  458-0050 

ORS* 

Gore,  Donald  R 

1226  N 8th  St 
Sheboygan  WI  53081 
(414)  458-3791 

U* 

Graf,  Christopher  A 

1720  N 8th  St 
Sheboygan  WI  53081 
(414)457-4858 

IM* 

Hancock,  Curtis  W 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

§ GP 

Hansen,  Horace  J 
Rt  2 Mill  Rd 

Sheboygan  Falls  WI  53085 


AN 

Harvey,  Donald  J 
Rt  4 

Sheboygan  Falls  WI  53085 


FP* 

Heinz,  Harold  N 
1030  Leisure  World 
Mesa  AZ  85206 
(602)  981-2681 

IM* 

Helminiak,  Robert  A 

101 1 N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

U* 

Hermann, John  P 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

AN* 

Hess  Jr,  George  L 
1521  Kaufmann  Ave 
Sheboygan  WI  53081 
(414)  459-4728 

§ GS 

Hidde,  Frederick  G 

714  North  Ave 
Sheboygan  WI  53081 
(414)  457-7972 


D*  IM* 

Hildebrand,  James  F 

1011  N 8th  St 
Sheboygan  W I 53081 
(414)  457-4461 

P 

Hizon,  Josefina  L 
1415  N 13th  St 
Sheboygan  WI  53081 
(414)458-4361 

§ P N PN* 

Houfek,  Edward  E 
POB  1141 

Sheboygan  WI  53081 
§ GP 

Huibregtse,  Willard  G 
3730  N 12th  PI 
Sheboygan  WI  53081 
(414)  457-5963 

GP 

Jacquat,  Michael  G (DO) 

1000  Eastern  Ave 
Plymouth  WI  53073 
(414)  893-1411 

p* 

Jochimsen,  Earl  H 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

AN 

Jumes,  Marvin  G 
Rt  1 

Sheboygan  WI  53081 


IM*  GER 
Kalchthaler,  T J (DO) 

1902  Mead  Ave 
Sheboygan  WI  53081 


IM 

Kapur,  Chanda 

Hwy  23  E 

Plymouth  WI  53073 


FP* 

Keller,  Robert  A 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

IM* 

Kerpe,  Vytas  K 
1226  N 8th  St 
Sheboygan  WI  53081 
(414)  452-6000 

PTH* 

Klettke,  Roger  G 

Pathology  Dept 
1601  N Taylor  Dr 
Sheboygan  WI  53081 
(414)  459-8300 

IM 

Kuplic,  James  B 

1226  N 8th  St 
Sheboygan  WI  53081 
(414)  458-9041 


OPH* 

Larson,  Christopher  L 

1442  N 31st  St 
Sheboygan  WI  53081 
(414)  452-5400 

GS* 

Lisberg,  Kenneth  J 

1226  N 8th  St 
Sheboygan  WI  53081 
(414)  452-4911 

OTO*  PS 
Louden,  Richard  K 

1720  N 8th  St 
Sheboygan  WI  53081 
(414)  457-2100 

GP 

Malewiski,  Larry  J 

1930  N 8th  St 
Sheboygan  WI  53081 
(414)  458-3508 

GP  OBG 
Marsho,  Bernard  S 

904  N 9th  St 
Sheboygan  WI  53081 
(414)  457-4438 

FP 

Marsho,  Patrick  R 

904  N 9th  St 
Sheboygan  WI  53081 
(414)  457-4438 

IM  CD 
Mason,  Paul  B 

407  Clement  Ave 
Sheboygan  WI  53081 
(414)  457-9022 

§ GS* 

McRoberts,  Jerry  W 

3602  N 21st  St,  #109 
Sheboygan  WI  53081 
(414)  457-7411 

IM* 

Michael,  James  D 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

R 

Misch,  Allen 
31 1 N Koning  Dr 
Sheboygan  WI  53081 


IM 

Mockert  Jr,  Thomas 

1720  N 8th  St 
Sheboygan  WI  53081 
(414)  458-0094 

PD*  HEM 
Mohammad,  Ghulam 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

§ AN 

Moir,  Jane  M 
Rt  1 

Oostburg  WI  53070 
(414)  668-8962 
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U GS 

Moran,  Michael  J 

1720  N 8th  St 
Sheboygan  WI  53081 
(414)457-4858 


AN 

Morgenweck,  Cynthiane  J 

522  Grant  Ave 
Sheboygan  WI  53081 
(414)  458-4652 

IM*  GE 

Moulton,  Jonathan  V 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

D* 

Myers,  Kevin  S 
904  N 9th  St 
Sheboygan  WI  53081 
(414)  457-9100 

GS*  TS 

Nause,  Frederick  P 

1720  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4858 

ORS* 

Northup,  Cole  S 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

FP* 

Northup,  Cynthia  P 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

GS* 

Ohme,  Donald  D 

101 1 N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

PD*  PDA 
Opel,  D Douglas 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

FP* 

Pawlak,  James  R 

904  N 9th  St 
Sheboygan  WI  53081 
(414)  457-4438 

FP  ABS 
Perez,  Pablo  M 
133  E Mill  St 
Plymouth  WI  53073 
(414)  893-0524 

OPH* 

Pointer,  Robert  W 

1442  N 31st  St 
Sheboygan  WI  53081 
(414)  458-3782 

GS* 

Pratt,  Dean  B 

332  Park  Ave 
Sheboygan  WI  53081 


PD* 

Pratt,  Sarah  J 

332  Park  Ave 
Sheboygan  WI  53081 
(414)  457-4461 

OBG* 

Quinn,  Garry  A 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

FP*  GS 

Rammer  Jr,  Martin  A 

1930  N 8th  St 
Sheboygan  WI  53081 
(414)457-5016 

PD 

Reinemann,  John  M 

101 1 N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

OBG 

Ries,  Thomas 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

FP* 

Roush,  Stephen  C 

1011  N 8th  St 
Sheboygan  WI  53081 

OM 

Rowe,  Donald  M 
Highland  Dr 
Kohler  WI  53044 
(414)  457-4441 

ORS*  HS 
Schaefer,  Wendelin  W 

904  N 9th  St 
Sheboygan  WI  53081 
(414)  452-5320 

AN 

Schmitt,  Charles  A 

707  Mayflower  St 
Sheboygan  WI  53081 


OPH* 

Schott,  Edward  G 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

GS*  CRS 
Schroeder,  Irvin  L 

210  Selma  St 
Plymouth  WI  53073 
(414)  893-0558 

IM*  CD 

Schwalbach,  John  F 
1011  N 8th  St 
Sheboygan  WI  53081 


OTO* 

Sciarra,  Paschal  A 
101 1 N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 


DR  R* 
Scott,  Robert  J 

2809  N 7th  St 
Sheboygan  WI  53081 


ORS* 

Sellinger,  D Scott 
1226  N 8th  St 
Sheboygan  WI  53081 
(414)  458-3791 

P*  N 

Shah,  Asghar  A 
101 1 N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

FP* 

Sharon,  Mark  W 

1000  Eastern  Ave 
Plymouth  WI  53073 
(414)  893-1411 

PD* 

Simonson,  Rolf  L 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

FP 

Stef  fan,  Lloyd  J 

1000  Eastern  Ave 
Plymouth  WI  53073 
(414)  893-1411 

ORS*  HS 
Stewart,  Otto  K 

1226  N 8th  St 
Sheboygan  WI  53081 


GP 

Theiler,  Alvin  C 

500  Fremont  St 
Kiel  WI  53042 
(414)  894-3322 

ABS  FP 
Tolentino,  Jose  Q 
202  Tower  Rd 
Adell  WI  53001 
(414)  994-4142 

R* 

Tompsett  Jr,  Arthur  C 

1601  N Taylor  Dr 
Sheboygan  WI  53081 
(414)  459-8300 

§ ORS* 

Van  Driest,  John  J 

408  North  Ave 
Sheboygan  WI  53081 
(414)458-3820 

GS  CDS 
Wagner,  William  G 

1226  N 8th  St 
Sheboygan  WI  53081 
(414)452-0446 

IM 

Walker,  Philip  H 

1226  N 8th  St 
Sheboygan  WI  53081 
(414)458-2197 


IM* 

Westcott,  Stephen  C 
1011  N 8th  St 
Sheboygan  WI  53081 


GP  OM 

Weygandt,  James  L 
Highland  Dr 
Kohler  WI  53044 
(414)  457-4441 

IM*  PUD* 

Willis,  Robert  T 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)457-4461 

GS* 

Windsor,  Richard  B 

1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-4461 

§ U* 

Wood,  Robert  A 
1011  N 8th  St 
Sheboygan  WI  53081 
(414)  457-7522 

N* 

Zweifel,  Thomas  J (DO) 

1720  N 8th  St 
Sheboygan  WI  53081 
(414)  457-3737 


TREMPEALEAU 

JACKSON 

BUFFALO 


1933  Park  St 
Whitehall  WI  54773 
(715)538-4355 

§ GP 

Bachhuber,  Max  O 

POB  365 
Alma  WI  54610 
(608)  685-3534 

FP*  GER 
Dickman  II,  James  J 

610  W Adams  St 
Black  River  Falls  WI 
54615 

(715)284-4311 

FP* 

Holder,  Richard  L 

610  W Adams  St 
Black  River  Falls  WI 
54615 

(715)284-4311 

GP 

Johnson,  David  B 

146  S Eau  Claire  St 
Mondovi  WI  54755 


FP* 

Krohn,  Eugene 

610  W Adams  St 
Black  River  Falls  WI 
54615 


GP  GS 

Krohn,  Robert 

POB  620 

Black  River  Falls  WI 
54615 

(715)284-4504 

P 

Larson,  Carol  A 

Rt  3,  Box  90 
Durand  WI  54736 
(715)673-4826 

ABS 

Lleva,  Florentino  E 
POB  106 

Arcadia  WI  54612 
(608)  323-3301 

GS  FP 

Martin,  W Bradford 

1933  Park  St 
Whitehall  WI  54773 


GP 

Moen,  Clarence  B 

133  W Gale  Ave 
Galesville  WI  54630 


FP* 

Noble,  John  H 

1 105  Harrison  St 
Black  River  Falls  WI 


Black  River  Falls  WI 
54615 

(715)284-4311 

FP* 

Polzin,  Jeffrey  K 

610  W Adams  St 
Black  River  Falls  WI 
54615 

(715)284-4311 

GP 

Rohde,  Elmer  P 

PO  Box  368 
Galesville  WI  54630 
(608)  782-9760 

FP* 

Schumaker,  James  D 

518  Fillmore 

Black  River  Falls  WI 

54615 

(715)  284-4800 
PD* 

Selkurt,  Joanne  A 

1933  Park  St 
Whitehall  WI  54773 


COUNTY  MEDICAL  SOCIETY 

FP  IM* 

Adams,  Reuben  J 


54615 

(715)  284-4311 
FP* 

Petersen,  Gary  K 
610  W Adams  St 


74— TREMPEALEAU/ JACKSON/BUFFALO,  VERNON,  WALWORTH,  WASHINGTON 


FP* 

Wright,  William  E 

Lock  Box  90 
Mondovi  WI  54755 
(715)926-3883 

GP 

Yray,  Rizalino  N 
POB  146 

Arcadia  WI  54612 
(608)  323-3354 


VERNON 

COUNTY  MEDICAL  SOCIETY 

FP 

Ambelang,  Thomas  M 
POB  467 

Viroqua  WI  54665 


GP 

Bland,  Phillips  T 

100  Melby  St 
Westby  WI  54667 
(608)634-3126 

GS 

Boston,  Thomas  E 

Forcum  Oaks  Bldg 
2455  Nichols  Ave 
Dyersburg  TN  38024 
(901)286-2929 

FP* 

Devitt,  Timothy  J 
RFD  1 

Soldiers  Grove  WI  54655 


FP 

Ender,  Carl  A 
POB  65 

De  Soto  WI  54624 
(608)  648-2066 

GS  TS 

Macasaet,  Rolando  A 

318  W Decker  St 
Viroqua  WI  54665 
(608)  637-3175 

PD* 

Menn,  Jeffrey  F 

318  W Decker  St 
Viroqua  WI  54665 
(608)637-3175 

GP 

Oppert,  Harold  E 

318  W Decker  St 
Viroqua  WI  54665 


FP* 

Starr,  Robert  A 

318  W Decker  St 
Viroqua  WI  54665 
(608)637-3175 

P 

Van  Dyke,  David  A 
POB  149 

Viroqua  WI  54665 
(608)  637-7052 


GP 

Vig,  David  E 
POB  72 

Viroqua  WI  54665 
(608)  637-3195 

GP 

Vig,  De  Verne  W 

POB  72 

Viroqua  WI  54665 
(608)637-3195 

GS* 

Vig,  Edward  N 

521  E Terhune 
Viroqua  WI  54665 
(608) 637-3023 


WALWORTH 

COUNTY  MEDICAL  SOCIETY 

IM*  PUD 
Alabarca,  Nestor  C 

255  Havenwood  Dr 
Lake  Geneva  WI  53 147 
(414)  248-8527 

GP 

Bischof , Henry  F 
1024  S Lake  Shore  Dr 
Lake  Geneva  WI  53147 


FP 

Bruhn,  Irwin  J 

Rt  1 , Box  64- A 
Lakeville  Rd 
Walworth  WI  53184 
(414)  275-2101 

R*  IM 

Burnell,  Ernest  L 

Rt  3,  Box  85-C 
Fontana  WI  53125 
(414)  275-6624 

IM* 

Cheung,  Hoi-Yin 

1038  Geneva  St,  POB  405 
Delavan  WI  53115 
(414)  728-2112 

PD* 

Cheung,  Shung-Man 

1038  E Geneva  St 
POB  405 

Delavan  WI  531 15 
(414)728-2112 

§ PH  GPM* 

Church,  Ruth  E 
435  Starin  Rd,  #316C 
Whitewater  WI  53190 
(414)  473-6683 

IM*  NEP 
Doreza,  Edsel  G 
255  Havenwood  St 
Lake  Geneva  WI  53147 
(414)  248-8527 


FP  PD 
Fonmin,  John 

255  Havenwood  St 
Lake  Geneva  WI  53147 


§ FP* 

Galgano,  Rocco  S 
130  Brook  Lane 
Delavan  WI  53115 
(414)  728-3830 

FP  OBG 
Gerber,  Gregory  J 
1119  Madison  St 
Lake  Geneva  WI  53147 
(414)  248-3499 

OBG 

Graciosa,  Elena  Ngo 
124  S 3rd  St 
Delavan  WI  53115 
(414)  728-4252 

PD 

Graciosa,  Joseph  D 
124  S 3rd  St 
Delavan  WI  53115 
(414)  728-4252 

FP  IM 

Hansen,  Daniel  R 

POB  G 

Walworth  WI  53184 
(414)  275-2101 

ORS* 

Hart,  Clarence  R 

10  Peller  Rd,  POB  B 
Lake  Geneva  WI  53 147 
(414)  248-4467 

FP* 

Jacobson,  Dale  G 
POB  G 

Walworth  WI  53184 
(414)  275-2101 

ORS* 

Knavel,  James  L 
10  Peller  Rd,  POB  B 
Lake  Geneva  WI  53147 
(414)  248-4467 

FP* 

Kolar,  Britton  W 

717  Geneva  St 

Lake  Geneva  WI  53147 

(414)248-2211 

FP* 

Martin  Jr,  John  E 

517  Walworth  Ave 
Delavan  WI  53115 
(414)  728-3443 

FP* 

Mol,  Henry  R 

100  S Washington  St 
POB  547 

ElkhornWI  53121 
(414)  723-3100 

PTH*  CLP 
Molot,  Mark  D 

2038  Lawler  Rd 
East  Troy  WI  53120 


EM  NS 

Pasquarieilo,  Alex  A 

943  Spaight  St 
Madison  WI  53703 
(414) 723-2002 

§ GP 

Rauch,  Alphonsus  M 

Embassy  Condos 

125  University  Dr,  #N121 

West  Bend  WI  53095 


GP 

Rogers,  Richard  J 
POB  547 

Elkhorn  WI  53121 


GS*  CDS 
Sapida,  Arturo  C 

1232  Phoenix  St 
Delavan  WI  531 15 
(414)  728-8205 

FP* 

Schrock  Jr,  Joseph  B 

100  S Washington  St 
POB  577 

ElkhornWI  53121 
(414)  723-3100 

GS* 

Seegers,  James  V 
104  S Wisconsin  St 
Elkhorn  WI  53121 
(414) 723-6666 

GS*  ON 
Seldera,  Juanilito  N 

Rt  1,  Box  259A 
Fontana  WI  53125 
(414)  248-8527 

AN  EM 
Singh,  Myint  T 
POB  1002 
Elkhorn  WI  53121 

GP 

Smiley,  Glenn  A 
107  N 3rd  St 
Delavan  WI  531 15 
(414)  728-3441 

AN 

Tavera  Jr,  Menandro  V 

Rt  4,  Box  246 
Lake  Geneva  WI  53147 


OPH* 

Veith,  Nicholas  W 
Rt  3,  Hwy  50E 
Lake  Geneva  WI  53 1 47 
(414)  248-8577 

IM* 

Werbel,  Harold  J 

1839  Chaise  Dr 
Carson  City  NV  89701 
(702)  883-6825 

FP* 

Woods,  William  C 

915  Geneva  St 
Delavan  WI  53115 
(414)  728-2651 


OBG 

Zerrudo-Seldera,  Joy 

Rt  1,  Box  259-A 
Fontana  WI  53125 
(414)  248-8527 


WASHINGTON 

COUNTY  MEDICAL  SOCIETY 

GP  AN 
Albrecht,  James  E 

2487  Pleasant  Valley 
Jackson  WI  53037 
(414)677-3661 

IM* 

Algiers,  James  L 

1004  E Sumner  St 
Hartford  WI  53027 
(414)  673-5745 

GS 

Bakhtiar,  Saleem 
1 1 13  E Sumner  St 
Hartford  WI  53027 
(414)  673-5650 

GS*  OM 
Bauer,  Carroll  A 

CMSR  Box  34 
Phillips  WI  54555 
(715)339-2035 

FP 

Baumgartner,  James  F 

279  S 17th  Ave 
West  Bend  WI  53095 


PD* 

Beerends,  Jerold  J 

279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

FP* 

Bodensteiner,  Robert  T 

279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

PTH*  NM* 
Brown,  Roland  C 

2554  N 100th  St 
Wauwatosa  WI  53226 
(414)  344-8800 

FP* 

Byerly,  Sandra  K 

N168  W 20060  Main  St 
POB  26 

Jackson  WI  53037 


GP 

Castro,  Florizel  F 
1040  Fond  du  Lac  Ave 
Kewaskum  WI  53040 
(414)  626-4880 
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R*  DR 

Claybaugh,  William  M 

2500  N Mayfair  Rd,  #201 
Milwaukee  WI  53226 
(414)  476-4242 

PD 

Donahue,  Parnell 

1004  E Sumner  St 
Hartford  WI  53027 
(414)673-5745 

GP 

Edwards,  Richard  G 

1121  Fond  du  Lac  Ave 
Kewaskum  WI  53040 
(414)  626-2666 

§ FP 

Frankow,  Raymond  O 

606  Highland  View  Dr 
West  Bend  WI  53095 
(414)  334-5263 

N P PN* 

Friedman,  Robert  H 

N89  W 16840  Appleton  Ave 
Menomonee  Falls  WI  5305 1 


FP* 

Froehlich,  James  D 

7066  N Trenton  Rd 
West  Bend  WI  53095 


GS*  TS* 
Gardner,  Robert  J 

844  W Badger  Lane 
West  Bend  WI  53095 
(414)334-2622 

IM* 

Geiger  Jr,  Charles  S 
279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

GP  GS 

Gibson,  Richard  D 

321  Hawthorne  Dr 
West  Bend  WI  53095 
(414)  334-4076 

FP 

Gill,  Lawrence  A 
1201  Oak  St 
West  Bend  WI  53095 
(414)334-3451 

FP 

Griswold,  Bruce  G 
615  Arthur  PI 
West  Bend  WI  53095 


PD* 

Gritt,  Ronald  G 

1004  E Sumner  St 
Hartford  WI  53027 
(414)  673-5745 

FP* 

Grundahl,  Alvin  T 

1201  Oak  St 
West  Bend  WI  53095 
(414)  334-3451 


IM*  GE* 

Gupte,  Uday  V 
1 1 13  E Sumner  St 
Hartford  WI  53027 
(414)  673-5050 

U* 

Gute,  Daniel  B 

6290  N Port  Washington  Rd 
Milwaukee  WI  53217 
(414)  961-1111 

FP* 

Hammer,  Todd  J 

1201  Oak  St 

West  Bend  WI  53095 

(414)334-3451 

FP* 

Herdrich,  Gary  M 

5484  Road  4 
West  Bend  WI  53095 
(414)  677-4107 

FP 

Hoffmann,  William  C 

1 1 13  E Sumner  St 
Hartford  WI  53027 
(414)  673-5050 

P* 

Joosse,  Peter  C 
1004  E Sumner 
Hartford  WI  53027 
(414)  673-5745 

§ GP 

Kern,  Theodore  J 

617  S Main  St 
Hartford  WI  53027 


OBG 

Klein,  Karl  J 

1201  Oak  St 
West  Bend  WI  53095 
(414)  334-7315 

PD*  PDC 
Lee,  Chungki 

1 1 13  E Sumner  St 
Hartford  WI  53027 
(414)  673-5050 

GS* 

Lewis,  Joseph  D 

279  S 17th  Ave 
West  Bend  WI  53095 
(414)  338-1123 

IM* 

Listwan,  William  J 

279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

R* 

Mallory,  William  J 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 


IM 

Mally,  Michael  J 

1004  E Sumner  St 
Hartford  WI  53027 
(414)  673-5745 


OBG* 

Marasigan,  Antonio  Z 
1004  E Sumner  St 
Hartford  WI  53027 
(414)  673-5745 

§ R* 

Melamed,  Abraham 

1107  E Lilac  Lane 
Milwaukee  WI  53217 
(414)352-0530 

DR*  R 

Moths,  Robert  W 

2500  N Mayfair  Rd 
Milwaukee  WI  53226 
(414)  476-4242 

IM 

Muth,  Donald  M 

279  S 17th  Ave 
West  Bend  WI  53095 


OPH* 

Nepple,  Earl  W 

614  Westridge  Dr 
West  Bend  WI  53095 
(414)  338-0505 

GS* 

Nickels,  Robert  J 
1004  Sumner  St 
Hartford  WI  53027 
(414)  673-5745 

FP 

Neilsen,  William  A 
279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

IM* 

Ninneman,  Robert  W 

279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

ORS* 

O’Meara  Jr,  Mark  T 

1201  Oak  St 

West  Bend  WI  53095 

(414)338-6641 

FP 

Quandt,  Valerius  V 

1 1 13  E Sumner  St 
Hartford  WI  53027 
(414)  673-5050 

IM 

Regala  Jr,  Emilio  B 

1004  E Sumner  St 
Hartford  WI  53027 
(414)  673-5745 

ORS* 

Reineck,  Michael  C 
1201  Oak  St 
West  Bend  WI  53095 
(414)  338-6641 

OPH 

Rice,  Paul  R 

731  Pine  Dr 
West  Bend  WI  53095 


OPH 

Scheunemann,  Wallace  E 

824  W Badger  Lane 
West  Bend  WI  53095 
(414)334-5216 

ORS* 

Schneider,  Paul  R 

1201  Oak  St 
West  Bend  WI  53095 
(414)  338-6641 

R*  NM 
Sherkow,  Larry  H 

5644  Colleen  Lane 
West  Bend  WI  53095 
(414)  476-4242 

AN 

Sison,  Aurora  A 

1040  Fond  du  Lac  Ave 
Kewaskum  WI  53040 
(414)  626-4616 

GS 

Sison,  Cesar  V 
1040  Fond  du  Lac  Ave 
Kewaskum  WI  53040 
(414)626-4616 

FP 

Sorensen,  Richard  F 

279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

OBG* 

Tagawa,  Tetsuo 
1 1 13  E Sumner  St 
Hartford  WI  53027 
(414)  673-2300 

PD* 

Tan,  Simon  T 

279  S 17th  Ave 
West  Bend  WI  53095 


AN 

Vegafria,  Jesse  O 
768  Eastern  Ave 
West  Bend  WI  53095 
(414)338-022! 

IM 

Weber,  Eric  F 

1004  E Sumner  St 
Hartford  WI  53027 
(414)  673-5745 

FP* 

Wex,  Thomas  E 
279  S 17th  Ave 
West  Bend  WI  53095 
(414)338-1123 

R* 

Zellmer,  Richard  E 

2500  N 108th  St 
Milwaukee  WI  53226 


OS  GPM* 
Zintek,  Arthur  R 

2372  Hillside  Rd 
Richfield  WI  53076 


WAUKESHA 

COUNTY  MEDICAL  SOCIETY 
IM 

Agpoon,  Jose  S 

S5  W22449  E Moreland 
Waukesha  WI  53186 
(414) 544-9680 

R* 

Alberti,  John  B 

15250  Woodbridge  Rd 
Brookfield  WI  53005 
(414)782-1524 

P* 

Alston,  James  A 

210  McCall  St 
Waukesha  WI  53186 


FP 

Anich,  Stephen  E 

434  Madison  St 
Waukesha  WI  53186 


FP 

Arenberg,  M E 

434  W Madison  St 
Waukesha  WI  53186 


FP* 

Arnold,  Kevin  J (DO) 

123  Lawn  St 
Hartland  WI  53029 
(414)  367-2128 

FP  PTH 
Bamrah,  Paramjit  K 

915  E Summit  Ave 
Oconomowoc  WI  53066 


IM*  END 
Banasiak,  Michael  F 
POB  544 

Brookfield  WI  53005 
(414)  782-4270 

DR*  NM* 
Banker,  Vincent  P 

7310  Wellauer  Dr 
Wauwatosa  WI  53213 
(414)  544-2431 

AN* 

Barber,  Jergen  L 

401  Windsor  Dr 
Waukesha  WI  53186 
(414)  549-7246 

NS* 

Bartl,  George  R 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9503 

IM 

Bartos,  Joseph  A 

403  N Grand  Ave 
Waukesha  WI  53186 
(414)  547-1811 
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GS* 

Bartos,  Robert  E 

210  E Wabash  Ave 
Waukesha  WI  53186 
(414)  542-2482 

AN 

Bellehumeur,  Gerald  C 

8185  N Green  Bay  Ave 
Milwaukee  Wl  53209 
(414)332-8230 

OTO* 

Belson,  Thomas  P 

1111  Delafield  St 
Waukesha  Wl  53186 
(414)  547-1614 

P* 

Bemmann,  Kathryn  M C 

251  W Broadway 
Waukesha  Wl  53186 
(414)  542-0123 

1M 

Berman,  Gerald  N 

1 1 1 1 Delafield  St 
Waukesha  Wl  53186 


OBG 

Bhathena,  Dhun  N 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 


PD* 

Bibler,  Richard  H 

POB  427 

Menomonee  Falls  WI 
53051 

(414)  255-2500 

P PN* 

Biehl,  Mark  D 

1 1 1 1 Delafield  St 
Waukesha  Wl  53186 


ORS 

Birkholz,  Steven  W 

888BThackeryTr 
Oconomowoc  WI  53066 


PD 

Bischel,  Jerome  R 
1 1 1 1 Delafield  St 
Waukesha  W I 53186 


GS 

Blackwood,  John  S 
17050  W North  Ave 
Brookfield  WI  53005 
(414)786-3722 

IM*  HEM*  ON* 
Blake,  David  G 
W180  N7950  Town  Hall 
Menomonee  Falls  WI 
53051 

(414)  255-2500 


ORS 

Blatnik,  Steven 

POB  427 

Menomonee  Falls  WI 
53051 


IM* 

Blick,  Michael  J 

17050  W North  Ave 
Brookfield  Wl  53005 
(414)  782-4270 

DR* 

Boedecker,  Robert  A 

2760  Clearwater  Dr 
Brookfield  Wl  53005 


ORS  HS 
Bolger,  John  T 

223  Wisconsin  Ave 
Waukesha  WI  53816 
(4)4)  544-5311 

ORS* 

Bolt,  Richard  H 

223  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  544-5311 

FP* 

Bostwick,  Allon  H 

1425  Summit  Ave 
Waukesha  Wl  53186 
(414)  549-1119 

PD* 

Brannen,  Charles  H 

POB  427 

Menomonee  Falls  WI 
53051 

(414)  255-7080 
IM 

Brennan,  William  M 

POB  427 

Menomonee  Falls  WI 
53051 


IM 

Breyer,  J Thomas 

34304  Sunset  Dr 
Oconomowoc  WI  53066 
(414)646-3999 

IM* 

Brody,  Patrick  J 

N84  W 16889  Menomonee 
Menomonee  Falls  Wl 
53051 


OPH* 

Brown,  Dwight  H 

17000  W North  Ave 
Brookfield  WI  53005 
(414)  786-6190 

FP*  IM 

Brummitt,  Charles  D 

915  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  569-2280 


OBG* 

Buerger,  Edward  J 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  544-4411 

FP 

Buhl,  John  L 

336  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  549-0787 

OBG 

Burch,  Kim  R 

POB  427 

Menomonee  Falls  WI 
53051 

(414)  255-7090 
DR* 

Burgos,  Rodolfo  G 

N9  W29304  Thames  Rd 
Waukesha  Wl  53186 
(414)  647-5132 

IM 

Burke,  Eugene  P 

10625  W North  Ave 
Wauwatosa  WI  53226 
(414)774-8388 

IM*  HEM*  ON 
Burkert,  Lawrence  B 
POB  544 

Brookfield  WI  53005 
(414)  782-4270 

§ P* 

Buscaglia,  Christopher  J 

5310  S Magellan  Dr 
New  Berlin  WI  53151 
(414)  425-7598 

ORS* 

Buss,  Robert  O 

890  Elm  Grove  Rd 
POB  103 

Elm  Grove  WI  53122 
(414)  786-2875 

IM* 

Buth,  James  J 

S69W 15636  Janesville  Rd 
Muskego  WI  53150 
(414)422-0720 

AN 

Campbell,  Paul  E 

1307  E Broadway 
POB  884 

Waukesha  WI  53187 
(414)  367-2128 

D* 

Cantieri,  John  S 

17030  W North  Ave 
Brookfield  Wl  53005 
(414)  784-7820 

FP* 

Chambers,  Paul  R 

123  Lawn  St 
Hartland  Wl  53029 
(414)  367-2128 


FP*  OBG 
Chambers,  Richard  K 

123  Lawn  St 
Hartland  WI  53029 
(414)  367-2128 

AN 

Cherwenka,  Richard  W 

1 100  Westbrooke  Pkwy 
Waukesha  WI  53186 


OBG 

Chumbley  II,  Clyde  M 

POB  427 

Menomonee  Falls  Wl  53051 
(414) 255-7090 

OBG* 

Clark,  Douglas  O 

POB  427 

Menomonee  Falls  WI 
53051 


OBG* 

Claude,  John  L 

915  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  569-2300 

IM* 

Cleary,  Dan  T 

1030  Keats  Cir 
Oconomowoc  Wl  53066 
(414)  567-0227 

IM* 

Cline,  Daniel  M 

13345  Burleigh,  04 
Brookfield  WI  53005 


FP* 

Clothier  Jr,  W J Kilburn 

413  N East  Ave 
Waukesha  WI  53186 
(414)  544-6388 

Coleman,  David 
910  Dopp  St 
Waukesha  WI  53186 


OPH* 

Collis-Geers,  Jane  M 
17050  W North  Ave 
Brookfield  WI  53005 
(414)786-0240 

ORS* 

Cummings  Jr,  Patrick 

17050  W North  Ave 
Brookfield  Wl  53005 
(414)786-3090 

IM*  ID* 

Dailey,  Michael  P 
W180  N7950  Town  Hall  Rd 
Menomonee  Falls  WI  53051 
(414)  255-7020 

OBG 

Daleiden,  James  P 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  544-4411 


FP* 

Dali,  James  E 
1 1 1 1 Delafield  St 
Waukesha  W I 53186 
(414)  542-9100 

OPH 

Dannenberg,  Lee  L 

N88  W 16624  Appleton  Ave 
Menomonee  Falls  WI  53051 
(414)  255-4343 

OTO* 

Darling,  Ronald  J 

1 1 1 1 Delafield  St 
Waukesha  Wl  53186 
(414)  547-1614 

OTO*  HNS* 

Darling,  William  A 

1 1 1 1 Delafield  St 
Waukesha  W I 53186 
(414)  547-1614 

IM 

Davasligil,  Halil 

N82  W 1 8046  Coventry  Ct 
Menomonee  Falls  WI  53051 
(414)  251-9260 

CDS  GS* 

Davies,  William  B 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-0444 

AN 

De  Guzman,  Eleuterio  A 

W180  N8170  Destiny  Dr 
Menomonee  Falls  WI  53051 
(414)  251-8876 

ORS 

Delahunt,  Stephen  P 

915  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  569-2276 

D 

Dempsey,  Kenneth  J 

N88  W 16624  Appleton  Ave 
Menomonee  Falls  WI  53051 


ORS* 

Desch,  Charles  A 

223  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  544-5311 

FP 

Donovan,  Michael  E 

434  W Madison  St 
Waukesha  WI  53186 


IM* 

Dougherty,  Philip  J 

W176  N8491  Sunset  Rdg 
Menomonee  Falls  WI  53051 
(414)  542-9531 

IM* 

Dougherty,  Thomas  J 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
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PD 

Drayer,  Henry  D 

POB  427 

Menomonee  Falls  WI  53051 
(414)  255-2500 

GE  IM* 

Dreyer,  Mark  W 

W180  N7950  Town  Hall 
Menomonee  Falls  WI  53051 


FP* 

Dugan,  Thomas  E 

336  W Wisconsin  Ave 
Waukesha  WI  53186 
(414)  542-7423 

PTH*  CLP* 

Effron,  Arnold  A 

791  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  567-0371 

AN* 

Englund,  Stanley  A 

725  American  Ave 
Waukesha  WI  53186 
(414)258-4464 

GS* 

Epperson,  Dean  P 

819  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  567-6616 

IM 

Evert,  Howard  A 

W180  N7950  Town  Hall 
Menomonee  Falls  WI  5305 1 


U* 

Ferber,  Thomas  A 
1111  Delafield  St 
Waukesha  WI  53186 
(414)  547-3600 

R* 

Feulner,  Robert  C 

61 1 Westminister  Ave 
Waukesha  WI  53186 
(414)  544-2475 

IM 

Fish,  John  T 

5247  N Hollywood  Ave 
Milwaukee  WI  53217 


OM* 

Fishburn,  Charles  W 

17125  W Cleveland  Ave 
New  Berlin  WI  53151 
(414)782-1465 

OBG* 

Flanary,  John  R 

10125  W North  Ave 
Wauwatosa  WI  53226 


OPH 

Flickinger  Jr,  Roger  R 

102  E Main  St 
Waukesha  WI  53186 
(414)  547-3352 


GS* 

Foley,  John  J 

POB  427 

Menomonee  Falls  WI  53051 
(414)  255-2500 

GS* 

Fox,  Paul  S 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-0444 

P 

Francis,  Robert  J 

1024  E State  St 
Milwaukee  WI  53202 


P 

Frank,  Eugene  B P 

114  8th  StS 

Bradenton  Beach  FL  33510 
(813)778-5447 

GS* 

Frantz,  Richard  G 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9466 

P PN* 

Freeman,  Mark  L 

W180  N7950  Town  Hall 
Menomonee  Falls  WI  5305 1 


AN 

Froeschle,  Rudy  P 

830  Briar  Ridge  Dr 
Waukesha  WI  53186 

A*  IM* 

Fruchtman,  Martin  Z 

217  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  547-3444 

OPH*  OS 
Gager,  Walter  E 
102  E Main  St 
Waukesha  WI  53186 
(414)  547-3352 

IM* 

Gallagher,  Thomas  J 

2778  N 70th  St 
Milwaukee  WI  53210 


AN* 

Gallo,  Gregory  L 

S33  W26856  Hawthorne 
Hollow  Dr 
Waukesha  WI  53186 
(414)  547-9043 

GP  HYP 
Gantz,  Hyman  A 

W223  S3885  Guthrie  Rd 
Waukesha  WI  53186 
(414)  547-2481 

FP* 

Gardner,  James  D 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9100 


IM* 

Geiss,  Peter  T 
S69W 15636  Janesville 
Muskego  WI  53150 
(414)  422-0720 

IM* 

Gershan,  Robert  N 

8107  Lake  Dr 
Fox  Point  WI  53217 
(414)  351-3237 

ORS 

Gloss,  Frank  E 
W180  N7950  Town  Hall 
Menomonee  Falls  WI  5305 1 
(414)  255-2500 

P IM 

Goral,  Thomas  J 

34810  Pabst  Rd 
Oconomowoc  WI  53066 


FP* 

Grade,  John  O 

1050  Legion  Dr 
Elm  Grove  WI  53122 
(414)  782-8272 

FP 

Grebner,  James  V 

434  Madison  St 
Waukesha  WI  53186 


OTO* 

Grunke,  Richard  J 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 
(414)  251-7500 

OBG* 

Gryniewicz,  Michael 

3275  Applegate  Lane 
Brookfield  WI  53005 
(414)  771-9540 

PD* 

Guy,  John  R 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-2536 

GS* 

Guzzetta  Jr,  Philip  C 

17050  W North  Ave,  #101 
Brookfield  WI  53005 
(414)  784-1778 

ORS* 

Hackett,  James  G 
N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 
(414)  251-7500 

OBG* 

Halverson,  Gloria  M 

18590  Anita  Dr 
Brookfield  WI  53005 
(414)  549-1333 

AN* 

Hansen,  Peter  T 

18625  Le  Chateau  Dr 
Brookfield  WI  53005 
(414)  786-8205 


N* 

Hanson,  James  C 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9503 

ORS* 

Harned,  Gerald  L 

223  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  544-5311 

GP 

Harrington,  Kenneth  J 

W154  N8083  Elm  Lane 
Menomonee  Falls  WI  53051 

IM*  GE* 

Harris,  John  A 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9531 

IM 

Hart,  Terrence  N 

POB  544 

Brookfield  WI  53005 


GS* 

Haupert,  A Peter 

615  E Newhall  Ave 
Waukesha  WI  53186 


P* 

Hauser,  Gary  C 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  273-1717 

GS*  TS* 
Hausmann,  Paul  F 

217  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  342-2003 

GS* 

Hearn,  Richard  F 

915  E Summit  Ave 
Oconomowoc  WI  53066 


U* 

Hein,  Richard  C 

124  Oxford  Rd 
Waukesha  WI  53186 
(414)  547-3600 

R 

Helling,  R David 

W26149  Canterbury 
Waukesha  WI  53186 
(414)  542-7767 

NS 

Herman,  La  Vern  H 

1200  Sweetbriar  Dr 
Waukesha  WI  53186 
(414)  542-7707 

IM*  PUD* 

Herrell,  Daniel  W 

POB  427 

Menomonee  Falls  WI  5305 1 
(414)  255-7020 


U* 

Herrmann,  Richard  A 

17030  W North  Ave 
Brookfield  WI  53005 
(414)782-5012 

FP* 

Heyrman,  Donald  J 

W137  N7657  North  Hills 
Menomonee  Falls  WI  53051 
(414)  251-7500 

PD 

Hillan,  Donald  D 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 


OBG* 

Hofbauer,  Thomas  A 

POB  427 

Menomonee  Falls  WI  5305 1 
(414)  255-2500 

IM 

Hoffman,  Jack  R 

POB  427 

Menomonee  Falls  WI  53051 


P 

Holbrook,  Thomas  L 

POB  7 

Delafield  WI  53018 


GP  IM* 

Holmburg,  Charles  E 

W180  N7950  Town  Hall 
Menomonee  Falls  WI  53051 
(414)  255-2500 

AN* 

Holzgrafe,  Robert  E 

W226N1509  North  Ave 
Waukesha  WI  53186 
(414)  547-1066 

OPH*  AM 
Hovey,  John  C 
POB  427 

Menomonee  Falls  WI  53051 
(414)  255-7070 

FP* 

Imse,  David  P 

123  Lawn  St 
Hartland  WI  53029 
(414)  367-2128 

PD* 

Iorio,  Kathryn  D 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-2536 

OTO* 

Janowak,  Michael  C 

888  Thackeray  Trail 
Oconomowoc  WI  53066 
(414)  567-0505 

IM 

Janssen,  William  C 

1 1541  N Shorecliff  Lane 
Mequon  WI  53092 
(414)  241-5768 
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AN 

Janusonis,  Palmira  A 

W347  S4948  CTH  G 
Dousman  WI  53118 
(414)  965-2064 

PTH* 

Johnson,  Collin  B 

725  American  Ave 
Waukesha  WI  53186 
(414)  544-2134 

FP* 

Johnson,  Dale  A 

819  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  567-0223 

GS* 

John,  James  L 

POB  1538 

Waukesha  WI  53187 
(414)  542-3117 

1M*  PUD* 

Jordahl  Jr,  Clarence  W 

POB  11-0 

Milwaukee  WI  53201 
(414)  344-5450 

PTH 

Kascht,  Robert  L 

W288  S5161  RockwoodTerr 
Waukesha  WI  53186 


GS* 

Keane,  Patrick  K 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  5305 1 
(414)251-7500 

R*  NM 

Keller,  Theodore  A 

POB  427 

Menomonee  Falls  WI  5305 1 
(414)  255-2500 

HNS*  OTO* 

Kelly,  John  J 

2500  N Mayfair  Rd 
Wauwatosa  WI  53226 
(414)  475-9300 

GE 

Kengis,  Janis  J 
1111  Delafield  St 
Waukesha  WI  53186 
(414)  542-9531 

GP 

Kern,  Elmer  E 

314  Main  St 
Mukwonago  WI  53149 


IM* 

Kern,  Martin  W 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9531 

TR  ON  R* 
King,  Douglas 

5000  W Chambers  St 
Milwaukee  WI  53210 
(414)  447-2221 


FP 

Klopf,  Howard  M 

569  W Viste  Hermosa  Dr 
Green  Valley  AZ  85614 


A 

Konetzki,  Wayne  H 

403  N Grand  Ave 
Waukesha  WI  53186 
(414)  547-3055 

ORS 

Konkel,  John  K 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 
(414)  251-7500 

ORS* 

Konkel,  Kurt  F 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  5305 1 


PD 

Krieger,  Robert  W 

915  E Summit  Ave 
Oconomowoc  WI  53066 


ORS* 

Kritter,  Alfred  E 

223  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  544-5311 

PDA  PD* 
Kuwayama,  S Paul 

POB  427 

Menomonee  Falls  WI  53051 


PM* 

LaJoie,  William  J 

S32  W27641  Daleview  Dr 
Waukesha  WI  53186 
(414)968-2433 

R 

Lammers,  John  P 

1272  N 119th  St 
Wauwatosa  WI  53226 
(414)  476-0419 

EM 

Langenfeld,  Mark  G 

1645  Legion  Dr 
Elm  Grove  WI  53122 
(414)  782-1548 

GP  AN* 

Lastrilla,  Rudolfo  S 

N 1 1 3 W 1 2927  Crest  view  Dr 
Germantown  WI  53022 
(414)  242-4293 

AN 

Leenhouts,  Kenneth  C 

W250  S6475  Center  Rd 
Waukesha  WI  53186 


FP* 

Lewan  Jr,  Richard  B 

434  Madison  St 
Waukesha  WI  53186 
(414)  544-5959 


GS* 

Limjoco,  Uriel  R 

W213  N5349  Adamsdale 
Menomonee  Falls  WI  53051 
(414)  251-7500 

FP 

Lindemann,  Janet  C 

434  Madison  St 
Waukesha  WI  53186 


OPH 

Lochen,  Gregory  R 
102  E Main  St 
Waukesha  WI  53186 
(414)  547-3353 

P 

Lorton,  Carol  D 

POB  10224 
Milwaukee  WI  53210 
(414)774-8480 

IM 

Luedke,  Donald  M 

POB  544 

Brookfield  WI  53005 


R*  DR* 
Madden,  Peter  N 

19333  W North  Ave 
Brookfield  WI  53005 


PD 

Mann,  Dale  H 

16040  Siesta  Lane 
Brookfield  WI  53005 


D* 

Marek,  Robert  W 

W180  N7950  Town  Hall 
POB  427 

Menomonee  Falls  WI  5305 1 
(414)  255-7040 

OTO* 

Martinelli,  Dean  L 

888  Thackeray  Trail 
Oconomowoc  WI  53066 
(414)  567-0505 

GS 

Matt,  Joseph  R 

915  Summit  Ave 
Oconomowoc  WI  53066 
(414)  567-4433 

OPH 

McCormick,  Glen  E 
26240  Lakeside  Dr 
Sun  Lakes  AZ  85224 
(602) 895-9594 

OPH* 

McCormick,  Michael  R 

102  E Main  St 
Waukesha  WI  53186 
(414)  547-3352 

U* 

McDonell,  Timothy  H 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  547-3600 


ORS* 

McWhirter,  Robert  E 

N88  W 166 16  Main  St 
Menomonee  Falls  WI  53051 
(414)  255-7855 

GS* 

Merkow,  William 

324  W Main  St 
Waukesha  WI  53186 
(414)  542-2581 

IM*  CD 
Merry,  Steven  L 
N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 
(414)  251-7500 

OBG 

Meyer,  Matthew  A 

W290  N3159  Hillcrest 
Pewaukee  WI  53072 


AN* 

Miller,  G Daniel 

37880  Forrest  Dr 
Oconomowoc  WI  53066 
(414)  567-7151 

§ ORS* 

Miller,  Owen  E 

223  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  544-5311 

FP* 

Modrzynski,  John  P 

17400  W North  Ave 
Brookfield  WI  53005 
(414)  786-5534 

EM 

Morgan,  Claud  E 

6245  N Woodside  Rd 
Nashotah  WI  53058 
(414)  367-6420 

Morstad,  Beth  Anne 

6830  W Aetna  Ct 
Wauwatosa  WI  53213 


GS* 

Motzel  Jr,  Albert  J 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9466 

ORS* 

Mueller,  Karl  H 

2015  Hollyhock  Lane 
Elm  Grove  WI  53122 


CHP 

Muller,  Marta  C 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 


OPH 

Nagel,  James  H 
1111  Delafield  St 
Waukesha  WI  53186 
(414)  542-0860 


D*  IM* 

Neils,  Richard  E 

2856  Interlaken  Dr 
Oconomowoc  WI  53066 
(414) 567-0247 

R* 

Nemcek,  Albert  A 

2970  Santa  Maria  Dr 
Brookfield  WI  53005 
(414)  782-2488 

FP 

Nolan  Jr,  James  L 

235  Harrison  Ave 
Waukesha  WI  53186 
(414)  547-6997 

CLP 

Nolasco  Jr,  Thomas  C 
19333  W North  Ave 
Brookfield  WI  53005 


AN* 

Novacek,  Paul  J 

16730  Ridge  View  Dr 
Brookfield  WI  53005 


PD* 

Olsen,  Ralph  N 

17030  W North  Ave 
Brookfield  WI  53005 
(414)  786-1430 

IM* 

O’Mara,  Michael  G 

888  Thackeray  Trail 
Oconomowoc  WI  53066 
(414)  567-9091 

N PN* 

Otto,  Owen 

34810  Pabst  Rd 
Oconomowoc  WI  53066 


OTO* 

Park,  John  R 

17050  W North  Ave 
Brookfield  WI  53005 
(414)  784-7150 

P* 

Patel,  Malti  M 

251  W Broadway 
Waukesha  WI  53186 
(414)  542-0123 

DR* 

Pearce,  Jan  D 

12778  W North  Ave 
Brookfield  WI  53005 


GP 

Pecarski,  Miodrag  B 
171  Wolf  Dr 
Dousman  WI  53118 
(414)  965-2600 

OTO* 

Peters,  Kenneth  R 

W180N7550  Town  Hall  Rd 
POB  427 

Menomonee  Falls  WI  53051 
(414)  255-7045 
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OBG* 

Peterson,  Jack  A 
1111  Delafield  St 
Waukesha  WI  53186 
(414)  544-4411 

ORS* 

Phillips,  John  R 

890  Elm  Grove  Rd,  POB  103 
Elm  Grove  WI  53122 
(414)  786-2875 

OBG* 

Popp,  Mark  J 

17000  W North  Ave 
Brookfield  WI  53005 
(414)786-6420 

ORS* 

Pruscha  II,  Caiman  S 

888  Thackeray  Trail 
Oconomowoc  WI  53066 
(414)  567-8326 

IM 

Querimit,  Alberto  S 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 

FP* 

Raschbacher,  John  L 

434  Madison  St 
Waukesha  WI  53186 
(414)  544-5959 

U* 

Rasmussen,  Robert  J 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)542-1001 

FP* 

Reichle,  Robert  I 

W228  N683  Westmound  Dr 
Waukesha  WI  53186 
(414)  544-1300 

R* 

Richter,  Alphonse  M 

725  American  Ave 
Waukesha  WI  53186 


OBG 

Riendl,  Anne  M 

2907  Farmview  Ct 
Waukesha  WI  53186 
(414)  549-1333 

GS* 

Riesch,  John  D 

N85  W 17679  Ann  Ave 
Menomonee  Falls  WI  53051 


IM* 

Rietbrock,  Michael  J 

915  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  569-2300 

GS* 

Roberts,  Thomas  H 
POB  427 

Menomonee  Falls  WI  53051 


GP 

Rogers,  Albert  F 

POB  26 

Oconomowoc  WI  53066 
(414)  567-3232 

FP* 

Rosenkranz,  Wilbur  E 

225  Eagle  Lake  Ave 
Mukwonago  WI  53149 
(414)363-7142 

PTH 

Rykwalder,  Paul  J 

2360  Kevenauer  Dr 
Brookfield  WI  53005 


PD 

Saran,  Dennis  J 

210  Regency  Ct 
Waukesha  WI  53186 
(414)  784-5555 

AN 

Schaefer,  Kent  C 

4720  Lincrest  Dr 
Brookfield  WI  53005 
(414)781-3467 

OPH* 

Schalmo  Jr,  Edwin  H 

Rt  1,  Box  57  A 
Mukwonago  WI  53149 
(414)  363-8881 

PTH*  CLP* 
Schamberg,  Jay  F 
POB  408 

Menomonee  Falls  WI  53051 
(414)  546-6350 

OBG* 

Schmidt,  Claude  W 

217  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  542-2531 

OBG* 

Schmidt,  Robert  D 

POB  427 

Menomonee  Falls  WI  53051 
(414)  255-7090 

AN 

Schoeneman,  Robert  H 

2420  N 94th  St 
Wauwatosa  WI  53226 
(414)  774-6407 

OBG* 

Schroeder,  Thomas  A 

915  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  567-4433 

IM* 

Schulz,  Earl  G 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-9531 

IM* 

Schumacher,  Bernhard  J 

915  Summit  Ave 
Oconomowoc  WI  53066 


FP* 

Schwarz,  Robert  L 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 
(414)  251-7500 

GS 

Sewell,  Robert  H 

17050  W North  Ave 
Brookfield  WI  53005 
(414)  786-3722 

PD* 

Siegel,  Lawrence  K 
1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  542-2536 

AN* 

Small  Jr,  James  T 

904  Tenny  Ave 
Waukesha  WI  53186 


GP  GS 
Smirl,  Warren  G 

723  Clinton  St 
Waukesha  WI  53186 
(414)  547-0088 

D* 

Smith,  William  D 

217  Wisconsin  Ave 
Waukesha  WI  53186 
(414)  542-9241 

OBG* 

Stadler  II,  James  A 

17000  W North  Ave 
Brookfield  WI  53005 
(414)  786-6420 

FP* 

Stanley,  Jerrel  L 

N84  W 16889  Menomonee 
Menomonee  Falls  WI  53051 
(414)  251-7500 

AN 

Stein,  Ronald  W 

W272  N2141  Fieldhack 
Pewaukee  WI  53072 
(414)  691-3962 

FP* 

Steinmetz,  Thomas  E 

W176  N9724  Riversbend 
CirE 

Germantown  WI  53022 
(414)255-6367 

FP* 

Stenger,  George  S (DO) 
15710  W Greenfield  Ave 
Brookfield  WI  53005 


IM 

Sweed,  Aaron 
324  W Main  St 
Waukesha  WI  53186 
(414)  542-2581 

OPH 

Taylor,  Thomas  F 

32569  W Esker  Lane 
Nashotah  WI  53058 
(414)  567-0231 


AN 

Temple,  Robert  L 

N85  W 15702  Menomonee 
River  Pkwy 

Menomonee  Falls  WI  53051 
FP 

Thies,  David  C 

401  Greenwood 
Waukesha  WI  53186 


PTH* 

Thorgersen,  Thor  M 

20840  Brook  Park  Dr 
Waukesha  WI  53186 
(414)  786-3029 

P* 

Todd,  Paul  C 

W180  N7950  Town  Hall 
Menomonee  Falls  WI  53051 
(414)  255-7020 

ORS*  HS 
Tyne,  Lee  M 
17050  W North  Ave 
Brookfield  WI  53005 
(414)  786-3090 

PD* 

Ulery,  David  O 

915  E Summit  Ave 
Oconomowoc  WI  53066 
(414)  569-2231 

R*  NM* 

Underberg,  John  T 

S23  W22931  Hinsdale  Rd 
Waukesha  WI  53186 
(414)  544-2431 

N 

Van  Steen,  Scott  D 
W180  N7950  Town  Hall  Rd 
Menomonee  Falls  WI  53051 


PTH* 

Varma,  Som  D 
3471 1 Fairview  Rd 
Oconomowoc  WI  53066 

FP 

Verstoppen,  Gerald  R 

434  Madison  Ave 
Waukesha  WI  53186 

FP* 

Viel,  Robert  S 

18735  Pleasant  St 
Brookfield  WI  53005 
(414)  786-6520 

FP 

Visaya,  Marciano  C 
146  Park  Ave 
Pewaukee  WI  53072 
(414)  691-3290 

AN* 

Vondrell,  John  J 

1520  Indianwood  Rd 
Brookfield  WI  53005 


IM*  GE 
Wagner,  Robert  S 

915  E Summit  Ave 
Oconomowoc  WI  53066 


CDS  IM* 
Wakefield,  Richard  J 

1622  N Hawley  Rd 
Milwaukee  WI  53208 


IM* 

Wakely,  John  W 

403  N Grand  Ave 
Waukesha  WI  53186 
(414)  547-6240 

PD  OS 
Walker,  Frank  A 

King  Khaled  Hospital 
POB  7191 

Riyadh  Saudi  Arabia 
OBG 

Warth,  Robert  L 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 
(414)  544-4411 

P*  CHP* 

Watson,  William  N 

888  Thackeray  Trail 
Oconomowoc  WI  53066 
(414)  567-1122 

FP 

White,  Herbert  C (DO) 

W312  S4272  Hwy  83 
Genesee  Depot  WI  53127 


OPH* 

Wiegmann,  Otto  A 

17050  W North  Ave 
Brookfield  WI  53005 
(414)786-0610 

§ GP 

Wilkinson,  James  F 

915  Summit  Ave 
Oconomowoc  WI  53066 


OPH  OTO 
Wilkinson,  Philip  M 

915  Summit  Ave 
Oconomowoc  WI  53066 
(414)  569-2227 

FP 

Williams,  Thomas  H 

225  Eagle  Lake  Ave 
Mukwonago  WI  53149 
(414)  363-7142 

FP* 

Wood,  Donald  L 

17400  W North  Ave 
Brookfield  WI  53005 
(414)  786-5534 

ORS 

Wood,  James  P 

17050  W North  Ave 
Brookfield  WI  53005 
(414)786-3090 
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FP* 

Zarbock,  Floyd  M 

S89  W22915  Maple  St 
Big  Bend  W1  53103 
(414)662-3331 

P*  CHP* 

Zimmerman,  Richard  C 

N89  W 16785  Appleton  Ave 
Menomonee  Falls  W1  5305 1 
(414)  964-4830 


WAUPACA 

COUNTY  MEDICAL  SOCIETY 

GS 

Beldago,  Paulino  G 

61  Anne  St 

Clintonville  W 154929 
(715)823-6511 

GS* 

Blum,  Barton  J 

710  Riverside  Dr,  POB  387 
Waupaca  W1  54981 
(715)258-1160 

GP  FP* 

Boudry,  Marshall  O 

122  W Union  St 
Waupaca  WI  54981 
(715)258-2909 

FP 

Burgstede,  Gilbert  C 

710  Riverside  Dr,  POB  387 
Waupaca  WI  54981 


GP  OBG 
Caskey,  Harry  S 
61  Anne  St 

Clintonville  WI  54929 
(715)823-6511 

FP*  1M 

Fuhrmann,  Donn  D 

1420  Algoma  St 
New  London  WI  54961 
(414)  982-3606 

GP  GS 

Galang,  Luis  L 

POB  282 

New  London  WI  54961 


FP* 

Garvida,  Cesar  A 

425  2nd  St 
Manawa  WI  54949 
(414)  596-3435 

PTH*  CLP* 
Hamel,  Peter  C 

122  Maple  St 
Waupaca  W I 54981 
(715) 258-6026 

R 

Hammes,  David  A 

1405  Mill  St 

New  London  WI  54961 

(414)  982-3769 


FP* 

Hankey,  Terry  L 

710  Riverside  Dr,  POB  387 
Waupaca  WI  54981 
(715)258-1160 

FP* 

Heinen,  Robert  D 

725  W Ramsdell,  POB  474 
Marion  WI  54950 
(715)754-5267 

GP 

Heise,  Lawrence  F 
61  Anne  St 

Clintonville  WI  54929 
(715)823-6511 

GP 

Hollero,  Numeriano  J 

POB  291 
lola  WI  54945 


IM 

Jewell,  Kay  E 
POB  36 
King  WI  54946 


FP* 

Lochner,  D Mark 

710  Riverside  Dr,  POB  387 
Waupaca  WI  54981 
(715)258-1160 

FP* 

Maasch,  Lloyd  P 
POB  250 

Weyauwega  WI  54983 
(414)  867-3141 

§ GP 

McGinnis,  H J 

323  S Washington  St 
Waupaca  WI  54981 
(715)258-8667 

GP 

Monsted,  John  W 

c/o  R O Barber 
57  Squires  Rd 
Madison  CT  06443 


FP* 

Peterson,  Robert  L 

710  Riverside  Dr,  POB  387 
Waupaca  W I 54981 
(715)258-1196 

PTH  FP* 

Rodriguez,  Generoso  N 

Fairview  Dr 

New  London  WI  54961 

(414)  982-4040 

FP* 

Salan,  Jerry  R 

710  Riverside  Dr,  POB  387 
Waupaca  W I 54981 


GP 

Schmallenberg,  Herman  C 

502  W Beacon  Ave 
New  London  WI  54961 
(414)  982-4121 


GP 

Steiner,  John  H 

208  E Union  St,  POB  369 
Waupaca  W I 54981 
(715)  258-3434 

§ GP 

Topp,  Clarence  A 

95  N Main  St 
Clintonville  WI  54929 


FP* 

Weber,  Joseph  W 

525  High  St 

New  London  WI  54961 

(414)982-3421 

GS* 

Yu,  Carlos  C 
1420  Algoma  St 
New  London  WI  54961 
(414)  982-3606 


WINNEBAGO 

COUNTY  MEDICAL  SOCIETY 

FP* 

Adelman,  Richard  D 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)  236-3214 

P 

Allen,  Herbert  M 

1 1 1 E Wisconsin  Ave 
Neenah  WI  54956 
(414)  722-7000 

CD  IM* 

Al-Nouri,  Mamoun  B 

5 1 5 Doctors  Court 
Oshkosh  WI  54901 


ORS*  P PYM 
Anderson,  Gay  R 
1 1 1 E N Water  St 
Neenah  WI  54956 
(414)  725-5611 

§ GP 

Anderson,  Gerhard  R C 

1 101  Crystal  Lake  Dr 

mi 

Pompano  Beach  FL  33064 


P*  PN* 
Arndt,  George  W 

706  E Forest  Ave 
Neenah  WI  54956 
(414)  725-1810 

U* 

Atassi,  Safouh  A 
169  E N Water  St 
Neenah  WI  54956 
(715)722-7747 

IM*  GE 
Bachman,  Joseph  F 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4295 


P*  PN* 
Baker,  Ralph  K 

418  Jefferson  St 
Oshkosh  WI  54901 
(414)  233-4557 

IM* 

Baltz,  Curtis  C 
POB  1009 
Neenah  WI  54956 
(414)727-4244 

§ AN* 

Barbour,  James  H 

1322  Menominee  Dr 
Oshkosh  WI  54901 
(414)  233-7455 

OBG* 

Bartizal  Jr,  Frederick  J 

1370  S Commercial  St 
Neenah  WI  54956 
(414)729-6101 

IM* 

Basiliere,  James  L 

414  Doctors  Court 
Oshkosh  WI  54901 
(414)  233-4270 

AN* 

Bauer,  Deedric  W 

POB  504 
Neenah  WI  54956 


IM* 

Becker  Jr,  Dean  B 

404  N Main  St,  #407 
Oshkosh  WI  54901 
(414)  231-5855 

AN 

Behrens,  Scott  A 

459  Emerson 
Neenah  WI  54956 
(414)  729-9239 

GP 

Bitter,  Reuben  H 

1331  Ontario  St 
Oshkosh  WI  54901 


PTH* 

Bowerman,  Charles  I 

631  Hazel  St 
Oshkosh  WI  54901 
(414)  236-2186 

EM  FP* 

Bowers,  Timothy  L 

1375  Lake  Breeze  Rd 
Oshkosh  WI  54901 


ORS* 

Boyle,  John  S 

510  Doctors  Court 
Oshkosh  WI  54901 


IM*  CD 
Brescia,  Donald  J 

1745  Maricopa  Dr 
Oshkosh  WI  54901 


ORS* 

Bryant,  David  G 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)  231-0094 

ORS* 

Buck,  Roy  E 

555  S Washburn  Ave 
Oshkosh  WI  54901 
(414)  233-6000 

IM* 

Burns,  James  R 

508  Quarry  Lane 
Neenah  WI  54956 


U 

Campbell,  John  T 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

GS*  CDS*  TS* 
Carlson,  Robert  G 
509  S Washburn  Ave 
Oshkosh  WI  54901 
(414)  725-9988 

AI*  PD* 

Charavejasarn,  Chiaw  C 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4200 

TS*  GS* 
Christianson,  Paul  B 

169  E North  Water  St 
Neenah  WI  54956 
(414)725-4527 

FP* 

Christopherson,  David  L 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4218 

GS*  HS 
Clark,  David  D 

400  Ceape  Ave 
Oshkosh  WI  54901 


GS 

Clark,  William  E 

4060  Windermere  Lane 
Oshkosh  WI  54901 
(414)  231-1767 

OPH 

Clarke,  Gerald  P 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)  426-3343 

P*  PN* 
Colgan,  Harry  J 

1215  Doctors  Dr 
Neenah  WI  54956 


§ OPH*  OTO 
Conway,  John  E 
1203  Nicolet  Cir 
Appleton  W I 54915 
(414) 733-6137 
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OTO* 

Crawford,  William  A 

400  Ceape  Ave 
Oshkosh  WI  54901 

GS 

Crowe,  John  M 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

U* 

Cummings,  Earl  F 
1 1 1 1 Evans  Ave 
Oshkosh  WI  54901 

PTH* 

Dahl,  Vincent  H 

63 1 Hazel  St 
Oshkosh  WI  54901 
(414)  236-2185 

GP 

Danforth,  Harold  J 

1424  Conrad  St 
Oshkosh  WI  54901 
(414)  235-4607 

IM*  OS 
Dedmon,  Robert  E 

2100  Winchester  Rd 
Neenah  WI  54956 
(414)  721-5881 

FP* 

De  Mores!  Jr,  Hugh  F 

502  Surrey  Lane 
Neenah  WI  54956 
(414)725-1269 

DR* 

Doss,  Jerry  C 
1728  Menominee  Dr 
Oshkosh  WI  54901 
(414)  233-4094 

R*  NM 

Douglas,  Robert  F 

155  Poplar  Ct 
Neenah  WI  54956 
(414)  722-1582 

OPH* 

Downing,  Edwin  L 

719  Doctors  Court 
Oshkosh  WI  54901 
(414)  235-0066 

GP 

Driscoll,  Loren  J 

226  N 9th  Ave 
Winneconne  WI  54986 
(414)582-4481 

OPH* 

Dudley,  Stephen  S 

721  Doctors  Court 
Oshkosh  WI  54901 
(414)  235-5151 

IM* 

Duffy,  Michael  A 

650  Doctors  Court 
Oshkosh  WI  54901 
(414)231-3737 

§ OPH*  OTO* 
Emrich,  Paul  S 

1619  E Murdock  Ave 
Oshkosh  WI  54901 


D* 

Faber,  John  W 

1424  S Commercial  St 
Neenah  WI  54956 
(414)  725-5659 

PTH*  CLP* 
Felton,  Owen  L 

130  2nd  St 
Neenah  WI  54956 
(414)  729-3001 

R*  NM 

Flaherty,  Timothy  T 

547  E Wisconsin  Ave 
Neenah  WI  54956 
(414)722-1582 

IM*  END* 

Fox,  Thomas  P 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4420 

P CHP 
Gehl,  Gerald  A 

1215  Doctors  Dr 
Neenah  WI  54956 
(414)  725-8285 

PD* 

Gehringer,  Natalie  L 

878  Airport  Rd 
Menasha  WI  54952 
(414)727-4430 

PD* 

Gehringer,  Robert  E 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4201 

OPH 

Geldner,  Barbara 

240  1st  St 
Neenah  WI  54956 
(414)  725-3204 

NS* 

Geldner,  Michael  M 

2401st  St 
Neenah  WI  54956 
(414)7274210 

CD  IM* 

Geller,  Kenneth  A 

POB  1009 
Neenah  WI  54956 


CLP*  PTH* 
Gohdes,  Paul  N 
130  2nd  St 
Neenah  WI  54956 
(414)729-3005 

§ GS 

Graber,  Louis  D 

1400  Brooks  Lane 
Oshkosh  WI  54901 


U* 

Graham,  Albert  P 

225  Country  Club  Dr 
0216B 

Largo  FL  33540 


GP 

Graiewski,  Stanley  J 
1844  Vinland  Rd 
Oshkosh  WI  54901 
(414)  231-7258 

RHU  IM* 
Grandone,  John  T 

41 1 Lincoln  St 
Neenah  WI  54956 


GS* 

Gray,  John  H 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

GP  IM 

Greenwood,  Benjamin  S 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)  235-1383 

OTO* 

Gromer,  Rex  C 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)7274200 

IM* 

Guenther,  Vernon  G 

650  Doctors  Court 
Oshkosh  WI  54901 
(414)231-3737 

IM  OS 
Gursoy,  Erdal  Y 
1416  S Commercial  St 
Neenah  WI  54956 


GP 

Gustafson,  Glenn  E 
POB  420 

Menasha  WI  54952 
(414)  725-3191 

P 

Hachfeld,  Douglas  A 
POBH 

Winnebago  WI  54985 


N* 

Haffer,  Ahmad  Y 

2023  North  Point 
Oshkosh  WI  54901 
(414)  233-3213 

GP 

Hahn,  Warren  V 

101 A Algoma  Blvd 
Oshkosh  WI  54901 


OBG* 

Hammond,  Charles 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4304 

GS* 

Hardie,  Gordon  H 

169  E North  Water  St 
Neenah  WI  54956 
(414)  725-4527 


CDS  TS 

Harding,  Harold  W 

509  S Washburn  Ave 
Oshkosh  WI  54901 


GPM  PM 
Haselow,  John  R 

1 10  W North  Water  St 
Neenah  WI  54956 
(414)  722-2801 

IM  NEP 
Hathaway,  David  S 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4249 

FP 

Hay,  Darrell  E M 

323  Jefferson  Ave 
Omro  WI  54963 
(414)  685-6403 

PTH* 

Henshaw,  H Cullen 

130  2nd  St 
Neenah  WI  54956 
(414)  729-3009 

IM*  PUD 
Hildebrand,  Fredric  L 

5 1 5 Broad  St 
Menasha  WI  54952 
(414)  727-4250 

P 

Hoehne,  Kurt  A 

1841  Northpoint  St 
Oshkosh  WI  54901 
(414)  231-1869 

OBG 

Holly,  Robert  J 

712  Doctors  Court 
Oshkosh  WI  54901 
(414)  231-0710 

PD* 

Hughes,  John  B 

645  Doctors  Court 
Oshkosh  WI  54901 
(414)  231-1680 

IM* 

Hughes,  Richard  C 

650  Doctors  Court 
Oshkosh  WI  54901 
(414)  231-3737 

GS* 

Isom,  Robert  G 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)  236-3240 

IM  NM 

Jasser,  Mohamed  K 

151  E Forest  Ave 
Neenah  WI  54956 
(414)  729-9536 

§ GP 

Jensen,  Richard  A 

POB  656 

Menasha  WI  54952 
(414)722-3662 


IM*  NEP* 
Kammenzind,  Richard  H 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4200 

PD* 

Kammholz,  Larry  P 

645  Doctors  Court 
Oshkosh  WI  54901 
(414)  231-1680 

IM* 

Keegan,  John  R 

222  S Washington  St 
POB  657 

Menasha  WI  54952 
(414)725-2070 

p* 

Kelley,  Thomas  J 

POB  266 

Butte  des  Morts  WI  54927 
(414)582-7002 

ORS* 

Kennedy,  William  F 

HIE  North  Water  St 
Neenah  WI  54956 

PD 

Kidd,  Howard  L 

41 1 Lincoln  St 
Neenah  WI  54956 

OPH* 

Kirchgeorg,  Clemens  G 
148  Palo  Verde  Dr 
Leesburg  FL  32748 
(904)  787-0708 

GP 

Kivlin,  Thomas  M 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)  231-6800 

FP* 

Klamm,  Richard  D 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4410 

DR  R* 

Klein,  Fred  E 

1209  S Commercial  St 
Neenah  WI  54956 


FP* 

Knier,  Michael  S 

1 194  Sawtell  Court 
Oshkosh  WI  54901 
(414)  426-0265 

IM*  ON 
Konsek,  John  P 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4239 

GP  OM 

Kubiak,  Mary  K King- 

2100  Winchester  Rd 
POB  999 
Neenah  WI  54956 
(414)721-5901 
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§ GS 

Kuhn,  Raymond  V 

1830  Lake  Breeze  Rd 
Oshkosh  W1  54901 
(414)  231-5014 

D*  1M* 

Lamps,  Gary  M 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4220 

P 

Laserna,  Amelia  L 
POB  165 

Oshkosh  Wl  54902 


AN 

Larson,  Owen  E 
POB  1027 
Neenah  Wl  54956 
(414)  725-9121 

AN* 

Leschke,  John  A 

1536  White  Swan  Dr 
Oshkosh  WI  54901 
(414)  231-4337 

NS* 

Letellier,  Marc  A 

4085  Winnegammie  Rd 
Neenah  WI  54956 
(414)836-3426 

IM 

Loftus,  Edward  R 

1416  S Commercial  St 
Neenah  WI  54956 


EM  FP* 
Luetzow,  Thomas  J 

5157  N Loop  Rd 
Larsen  WI  54947 


ORS* 

Lulloff,  Kim  H 

1 1 1 E North  Water  St 
Neenah  WI  54956 
(414)725-5611 

GP 

Lyons,  Charles  R 
4010  Long  Grove  Dr 
Seabrook  TX  77586 
(713)333-2220 

PD*  NPM* 
MacDonald  II,  Charles  C 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

N* 

Majid,  H A Abdul 

240  1st  St 
Neenah  WI  54956 
(414)725-7093 

GS* 

Mathison,  Johan  A 

712  Doctors  Court 
Oshkosh  Wl  54901 
(414)  235-6960 


P PN* 
McAndrew,  John  B 

2136  White  Swan  Dr 
Oshkosh  WI  54901 
(414)  233-0756 

IM* 

McAvoy,  Paul  B 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

FP 

McCool,  Thomas  J 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)231-6800 

FP 

McDonald,  Donald  H 

19  S 3rd  Ave 
Winneconne  WI  54986 
(414)  582-4481 

§ GS*  TS* 

McGloin,  John  J 

735  126th  Ave 

Treasure  Island  FL  33706 

(813)367-4925 

AN* 

Me  Gloin,  Mary  T 

735  126th  Ave 
Treasure  Island  FL  33706 


R*  NM 

McKenzie,  John  R 

415  S Meadow  St 
Oshkosh  WI  54901 
(414)  235-1954 

GP 

Meli,  James  V 
4741  W Boulevard 
Naples  FL  33940 
(813)263-2983 

P*  IM* 

Meyer,  Edward  D 

2107  Doty  St 
Oshkosh  WI  54901 
(414)  233-3915 

P N 

Michlowski,  Thomas  J 

5421  Greening  Lane 
Madison  WI  53705 
(608)  233-4367 

FP* 

Monday,  Harvey 

400  Ceape  Ave 
Oshkosh  WI  54901 


IM 

Mork,  Harold  C 

2034  N Point  St 
Oshkosh  WI  54901 
(414)  233-4270 

P 

Mounts,  Barbara  M 

130  2nd  St 
Neenah  WI  54956 


OBG* 

Murray,  Richard  C 

712  Doctors  Court 
Oshkosh  WI  54901 
(414)  231-0710 

PTH* 

Neubecker,  Robert  D 

2346  Hickory  Lane 
Oshkosh  WI  54901 


OPH* 

Newby,  Kenneth  G 
41 1 Lincoln  St 
Neenah  Wl  54956 
(414)727-4286 

AN* 

O’ Regan,  Thomas  J 

256  N Park  St 
Neenah  WI  54956 


ORS  GS  OTO* 
Ostrowski,  David  M 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4285 

OBG* 

Pansch,  Donald  J 

41 1 Lincoln  St 
Neenah  Wl  54956 
(414)  727-4200 

§ OBG* 

Pansch,  Frank  N 

4575  Cove  Cir,  #1002 
Madeira  Beach  FL  33708 
(813)  398-2361 

PM* 

Park,  Tai  J 

130  2nd  St 
Neenah  WI  54956 
(414)  729-2050 

P 

Perssion,  Leo  B 
2771  Dudley  Dr  E, #G 
W Palm  Beach  FL  33406 
(305)965-2124 

§ OM 

Petersen,  Gordon  W 

7300  W Dean  Rd,  #294 
Milwaukee  WI  53223 


P 

Petersik,  John  T 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)236-3223 

ORS 

Pilon,  Joseph  E 

POB  466 

Menasha  WI  54952 
(414)  729-9300 

P 

Ping  Jr,  Er  Chang 

1627  Hickory  St 
Oshkosh  WI  54901 
(414) 233-1773 


OBG* 

Plos,  James  R 

712  Doctors  Court 
Oshkosh  WI  54901 
(414)  231-0710 

FP*  EM 

Plueddeman,  Paul  M 

Rt  2,  Box  729 
Wautoma  WI  54982 
(414)  787-2691 

§ FP*  GS 
Pratt  Jr,  George  N 
1 1 1 Poplar  Court 
Neenah  Wl  54956 
(414)722-8274 

GS 

Quinn,  Kevin  F 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

PD* 

Rathert,  Roger  A 

41 1 Lincoln  St 
Neenah  WI  54956 


OTO*  HNS* 
Raymond,  James  R 

5 1 5 Doctors  Court 
Oshkosh  WI  54901 
(414)  233-2400 

PD* 

Reilly,  G Douglas 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

IM*  PD 

Ringwala,  Kirtida  N 

1416  Valley  Rd 
Oshkosh  WI  54901 


U* 

Roberts,  Richard  W 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)  236-3238 

ORS*  HS 
Romond,  David  H 

510  Doctors  Court 
Oshkosh  WI  54901 
(414)  233-8550 

D* 

Rozum,  L Thomas 

84  Country  Club  Lane 
Oshkosh  WI  54901 
(414)  326-3227 

R* 

Ryan,  Donald  J 

1209  S Commercial  St 
Neenah  WI  54956 


DR  R* 

San  Dretto,  Michael  A 

1 209  S Commercial  St 
Neenah  Wl  54956 


ORS* 

Sarnecki,  Jan  C 
1416  S Commercial  St 
Neenah  WI  54956 


IM*  CD 
Scanlan,  Edward  S 
41 1 Lincoln  St 
Neenah  Wl  54956 
(414)  727-4200 

OBG* 

Schaefer,  Frederick 

1416  Commercial  St 
Neenah  WI  54956 
(414)  722-7571 

GP 

Scheuermann,  Nyal  M 

400  Ceape  Ave 
Oshkosh  Wl  54901 
(414)  236-3270 

ORS* 

Schmitz,  Peter  W 

2441  Forestmanor  Ct 
Neenah  WI  54956 
(414)  722-7665 

GP  PTH 
Schwab,  Robert  L 
Rt  1 1 Holland  Dr 
Fayetteville  AR  72701 
(501)267-3063 

P 

Seay,  Margaret  J 
1 135  Elmwood  Ave 
Oshkosh  WI  54901 
(414)  233-2775 

IM* 

Sickels,  William  F 
41 1 Lincoln  St 
Neenah  WI  54956 


U* 

Simonson,  M James 

400  Ceape  Ave 
Oshkosh  WI  54901 
(414)236-3238 

GS 

Smith,  Frederick  H 

235  Grant  St 
Neenah  WI  54956 


P* 

Stafford,  Richard  B 

102  Sally  Lane 
Neenah  WI  54956 
(414)  725-6115 

§ GS 

Steen,  Marvin  H 
POB  1171 
Carefree  AZ  85331 
(602)488-2961 

OPH 

Steinitz,  Hugo  R 
41 1 Lincoln  St 
Neenah  WI  54956 
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GS* 

Stone,  Leslie  H 

1835  Lake  Breeze  Rd,  Rt  4 
Oshkosh  WI  54901 
(414)235-6360 

OBG* 

Strebel,  Ronald  L 

1370  S Commercial  St 
Neenah  WI  54956 
(414)729-6101 

NS* 

Suechting,  Ralph  L 

240  1st  St 
Neenah  WI  54956 
(414)  725-7091 

PD 

Swanson,  John  D 

41 1 Lincoln  St 
Neenah  WI  54956 
(414)727-4200 

EM 

Taake,  E Robert 
POB  444 

Neenah  WI  54956 
(414)  725-8979 

AN 

Talens,  Antonio  C 

106  Woodside  Ct 
Neenah  WI  54956 


GS*  TS* 

Thearle,  Daniel  S 

169  E North  Water  St 
Neenah  WI  54956 
(414)  725-4527 

R*  NM 
Turner,  Donald  C 

1209  S Commercial 
Neenah  WI  54956 


ORS* 

Varberg,  Waldo  R 

1416  S Commercial  St 
Neenah  WI  54956 
(414)  722-9900 

DR  NM  R* 
Vincent,  Robert  A 

1209  S Commercial  St 
Neenah  WI  54956 


N* 

Viste  Jr,  Kenneth  M 

631  Hazel  St 
Oshkosh  WI  54901 
(414)  233-5580 

FP* 

Wagner,  Raymond  F 

160  W 22nd  Ave 
Oshkosh  WI  54901 


IM* 

Weber,  William  G 

414  Doctors  Court 
Oshkosh  WI  54901 
(414)  233-4270 


PD* 

Wernberg,  Charles  E 
645  Doctors  Court 
Oshkosh  WI  54901 
(414)  231-1680 

IM 

Weston,  Robert  L 

414  Doctors  Court 
Oshkosh  WI  54901 
(414)  233-4270 

AN* 

Wex,  Timothy  G 

1110  Evans  St 
Oshkosh  WI  54901 
(414)  233-8118 

GP 

Williams,  Earl  B 

POB  740 

Oshkosh  WI  54902 
(414)  235-0800 

IM 

Wilson,  Edwin  E 
41 1 Lincoln  St 
Neenah  WI  54956 
(414)  727-4200 

R*  NM 
Wilson,  Eric  B 

4397  Country  Club  Rd 
Oshkosh  WI  54901 
(414)  233-6241 

OBG* 

Wolfgram,  Richard  C 

4596  Bell  Haven  Lane 
Oshkosh  WI  54901 
(414)  231-0710 

IM* 

Woodruff,  Roland  N 

650  Doctors  Park 
Oshkosh  WI  54901 
(414)231-3737 

OBG 

Wright,  Eugene  N 
POB  300 

Butte  des  Morts  WI  54927 
(414)  582-4777 

GS* 

Zmolek,  Ernest  J 

712  Doctors  Court 
Oshkosh  W I 54901 
(414)  235-6960 
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COUNTY  MEDICAL  SOCIETY 
IM 

Aasen,  Mike  D 

715  E 4th  St 
Marshfield  WI  54449 


OTO* 

Aguas,  Ruben  T 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5245 


IM 

Allen,  William 

400  Dewey  St 

Wisconsin  Rapids  WI  54494 
(715)423-1300 

IM 

Almonte,  Ricardo  A 
1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(715)423-0122 

GP  IM 

Arendt,  Norbert  W 
1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(414)  423-0122 

IM 

Artwich,  Robert 

835  S Main  St 
Oconto  Falls  WI  54154 


GS*  CRS* 

Avecilla,  Constante  S 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5321 

PTH*  BLB*  CLP* 
Baldauf,  Mary  C 

1000  N Oak  Ave 
Marshfield  WI  54449 
(414)  387-7654 

IM*  MON* 
Banerjee,  Tarit  K 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5416 

DR 

Baxter  Jr,  Joseph  W 

1000  N Oak  Ave 
Marshfield  WI  54449 


PTH* 

Beltaos,  Efstathios 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7654 

OTO*  HNS 
Bersalona,  Fernando  B 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5245 

R*  DR 

Billings,  Kenneth  J 

1000  N Oak  Ave 
Marshfield  W I 54449 


IM*  RHU* 
Bjarnason,  David  F 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5190 

PD*  PNP* 

Blau,  Edward  B 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5154 


FP 

Boulet,  Wilbur  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5497 

PD 

Boulos,  Mona  S 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM  CD 

Browell  Jr,  John  N 

700  S Drake  Ave 
Marshfield  WI  54449 
(715)387-5301 

§ AN 

Burns  Jr,  John  L 

600  Maryknoll  Ave 
Marshfield  WI  54449 
(715)384-2468 

OBG* 

Burrill,  Raymond  E 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5379 

GS 

Cabaltica,  Josefino  B 

315  1st  St 

Nekoosa  WI  54457 
(715)  886-3175 

IM*  PUD* 
Campbell,  John  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5319 

FP* 

Canfield,  Phillip  R 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5168 

R* 

Carlson,  Robert  D 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5261 

PTH* 

Chang,  Sheng-Hsiung 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-7654 

IM 

Charipar,  Ron  M 

1306AN  Walnut 
Marshfield  WI  54449 
(715)387-5471 

ORS 

Chen,  Hong  Mo 

1000  N Oak  Ave 
Marshfield  WI  54449 


OPH* 

Chen,  Melvin  C 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5236 


Claflin,  Katherine 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM* 

Clasen,  Richard  W 

315  1st  St 

Nekoosa  WI  54457 
(715)886-3175 

FP 

Conger,  Charles 
400  Dewey  St 

Wisconsin  Rapids  WI  54494 


END*  IM* 
Coombs,  Guerdon  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5481 

IM  GE 

Custer  Jr,  Glenn  S 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM*  NEP* 

Dart,  Richard  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5345 

P 

Dean,  Warwick  R 

1403  N Broadway  Ave 
Marshfield  WI  54449 


IM*  FP* 

Desbiens,  Norman  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5471 

ORS* 

Dietsche,  Wolfgang  O 
POB  1265 

Wisconsin  Rapids  WI  54494 
(715)424-1881 

IM*  RHM 
Dlesk,  Andrea 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM*  PUD* 
Dovenbarger,  William  V 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5319 

OTO* 

Ejercito,  Victor  S 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5245 

IM*  CD 
Emanuel,  Dean  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5301 
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IM* 

Erickson,  Scott  S 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5434 

OPH* 

Errico,  Charles  A 

1000  N Oak  Ave 
Marshfield  Wl  54449 
(715)387-5236 

PS 

Feierabend,  Lee  R 

1000  N Oak  Ave 
Marshfield  WI  54449 


PM* 

Fischer,  Herbert  K 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5327 

PD*  N 
Frens,  David  B 

1000  N Oak  Ave 
Marshfield  Wl  54449 
(715)387-5868 

IM*  HEM 
Friedenberg,  William  R 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5426 

IM*  CD* 

Fye,  W Bruce 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5301 

AN 

Gallo,  Richard  A 

330  Wedge  wood  Dr,  #5E 
Fairbanks  AK  99701 


PTH 

Gani,  Kosasih  S 
812  Columbus  Ave 
Marshfield  WI  54449 
(715)387-7654 

P*  CHP* 
Garitano,  W Warren 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5424 

D 

Gaul,  Byron 

705  W 17th  St 
Marshfield  WI  54449 

ON  HEM  IM* 
Gehlsen,  Jane  A 
Rt  3,  2300  Mann  Rd 
Marshfield  WI  54449 


FP* 

Genheimer,  Steven  J 
1041  Hill  St 

Wisconsin  Rapids  WI  54494 


GS 

Giuseffi,  Steven  A 

2809  W 5th  St 
Marshfield  WI  54449 


N 

Gottschalk,  Paul  G 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM*  CD 
Gouze,  Frank  J 
Rt  1 , Box  44 
Crandon  WI  54520 
(715)  387-5351 

R*  TR 

Greenlaw,  Robert  H 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7637 


AN 

Henzig,  Dennis  A 

4458  Burr  Oaks  Tr 
Wisconsin  Rapids  WI  54494 


IM  A AI* 
Heywood,  Robert  M 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5186 

P PS* 
Heywood,  William  H 

600  N Wood  Ave 
Marshfield  WI  54449 


OBG 

Hill,  George  L 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5161 


FP* 

Huebner,  Timothy  K 

1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(715)423-0122 

PD  OBG 
Hulme,  Andrew  W 

400  Dewey  St 

Wisconsin  Rapids  WI  54494 
(715)423-1300 

PM* 

Idarraga,  Samuel 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5327 

ORS 

Irwin,  George  S 

207  Prospect  Rd 
Bloomington  IL  61701 


PD*  CD 
Griese  Jr,  George  G 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5251 

IM* 

Guzowski,  Frank  S 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5434 


R*  OS 

Hinke,  Dayton  H 

1000  N Oak  Ave 
Marshfield  WI  54449 


R* 

Hinke,  Marvin  L 

1000  N Oak  Ave 
Marshfield  WI  54449 


FP* 

Johnson,  Robert  L 

1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(715)423-0122 

IM*  GE 
Johnson,  Sidney  E 

1000  N Oak  Ave 
Marshfield  WI  54449 


U 

Haight  Jr,  Robert  P 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM* 

Hamilton,  Gurdon  H 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5434 

PDA  A AI* 
Hansen,  Raymond  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5186 


R 

Hinke,  Thomas  D 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5261 

GS* 

Hoehn,  James  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5507 

PD 

Hoekman,  Allen  L 

159A  N Central  Ave 
Marshfield  WI  54449 


OTO* 

Jones,  James  K 

400  Dewey  St 

Wisconsin  Rapids  WI  54494 
(715)421-3444 

NS* 

Kelman,  Donald  B 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5297 

PD*  NPM 
Kessler  Jr,  Dale  L 

1000  N Oak  Ave 
Marshfield  WI  54449 


N*  EEG 
Hansotia,  Phiroze  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5351 

GS* 

Hardacre,  Jerry  M 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5419 

OBG* 

Harkins,  Paul  G 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5206 

GS 

Harris,  Frederick  L 

515  Marathon  St 
Marshfield  WI  54449 


AN* 

Holtey,  Warren  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7179 

CD  IM*  NM* 
Horton,  P Daniel 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5301 

OM*  IM* 
Horvath  Jr,  Edward  P 

1000  Westview  Dr 
Marshfield  WI  54449 
(715)387-5523 

Hubert,  Bruce  C 

1201  Adler  Rd 
Marshfield  WI  54449 
(715)387-0117 


OTO* 

Kinkella,  Albert  M 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5245 

HEP  GE*  IM* 
Kirchner,  John  P 

402  Park  St 
Marshfield  WI  54449 
(715)387-5471 

Knutson,  Roger  S 

Rt  1,  Box  112 
Marshfield  WI  54449 


DR  PDR  R* 
Kretchmar,  Kent  A 

1136  W Blodgett  St 
Marshfield  WI  54449 


Kruger,  Robert  A 

1000  N Oak  Ave 
Marshfield  WI  54449 


N* 

Kruse  Jr,  Francis 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5351 

IM*  PUD* 
Kryda,  Michael  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5319 

GS* 

Kuehner,  Marvin  E 

1000  N Oak  Ave 
Marshfield  WI  54449 


OPH* 

Kunkel,  James  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5236 

FP* 

Larson,  Richard  D 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5168 

TS*  GS* 

Lawton,  Ben  R 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5275 

R*  DR 
Lee,  Chung  M 
100  N Oak  Ave 
Marshfield  WI  54449 


IM*  ID 
Lee,  J Douglas 

1000  N Oak  Ave 
Marshfield  WI  54449 

IM*  RHU 
Lee,  Martha  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5190 

FP* 

Leer,  Richard  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5168 

OBG* 

Lewis,  Russell  F 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5373 

IM 

Liss,  Paul  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
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PD*  PDE* 

Maby,  Sharon  L 

1000  N Oak  Ave 
Marshfield  W1  54449 
(715)387-5185 

1M* 

MacDonald,  Sanford  D 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5434 

IM* 

Magnin,  George  E 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)384-5513 

CD*  IM* 

Maloney,  Patrick  M 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5301 

IM* 

Maurer,  William  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5434 

IM*  HEM* 

Mazza,  Joseph  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5426 

McCormick,  Jerry  M 
2154  Allen  Blvd,  *3 
Middleton  WI  53562 


ORS* 

McDonough,  John  W (DO) 

4540  Church  Ave 
Wisconsin  Rapids  WI  54494 
(715)421-5257 

IM*  END* 

McKenzie,  Alan  K 

1000N  Oak  Ave 
Marshfield  WI  54449 
(715)387-5481 

N IM* 

McVeety,  James  C 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5351 

IM* 

Mehr,  Michael  P 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5511 

D*  IM 
Melski,  John  W 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5311 

GS 

Meyers,  Bryan  D 
1000  N Oak  Ave 
Marshfield  WI  54449 


FP* 

Perryman,  Fredrick  A 
1041  Hill  St 

Wisconsin  Rapids  WI  54494 


D* 

Miech,  Donald  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5311 

ORS* 

Milbauer,  John  P 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5202 

IM*  NM* 

Miller,  Richard  W 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7787 


IM  GE 

Nunez-Gornes,  Jesus  F 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5471 

ORS* 

O’Connor,  James  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5202 

R* 

Olsen,  Thomas  G 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5261 


IM 

Peterson,  Douglas  B 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5434 

GP 

Pfeiffer,  Louis  R 

315  1st  St 

NekoosaWI  54457 
(715)  886-3175 


IM*  CD* 
Reinhart,  Richard  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5301 

PTH* 

Reyes  Jr,  Cesar  N 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7654 

GE*  IM* 
Rhodes,  Ross  A 

1001  W Upham  St 
Marshfield  WI  54449 


FP 

Mills,  E Grady 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5168 


PD*  NPM* 
Opitz,  James  C 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5016 


IM*  GER 
Phillips,  Robert  E 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5434 


OBG* 

Rice,  Thomas  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5511 


AN* 

Miranda,  Warren  L 

1024  W Blodgett  St 
Marshfield  WI  54449 


IM*  MON 
Ousley,  Joseph  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5416 


GP 

Pomainville,  Leland  C 

351  Madison  St 
Wisconsin  Rapids  WI  f 


IM 

Ries,  Peter  M 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5434 


U* 

Moffat,  Nelson  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5233 


N* 

Page,  Robert  W 

1610Felker  Ave 
Marshfield  WI  54449 
(715)387-5351 


GS*  R 

Ponce,  Mario  V Rodriguez,  Justo 

1041  Hill  St  1000  N Oak  Ave 

Wisconsin  Rapids  WI  54494  Marshfield  WI  54449 
(715)423-0122 


PS  HS 

Mukherjee,  Rama  D 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5457 


IM* 

Pagels,  George  A 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5434 


IM* 

Ponce,  Minerva  N 
1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(715)423-0122 


GS 

Rosenberg,  Dirk  V 

201  E Laurel  St 
Olney  IL  62450 


DR*  R* 

Mulligan,  Gerald  M 

904  State  St 
Marshfield  WI  54449 


IM*  GE* 

Parent,  Kevin 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5471 


PD* 

Porter,  Gerald  E 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5251 


D* 

Rowe,  Richard  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5311 


CLP*  PTH* 

Park,  Jung  Kyun 

410  Dewey  St 

Wisconsin  Rapids  WI  54494 


P 

Mulvaney,  John  J 

1 000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5282 

CDS  TS*  GS* 
Myers,  William  O 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5275 

PD* 

Nickerson,  H James 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5251 

IM*  END* 
Nikolai,  Thomas  F 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5481 

IM*  GE* 
Norfleet,  Robert  G 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5471 


(715)423-6060 

IM*  NEP* 
Parker,  John  P 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5292 

AN* 

Paulsen,  Frederic  L 

608  Marathon 
Marshfield  WI  54449 
(715)384-9906 

IM 

Paulson,  John  K 

1000  N Oak  Ave 
Marshfield  WI  54449 


AN* 

Pederson,  Donald  P 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7179 


Praxel,  Theodore  A 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM 

Przybylinski,  John 

1000  N Oak  Ave 
Marshfield  WI  54449 


PD*  N 
Ptacek,  Louis  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5868 

CDS  TS*  GS* 
Ray  III,  Jefferson  F 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5275 

PUD  IM* 
Reinecke,  Mark  E 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5319 


U* 

Roy,  Michel  Y 

1000  N Oak  Ave 
Marshfield  W I 54449 
(715)387-5232 

OBG* 

Rupel,  John  W 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5161 

IM*  MON* 
Rushing,  Daniel  A 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5416 

TR* 

Russ,  Homer  H 

61 1 St  Joseph  Ave 
Marshfield  WI  54449 
(715)  387-7367 

GE  IM* 

Ryan,  Michael  E 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5471 
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NS* 

Salibi,  Bahij  S 

1000  N Oak  Ave 
Marshfield  W1  54449 
(715)  387-5511 

CDS  TS*  GS* 
Sautter,  Richard  D 

1000  N Oak  Ave 
Marshfield  W I 54449 
(715)  387-5275 

FP* 

Schaller,  John  W 

1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(715)423-0122 

IM*  HEM 
Schloesser,  Lee  L 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5426 

D* 

Schorr,  William  F 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5314 

IM 

Schroeter,  Neal  J 
801  W 4th  St 
Marshfield  WI  54449 
(715)384-2505 

U 

Seelen,  Michael  C 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5231 

Shallman,  Richard  W 

1703  BE  Fillmore  St 
Marshfield  WI  54449 


IM 

Sheehy,  Patrick  G 
1000  N Oak  Ave 
Marshfield  WI  54449 


R* 

Sheflin,  John  R 

1000  N Oak  Ave 
Marshfield  WI  54449 


PTH* 

Shuffstall,  Richard  M 

410  Dewey  St 

Wisconsin  Rapids  WI  54494 
(715)423-6060 

IM 

Siemers,  Ross  F 
1000  N Oak  Ave 
Marshfield  WI  54449 


PD*  PHO* 
Silberman,  Teresa 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5017 


U* 

Sorensen,  Charles  C 
420  Bruce  Lane 
Wisconsin  Rapids  WI  54494 
(715)421-1151 

OPH* 

Sparks,  George  M 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5236 

GS* 

Starr,  Clifford  H 

400  Dewey  St 

Wisconsin  Rapids  WI  54494 


OBG* 

Stevens,  Michael  L 

1000  N Oak  Ave 
Marshfield  W I 54449 


OPH* 

Stram,  Thomas  W 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5236 

IM* 

Struthers,  James  L 

1000  N Oak  Ave 
Marshfield  W I 54449 
(715)  387-5855 

IM* 

Stueland,  Dean  T 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5497 

ADL  PD* 
Suits,  John  J 

1000  N Oak  Ave 
Marshfield  WI  54449 


PD* 

Sullivan,  Bradley  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5251 

PD*  PDC 
Sutton,  Thomas  M 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5570 

AN 

Swamy,  Pandy  G 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7179 

GS* 

Swanson,  Mark  K 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-8239 

FP* 

Thompson,  John  E 

315  1st  St 

Nekoosa  WI  54457 
(715)  886-3175 


PDS*  GS* 
Toyama,  William  M 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5469 

ORS*  RHU 
Treuhaft,  Paul  S 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5202 

IM* 

Turney,  Susan  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5434 

PD*  AI 
Twiggs,  John  T 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)782-8581 

IM*  CD 
Ulmer,  Richard  H 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5301 

OBG 

Unger,  James  B 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5162 

NS* 

Vanderspek,  Hans  G 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5297 

PM* 

Varia,  Panna  V 

1000  N Oak  Ave 
Marshfield  WI  54449 


P 

Varia,  Virendra  J 

1000  N Oak  Ave 
Marshfield  WI  54449 


GS 

Vedder,  Charles  A 

900  Sawyer  Dr 
Marshfield  WI  54449 
(715)384-2725 

PD* 

Vedder,  James  S 
1000  W 5th  St 
Marshfield  WI  54449 


GS* 

Vicente,  Rene  S 
1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(715)423-0122 

FP* 

Vos,  Marvin  A 

400  Dewey  St 

Wisconsin  Rapids  WI  54494 


IM  CD 
Voss,  Dieter  M 
1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5301 

PD*  CLG 
Wagner,  Stephen  F 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5251 

IM  ID 

Walters,  Edward  W 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5193 

IM*  RHU* 
Washington,  William  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5190 

ORS 

Wasserman,  Anatolio  G 

720  E Cedar  St 
South  Bend  IN  46617 
(219)  287-3375 

NM*  IM* 

Weir  Jr,  G John 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7787 

IM* 

Wesbrook,  Frederic  P 

Rt  3,  Box  167 A 
Marshfield  WI  54449 
(715)  387-5434 

GS* 

Williams,  Gail  H 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5609 

IM 

Wilson,  Janet  A 

400  Dewey  St 

Wisconsin  Rapids  WI  54494 
(715)423-1300 

DR  R* 

Winch,  Thomas  R 

410  Dewey  St 

Wisconsin  Rapids  WI  54494 


IM  NEP 

Winemiller,  Robert  H 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5345 

ORS 

Wisnefske,  Mark  D 

1000  N Oak  Ave 
Marshfield  WI  54449 


IM 

Wittman,  William  J 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5511 


GP  OBG 
Wood,  Charles  F 
1041  Hill  St 

Wisconsin  Rapids  WI  54494 
(715)423-0122 

IM*  GE* 

Wyman,  John  B 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)  387-5471 

IM 

Yambert,  Jens 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7000 

AN 

Yun,  Moon  Gil 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-7179 

N*  CHN  PD* 
Zinsmeister,  Stephen  C 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-5868 

IM  OS 

Zurek,  Wladyslaw  Z 

Rt  1 , Box  306 
Ogema  WI  54459 


IM 

Zwicke,  Dianne  L 

1000  N Oak  Ave 
Marshfield  WI  54449 
(715)387-1713 


TOTAL 
MEMBERSHIP 
AT  JULY  5,  1983 

5,195 


How  is  the 
health  of  your 
organiza  tion  ? 


The  health  of  your  employees  can  affect  the 
health  of  your  organization. 

Employers  are  increasingly  looking  to  health 
programs  in  the  workplace  as  a way  to  lower 
insurance  costs  and  absenteeism,  confront 
alcoholism,  avoid  workplace  hazards,  and  main- 
tain goodwill  among  employees. 

proHealth  offers  a complete  spectrum  of 
health  programs  designed  specifically  for 
the  workplace. 

Health  Promotion  Services  develops  fitness 
programs  and/or  manages  health  facilities. 

• Physical  Fitness  Evaluations 

• Lifestyle  Assessments 

• Exercise  Programs  for  High  Risk  Employees 

• Healthy  Exercise  Plans  for  All  Ages 

Occupational  Medicine  Services  provides 
consultation,  assessments  and  recommenda- 
tions to  develop  or  enhance  your  organization’s 
employee  medical  program. 

• Pre-employment  and  Periodic  Physical 
Examinations 

• OSHA-certified  Programs  for  Toxic/Hazardous 
Substance  Exposure 

• Work-related  I nj  u ry/l  1 1 ness  Treatment, 
Assessments  and  Consultation 

• On-site  visit  by  formally-trained  Occupational 
Health  Physician  available  at  no  obligation 


Health  Education  Services  educates  and 
motivates  employees  to  reduce  health  risks  in 
their  lifestyles. 

• Weight  Loss,  Nutrition  and  Exercise  Programs 

• Smoking  Cessation  Programs 

• Cardio-Pulmonary  Resuscitation  (CPR) 
Instruction 

• Basic  Emergency  Care  Instruction 

Employee  Assistance  Programs  ( EAP ) train 
supervisory  and  management  staff  in  early 
identification  and  proper  treatment  of  employee 
problems. 

• Troubled  Employee  Assessments 

• Supervisor/Manager  Training 

• Education  on  Alcoholism/Drug  Dependence 

• EAP  Development  for  Your  Organization 

We  tailor  our  services  to  meet  your 
individual  needs. 

The  proHealth  team  can  help  you  assess  the 
health  needs  of  your  workplace,  and  then  help 
design  a health  promotion  program  to  meet 
those  needs. 

For  more  information,  call  267-6552. 

You  and  proHealth: 
working  together  for  the  health  of 
your  employees,  your 
organization  and  our  community. 


an  affiliate  of 
Madison  General  Hospital 
202  S.  Park  Street 
Madison,  Wisconsin  53715 
(608)  267-6552 


COUNTY  MEDICAL  SOCIETIES 

Presidents  (P)  and  Secretaries  (S);  Executive  Secretaries  (ES),  Treasurers  (T),  and  Executive  Vice  Presidents  (EVP) 


ASHLAND-BAYFI  ELD-IRON 

P — Ivan  Teoh,  MD 
2101  Beaser  Avenue 
Ashland,  WI  54806 
S— John  C Oujiri,  MD 
Suite  2 

2101  Beaser  Avenue 
Ashland,  WI  54806 

BARRON-WASHBURN- 

BURNETT 

P— Donald  E Riemer,  MD 
PO  Box  127 
Cumberland,  WI  54829 
S — Roger  F Macy,  MD 
PO  Box  127 
Cumberland,  WI  54829 

BROWN 

P — G Robert  Kaftan,  MD 
900  South  Webster  Avenue 
Green  Bay,  WI  54301 
S — James  R Mattson,  MD 
501  South  Military  Avenue 
Green  Bay,  WI  54301 
T — Roger  C Wargin,  MD 
PO  Box  3875 
Green  Bay,  WI  54303 
ES — Ms  Bernice  Mangless 
501  South  Military  Avenue 
Green  Bay,  WI  54301 

CALUMET 

P— Badri  N Ganju,  MD 
451  East  Brooklyn  Street 
Chilton,  WI  53014 
S — James  C Pinney,  MD 
507-C  West  Main  Street 
Hilbert,  WI  54129 

CHIPPEWA 

P — Steven  D Cook,  MD 
2501  County  Trunk  I 
Chippewa  Falls,  WI  54729 
S — Richard  C Sazama,  MD 
3203  Stein  Boulevard 
Eau  Claire,  WI  54701 

CLARK 

P — Frederico  P Gregorio,  MD 
216  Sunset  Place 
Neillsville,  WI  54456 
S — Vangala  J Reddy,  MD 
216  Sunset  Place 
Neillsville,  WI  54456 

COLUMBIA-MARQUETTE- 

ADAMS 

P — Paul  J Slavik,  MD 
916  Silver  Lake  Drive 
Portage,  WI  53901 
S — Richard  E Christianson,  MD 
916  Silver  Lake  Drive 
Portage,  WI  53901 
ES — Mrs  Elayne  Hanson 
PO  Box  352 
Portage,  WI  53901 


CRAWFORD 

P — Thomas  F Farrell,  MD 
323  South  Beaumont  Road 
Prairie  du  Chien,  WI  53821 
S — Michael  S Garrity,  MD 
610  East  Taylor  Street 
Prairie  du  Chien,  WI  53821 

DANE 

P — Sandra  L Osborn,  MD 
1912  Atwood  Avenue 
Madison,  WI  53704 
S — Kathryn  P Nichol,  MD 
2753  Marshall  Parkway 
Madison,  WI  53713 

DODGE 

P — George  E Davis,  MD 
130  Warren  Street 
Beaver  Dam,  WI  53916 
S — Edward  F Cody,  MD 
1200  North  Center  Street 
Beaver  Dam,  WI  53916 

DOOR-KEWAUNEE 

P — Michael  R McFadden,  MD 
PO  Box  447 

Sturgeon  Bay,  WI  54235 
S — Alphonso  G Tamayo,  MD 
PO  Box  107 

Sturgeon  Bay,  WI  54235 

DOUGLAS 

P— Enzo  Krahl,  MD 
3600  Tower  Avenue 
Superior,  WI  54880 
S — Kimberly  M Thompson,  MD 
318  21st  Avenue  East 
Superior,  WI  54880 

EAU  CLAIRE-DUNN-PEPIN 

P — Philip  J Happe,  MD 
733  West  Clairemont  Avenue 
Eau  Claire,  WI  54701 
S — Daniel  F Johnson,  MD 
733  West  Clairemont  Avenue 
Eau  Claire,  WI  54701 

FOND  DU  LAC 

P — David  L Nelson,  MD 
481  East  Division  Street 
Fond  du  Lac,  WI  54935 
S — Teodoro  M Ramos,  MD 
PO  Box  325 
Ripon,  WI  54971 
T — John  C Swan,  MD 
Mount  Calvary,  WI  53057 

FOREST 

P — Enzo  F Castaldo,  MD 
Laona,  WI  54541 
S — Burton  S Rathert,  MD 
101  West  Washington 
Crandon,  WI  54520 


GRANT 

P — John  M McKichan,  MD 
1370  North  Water  Street 
Platteville,  WI  53818 
S — Robert  E Stader,  MD 
235  North  Madison  Street 
Lancaster,  WI  53813 

GREEN 

P — Geoffrey  L Tullett,  MD 
1515  Tenth  Street 
Monroe,  WI  53566 
S — Jacob  George,  MD 
1515  Tenth  Street 
Monroe,  WI  53566 

GREEN  LAKE-WAUSHARA 

P— John  C Koch,  MD 
209  East  Park  Avenue 
Berlin,  WI  54923 
S — Michael  E Tieman,  MD 
Route  2 

Berlin,  WI  54923 

IOWA 

P — Timothy  A Correll,  MD 
109  West  Fountain  Street 
Dodgeville,  WI  53533 
S — Harald  P L Breier,  MD 
PO  Box  185 
Montfort,  WI  53569 

JEFFERSON 

P — George  L Gay,  Jr,  MD 
PO  Box  28 

Cambridge,  WI  53523 
S — John  C Heffelfinger,  MD 
700  Hoffmann  Drive 
Watertown,  WI  53094 

JUNEAU 

P— D Keith  Ness,  MD 
1040  Division  Street 
Mauston,  WI  53948 
S — Nancy  E B Ness,  MD 
1040  Division  Street 
Mauston,  WI  53948 

KENOSHA 

P— Harold  A Bjork,  MD 
6530  Sheridan  Road 
Kenosha,  WI  53140 
S — Andrew  T Przlomski,  MD 
6530  Sheridan  Road 
Kenosha,  WI  53140 
ES— Mr  James  Splitek 
41 09-67 th  Street 
Kenosha,  WI  53142 

LA  CROSSE 

P — David  L Nelson,  MD 
815  Tenth  Street 
La  Crosse,  WI  54601 
S — Thomas  P Lathrop,  MD 
1836  South  Avenue 
La  Crosse,  WI  54601 


LAFAYETTE 

P — Lyle  L Olson,  MD 
517  Park  Place 
Darlington,  WI  53530 
S — Norbert  A McGreane,  MD 
Route  2,  Box  187 
Darlington,  WI  53530 

LANGLADE 

P — John  E McKenna,  MD 
PO  Box  400 
Antigo,  WI  54409 
S— Theodore  C Fox,  MD 
213  Fifth  Avenue 
Antigo,  WI  54409 

LINCOLN 

P — Geoffrey  C Kloster,  MD 
1205  O’Day  Street 
Merrill,  WI  54452 
S — Donald  L Evans,  MD 
1205  O’Day  Street 
Merrill,  WI  54452 

MANITOWOC 

P— Patrick  F Limoni,  MD 
220  East  Cleveland  Avenue 
Manitowoc,  WI  54220 
S — Cecilio  T Mendoza,  MD 
600  York  Street 
Manitowoc,  WI  54220 

MARATHON 

P— David  J Freeman,  MD 
1925  Townline  Road 
Wausau,  WI  54401 
S— Gerald  W Grim,  MD 
2727  Plaza  Drive 
Wausau,  WI  54401 

MARINETTE-FLORENCE 

P — David  D Darcy,  MD 
2500  Hall  Avenue 
Marinette,  WI  54143 
S— Steven  H Hoyme,  MD 
801  Wells  Street 
Marinette,  WI  54143 

MILWAUKEE 

P — Richard  D Fritz,  MD 
Suite  300 

788  North  Jefferson  Street 
Milwaukee,  WI  53202 
S — Thomas  A Reminga,  MD 
2025  East  Newport  Avenue 
Milwaukee,  WI  5321 1 
EVP— Mr  William  B Harlan 
411  East  Mason  Street 
Milwaukee,  WI  53202 

MONROE 

P — Jameel  S Mubarak,  MD 
105  West  Milwaukee  Street 
Tomah,  WI  54660 
S — Jack  D Brown,  MD 
PO  Box  250 
Sparta,  WI  54656 
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OCONTO 

P — Vacancy 

S — Clyde  E Siefert,  MD 
164  North  Main  Street 
Oconto  Falls,  WI  54154 


ONEIDAVILAS 

P — Lee  A Swank,  MD 
203  Scheik  Plaza  Drive 
Rhinelander,  WI  54501 
S — Bruce  A Kotila,  MD 
210  Elm  Court 
Rhinelander,  WI  54501 

OUTAGAMIE 

P— John  R Lindstrom,  MD 
900  East  Grant  St 
Appleton,  WI  5491 1 

S— Marvin  L Hall,  MD 
612  East  Longview  Dr 
Appleton,  WI  5491 1 

OZAUKEE 

P — M Thomas  Chemotti,  MD 
N94  W6539  Fieldcrest 
Cedarburg,  WI  53012 
S — Thomas  J Shewczyk,  MD 
W62  N563  Washington  Avenue 
Cedarburg,  WI  53012 

PIERCE-ST.  CROIX 

P— Eugene  R Jonas,  MD 
144  South  Plum  Street 
Ellsworth,  WI  5401 1 
S — David  M Woeste,  MD 
409  Spruce  Street 
River  Falls,  WI  54022 

POLK 

P — William  W Young,  MD 
104  Adams  Street  South 
St  Croix  Falls,  WI  54024 
S — Timothy  J Peterson,  MD 
Frederic  WI  54837 

PORTAGE 

P — Joseph  F Jarabek,  MD 
2501  Main  Street 
Stevens  Point,  WI  54481 
S — Roy  J Dunlap  II,  MD 
508  Vincent  Street 
Stevens  Point,  WI  54481 

PRICE-TAYLOR 

P — T Bayard  Frederick,  MD 
789  South  Seventh  Avenue 
Park  Falls,  WI  54552 
S — Walther  W Meyer,  MD 
101  North  Gibson  Avenue 
Medford,  WI  54451 


RACINE 

P — Charles  H Raine,  MD 
2405  Northwestern  Avenue 
Racine,  WI  53404 
S — Jerome  C Brooks,  MD 
5625  Washington  Avenue 
Racine,  WI  53406 
T — Richard  N Odders,  MD 
5625  Washington  Avenue 
Racine,  WI  53406 
ES — Mr  John  M Bjelajac 
PO  Box  592 
Racine,  WI  53401 

RICHLAND 

P — John  C Jordan,  MD 
1313  West  Seminary  Street 
Richland  Center,  WI  53581 
S — Thomas  L Richardson,  MD 
1313  West  Seminary  Street 
Richland  Center,  WI  53581 

ROCK 

P — Edward  P Ondarek,  MD 
1969  West  Hart  Road 
Beloit,  WI  53511 
S — William  A Pruett,  MD 
2031  Riverside  Drive 
Beloit,  WI  53511 

RUSK 

P— Ralph  P Bennett,  MD 
906  West  College  Avenue 
Ladysmith,  WI  54848 
S— Raymond  R Johnson,  MD 
906  West  College  Avenue 
Ladysmith,  WI  54848 

SAUK 

P — Michael  D Plooster,  MD 
1070  Rosemary  Circle 
Baraboo,  WI  53913 
S — Thomas  R Flygt,  MD 
1044  Tinkham  Trail 
Baraboo,  WI  53913 

SAWYER 

P— Lloyd  M Baertsch,  MD 
Route  3,  Box  3998 
Hayward,  WI  54843 
S — Paul  Strapon  III,  MD 
Route  3,  Box  3998 
Hayward,  WI  54843 

SHAWANO 

P — John  D Hart,  MD 
1 17  East  Green  Bay  Street 
Shawano,  WI  54166 
S — Alois  J Sebesta,  MD 
1 26 1/2  South  Main  Street 
PO  Box  360 
Shawano,  WI  54166 


SHEBOYGAN 

P — Christopher  A Graf,  MD 
1720  North  Eighth  Street 
Sheboygan,  WI  53081 
S — James  L Weygandt,  MD 
Kohler  Company 
Kohler,  WI  53044 

TREMPEALEAU-JACKSON- 

BUFFALO 

P — Joanne  A Selkurt,  MD 
1933  Park  Street 
Whitehall,  WI  54773 
S— James  J Dickmann  II,  MD 
610  West  Adams  Street 
Black  River  Falls,  WI  54615 

VERNON 

P — David  A Van  Dyke,  MD 
PO  Box  149 
Viroqua,  WI  54665 
S— DeVerne  W Vig,  MD 
PO  Box  72 
Viroqua,  WI  54665 

WALWORTH 

P — Edsel  G Doreza,  MD 
255  Havenwood  Street 
Lake  Geneva,  WI  54147 
S — James  V Seegers,  MD 
104  South  Wisconsin  Street 
Elkhorn,  WI  53121 

WASHINGTON 

P — Michael  C Reineck,  MD 
1201  Oak  Street 
West  Bend,  WI  53095 
S — Uday  V Gupte,  MD 
1113  East  Sumner  Street 
Hartford,  WI  53027 


WAUKESHA 

P — Matthew  A Meyer,  MD 
W290  N3159  Hillcrest 
Pewaukee,  WI  53072 
S — Thomas  J Dougherty,  MD 
1 1 1 1 Delafield  Street 
Waukesha,  WI  53186 
T— James  E Dali,  MD 
1 1 1 1 Delafield  Street 
Waukesha,  WI  53186 
ES — Mr  Robert  Herzog 
850  Elm  Grove  Road 
Elm  Grove,  WI  53122 

WAUPACA 

P — Robert  L Peterson,  MD 
710  Riverside  Drive 
PO  Box  387 
Waupaca,  WI  54981 
S — Donn  D Fuhrmann,  MD 
1420  Algoma  Street 
New  London,  WI  54961 

WINNEBAGO 

P — Richard  W Roberts,  MD 
400  Ceape  Ave 
Oshkosh,  WI  54901 
S — Edwin  L Downing,  MD 
719  Doctors  Court 
Oshkosh,  WI  54901 

WOOD 

P — Homer  H Russ,  MD 
611  St  Joseph  Avenue 
Marshfield,  WI  54449 
S — Michael  J Kryda,  MD 
1000  North  Oak  Avenue 
Marshfield,  WI  54449 ■ 


“WATS”  LINE  FOR  MEMBERS 

The  in-WATS  (toll-free)  line  can  be  used  to  contact 
anyone  at  SMS  headquarters  (330  East  Lakeside 
Street,  Madison)  from  anywhere  within  the  State  of 
Wisconsin  between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 
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MEMBERSHIP  FACTS 

Are  you  a member  of  the  State  Medical  Society  of 
Wisconsin,  or  do  you  know  someone  who  isn’t? 
Whether  you’re  just  starting  medical  school,  main- 
tain a full-time  practice,  or  are  retired,  SMS  has  a 
membership  classification  to  fit  your  individual 
needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of 
practice  is  located  carries  with  it  membership  in  the 
State  Medical  Society  of  Wisconsin  and,  if  you  wish, 
the  American  Medical  Association.  If  you  qualify 
for  resident  membership  at  the  time  of  your  election, 
your  membership  dues  are  greatly  reduced.  This  may 
also  qualify  you  for  reduced  dues  the  first  two  years 
of  your  practice.  Dues  for  regular  membership  in 
1983  are  $430  for  SMS,  $315  for  AM  A,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS 
membership  classifications  and  their  corresponding 
dues  follows: 

State  Medical  Society  of  Wisconsin 

DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 


Honorary:  Member  who  was  named  by  the  Board  of 
Directors  in  recognition  of  long  and  distinguished 
service  to  the  cause  of  medicine. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  per  year).  All 
dues  are  waived  unless  county  society  indicates  they 
wish  to  charge  county  dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who 
practices  1,000  hours  or  less  during  the  calendar  year 
but  does  not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over 
70  years  of  age  as  of  January  1 . 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation 
prior  to  eligibility  for  licensure. 

Scientific  Fellow:  The  Board  of  Directors  may  by 
invitation  and  unanimous  consent  confer  upon  any 
person  engaged  in  teaching  of  or  research  in  one  or 
more  of  the  basic  sciences  at  an  accredited  college  or 
university,  and  not  holding  the  degree  of  Doctor  of 
Medicine  or  Osteopathy,  the  status  of  Scientific 
Fellow. 


Regular:  Member  in  active  practice.  Some  are  regu- 
lar members  that  have  reduced  SMS  and/or  AMA 
dues  because  they  are  new  practitioners  (first  year 
or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year 
is  in  an  approved  training  program  as  a hospital  resi- 
dent or  research  fellow  who  is  licensed  to  practice 
medicine  and  surgery  in  Wisconsin. 

Military  Service:  Members  who  are  serving  in  the 
U.S.  armed  forces  (generally  not  to  exceed  five 
years). 

Associate:  Member  whose  dues  are  waived  because 
of  illness  or  financial  hardship.  This  classification  is 
temporary  and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years  or  is  a Past  President  of 
the  State  Medical  Society  of  Wisconsin. 


TO:  State  Medical  Society  of  Wisconsin,  Membership 
Dept,  PO  Box  1109,  Madison,  Wisconsin  53701 

YES,  1 am  interested  in  organized  medicine.  Please  send 
me  more  information  about  the  benefits  of  membership. 

NAME  

MAILING  ADDRESS 


COUNTY  (principal  practice  located) 


Emeritus:  Retired  members  who  have  chosen  not  to 
renew  their  license. 


1983  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

AMA 

COUNTY 

Regular 

$430 

$315 

Normal  County  Dues 

Resident 

43 

45 

Varies 

Military  Service 

-0- 

315  or  45 

-0- 

Associate 

-0- 

-0- 

-0- 

Life 

-0- 

-0-* 

-0- 

Honorary 

-0- 

-0-* 

-0- 

Retired 

-0- 

-0-* 

-0- 

Part-time  Practice 

215 

315* 

Normal  County  Dues 

Over  Age  70 

215 

-0-* 

Normal  County  Dues 

Scientific  Fellow 

-0- 

-0- 

Emeritus 
Candidate — 

-0- 

-0-* 

Freshman  Year 
Medical  Student 

-0- 

15 

Varies 

Sophomore  and 
Succeeding  Medical 
Student  Years 

10 

15 

Varies 

Postgraduate — One 

10 

45 

Varies 

•Effective  Jan  1,  1983  physicians  in  the  following  categories  will  be  exempt 
from  paying  AMA  dues:  (1)  Financial  hardship  and  for  disability.  (2)  Age 
65-69  and  retired  from  the  practice  of  medicine.  (3)  Over  age  70  regardless 

of  retirement  status. 

State  Society  dues  are  prorated  on  a monthly  basis  for  those 

elected  to  membership  July  1 

through  September  30.  Those 

elected  after  September  30  have  no  dues  payable  for  the  balance 
of  the  year  in  which  they  are  elected.  AMA  dues  follow  the  same 

pattern  except  prorating  is  on 

a semiannual  basis  rather  than 

monthly  basis. 

To  begin  the  membership  process,  if  your  practice  is  or  will 
be  located  in  Wisconsin,  complete  the  form  at  left.  If  you  have 
any  questions,  you  may  contact  your  local  county  society  or  call 
the  toll-free  number  of  the  State  Medical  Society,  if  in  Wisconsin: 
1-800-362-9080  (Madison  area  number:  257-6781).  ■ 


CARDIOLOGIST- GYN 
IATRIST  NOW  SURGE 

1ST  THE  DOCTOR’S  DE 
GIST  SOFTWARE  RAD 

ROAT  FOR  THE  PODI 

ICIAN  IBM  PC  DERM 


GAST 

ATRI 


EROLOG 
"iEON 


Annson  Corporation,  the  leader  in  medical  office  software, 
now  introduces  its  newest  system  based  on  the  IBM  PC, 
the  leader  in  personal  computers.  You  get  the  best  of  both! 

You  get  a perfectly  organized,  easy  to  use  doctors  office 
management  system  designed  specifically  for  the 
modern  medical  practice. 

The  Annson  System  gives  you  faster,  centralized  billing 


and  insurance  processing,  while  eliminating  errors 
and  rejections. 

In  a word,  the  Annson  System  and  the  IBM  PC  will  do 
everything  you  need  it  to  do— thereby  allowing  you  and 
your  staff  more  time  for  personalized  consultation. 

Call  Annson  today  for  the  location  of  your  nearest  IBM/ 
Annson  dealer.  He’ll  be  pleased  to  arrange  for  a private 
demonstration. 


IMNSON 


C 

o 

R 

P 


4350  Oakton  Street,  Skokie,  Illinois  60076  (312)  673-1184 

Annson  is  a registered  trademark  of  Annson  Corp.  IBM  is  a trademark  of  International  Business  Machines  Corp.  © Annson  Corporation.  Skokie.  IL  60076.  All  rights  reserved 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


“My  biggest  worry  about  in-house  data 
processing?  Computer  breakdowns. 

But  CyCare  100  arrested  that  fear.” 

Roger  Jorgensen,  Business  Manager 
Portland  Obstetric  and  Gynecology  Clinic 
Portland,  Oregon 
(5  physician  group  practice) 

"I  knew  I’d  like  the  cost  advantage  and  efficiency  of  an  in-house  system. 
But  I didn’t  want  the  responsibility  of  taking  care  of  hardware  and  the 
need  to  hire  a programmer. 

"CyCare  100  proved  to  me  that  an  in-house  system  can  be  effortless  to 
operate  and  virtually  flawless  as  far  as  breakdowns  are  concerned.” 


CyCare  100  turnkey  system  makes  independent  processing  cost 
efficient  for  smaller  practices. 


“Using  the  terminology  of  your  industry,  Doctors  Clinic  is  “up  and  running”  on  CyCare  100. 

I feel  very  strongly  that  this  system  is  grossly  understated  in  terms  of  capabilities.” 

“Our  continuing  and  increasing  enthusiam  for  this  system  is  the  result  of  our  conversion  and 
actual  use.” 

“CyCare  has  made  me  look  like  a data  processing  pro  with  no  abnormal  effort  on  my  part.” 

Frances  Weier,  Administrator 
Doctors  Clinic,  Ltd. 

Two  Rivers,  Wisconsin 
(9  physicians) 


CyCare  200 

Distributed  System 

“Five  years  of  experience  with  CyCare  are 
what  made  us  stick  with  them  when  we  decided 
to  upgrade  our  data  processing.” 

Salvatore  J.  Moreno,  Business  Manager 
Mt.  Kisco  Medical  Group 
Mt.  Kisco,  NY 
(23  physicians) 

The  advantages  of  in-house  processing  coupled 
with  large  service  bureau  flexibility. 


CyCare  300 

Tbrnkey  System 

“We  spent  almost  nine  months  evaluating 
suppliers.  CyCare  offered  us  the  flexibility  and 
support  our  group  required.” 

Jim  Stolhanske,  Administrator 
Park  Nicollet  MedCenters 
Minneapolis,  Minnesota 
(210  physicians) 

Offers  Medical  Schools  (CyCare  400)  and 
HMO’s  (CyCare  500)  complete  independence 
from  service  bureaus. 


Contact  the  CyCare  office  nearest  you  or  send  in  the  coupon. 


Dubuque,  IA  (319)  556-3131 
Spokane,  WA  (509)  326-4220 
Willowdale,  Ont.  Canada 
(416)  499-4100 
Atlanta,  GA  (404)  955-0868 
Denver,  CO  (303)  696-1796 


Dallas,  TX  (214)  934-2745 
Chicago,  IL  (312)  296-1950 
Minneapolis  (612)  831-3319 
San  Diego,  CA  (619)  569-8266 
Portland,  OR  (503)  684-1460 
Cherry  Hill,  NJ  (609)  667-8894 


North  America’s  leading 
provider  of  data  processing 
services,  software  and 
systems  to  medical  group 
practices. 


I’m  interested  in  information  about... 

□ CyCare  100  □ CyCare  200  □ CyCare  300 
□ CyCare  400  □ CyCare  500 

Name 

Clinic  Name 

No.  of  Physicians Phone 

Address 

City State Zip 

Send  this  Coupon  to:  CyCare  Systems,  Inc. 

1011  E.  Touhy  Avenue 
Des  Plaines,  IL  60018 


SMS  Services,  Inc. 


SMS  Services  ...  A wholly  owned  subsidiary  of  the  State  Medical 
Society  of  Wisconsin  organized  to  provide  more  and  better  benefits 
to  its  members. 


Endorsed  Insurance  Programs 


Group  Major  Medical 
Group  Life 

Group  Insured  Medical 
Reimbursement 


Income  Replacement 
Disability  Income 
Retired  Lives  Reserve 
Business  Overhead  Expense 
Total  Office  Protection 


More  on  the  way! 

In  addition  to  these,  SMS  Services,  Inc.  is  the  largest  agent  of  record 
for  WHCLIP— professional  liability  coverage— in  Wisconsin. 

Other  Programs  for  Members 


Debt  Collection  Services 
Furniture  Discount 
Book  Discounts 
Computer  Purchase 
Seminars 


Uniform  Claim  Forms 
Printing 

Auto  Lease  and  Rental 
Paper  Discount 
Home/ Office  Security  Systems 
Full  Line  Lease  Company 


More  of  these  on  the  way  too! 


To  find  out  more  about  these . . . 

Invite  speakers  to  your  county  or  specialty  society  meeting 
or  call  SMS  Services,  Inc.  for  further  details. 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


Orcx\nizational 


AMA  House  of  Delegates  highlights 


A Wisconsin  resolution  calling  for  the  American 
Medical  Association  to  promote  adoption  of  a na- 
tional 21 -year-old  drinking  age  was  passed  by  the 
AMA’s  House  of  Delegates  June  23.  While  the 
original  resolution  directed  the  AMA  to  seek  legisla- 
tion for  a national  21 -year  drinking  age,  it  was  later 
amended  to  place  more  emphasis  on  encouraging 
state  medical  societies  to  seek  such  legislation  in  their 
own  states.  The  resolution  also  called  upon  physi- 
cians to  commit  themselves  to  “taking  every  avail- 
able opportunity  to  educate  their  patients  about  the 
dangers  of  alcohol  abuse  in  general  and  operating  a 
motor  vehicle  while  under  the  influence  of  alcohol.” 

A second  resolution  introduced  by  the  Wisconsin 
delegation  called  upon  the  AMA  to  seek  Congres- 
sional action  to  ban  advertisements  for  beer  and 
wine  in  broadcast  media.  The  House  reaffirmed 
existing  AMA  policy  which  encourages  the  media  to 
refuse  advertising  for  alcoholic  beverages  in  lieu  of 
adopting  this  resolution. 

In  other  action  the  AMA  House  of  Delegates: 

• Adopted  a resolution  affirming  certain  principles 
as  the  basis  for  any  revision  of  the  Medical  Staff 
Section  of  the  Accreditation  Manual  for  Hospitals. 
These  principles  include  (1)  continued  use  of  the 
term  “medical  staff”  throughout  the  manual;  (2) 
deletion  of  any  specific  references  to  limited  licensed 
practitioners  now  contained  in  the  medical  staff 
chapter  of  the  1983  Accreditation  Manual  for  Hos- 
pitals; (3)  consideration  of  qualified  limited  licensed 
practitioners  in  accordance  with  state  law  and  when 
approved  by  the  executive  committee  of  the  medical 
staff;  (4)  a provision  that  the  executive  committee  of 
the  medical  staff  be  composed  of  members  selected 
by  the  medical  staff,  or  appointed  in  accordance 
with  hospital  bylaws,  and  (5)  assurance  that  the 
medical  care  of  all  patients  remains  under  the  super- 
vision and  direction  of  qualified,  fully  licensed 
physicians. 

The  resolution  also  directed  the  AMA  Commis- 
sioners to  the  Joint  Commission  to  request  a delay 
in  final  approval  to  any  revisions  to  the  medical 
staff  chapter  until  after  considering  comments  from 
the  AMA  House  of  Delegates,  medical  societies, 
hospital  medical  staffs,  hospitals,  and  medical  spe- 
cialty organizations. 

• Adopted  a report  from  the  Council  on  Medical 
Services  recommending  that  the  members  of  the 
House  “consider  the  matter  of  physician  reimburse- 


ment by  means  of  indemnity  versus  UCR  (usual, 
customary  and  reasonable)  with  their  constituents 
and  other  concerned  parties  over  the  next  six 
months.”  State  and  specialty  societies  are  also  asked 
to  submit  their  comments  on  the  issue  prior  to  the 
1983  Interim  Meeting. 

• Elected  Joseph  F Boyle,  MD,  Los  Angeles,  Presi- 
dent-elect of  the  AMA. 

• Reelected  Alan  R Nelson,  MD,  Salt  Lake  City, 
UT;  James  S Todd,  MD,  Ridgewood,  NJ,  and 
elected  John  J Ring,  MD,  Mundelin,  IL  and  George 
L Collins,  Jr,  MD,  Buffalo,  NY  and  John  H Daw- 
son, MD,  Seattle,  WA  to  the  AMA  Board  of  Trus- 
tees. ■ 


Wisconsin  represented  well 
at  AMA  meeting 

Chairman  Henry  F Twelmeyer,  MD,  Wauwatosa, 
headed  the  Wisconsin  delegation  during  the  recent 
American  Medical  Association  House  of  Delegates 
session  June  19-23,  in  Chicago.  Other  members  of 
the  Wisconsin  delegation  in  attendance  included 
Delegates  Richard  W Edwards,  MD,  Richland 
Center;  Cornelius  A Natoli,  MD,  La  Crosse;  John 
K Scott,  MD,  Madison;  Patricia  J Stuff,  MD,  Bon- 
duel;  DeLore  Williams,  MD,  West  Allis;  Alternate 
Delegates  Cyril  M Hetsko,  MD  and  J D Kabler, 
MD,  Madison;  John  D Riesch,  MD,  Menonomee 
Falls;  Richard  H Ulmer,  MD,  Marshfield;  Kenneth 
M Viste,  Jr,  MD,  Oshkosh;  SMS  President  Chesley 
P Erwin,  MD,  Milwaukee;  President-elect  Timothy 
T Flaherty,  MD,  Neenah. 

Others  participating  with  the  delegation  in  its  de- 
liberations were  Immediate  Past  President  Gerald 
C Kempthorne,  MD,  Spring  Green;  George  E Col- 
lentine,  MD,  Milwaukee,  member  of  the  AMA 
Council  on  Medical  Service;  Charles  L Junkerman, 
MD,  Milwaukee,  alternate  delegate  for  the  Amer- 
ican College  of  Physicians;  Thomas  Browning,  MD, 
Madison,  alternate  delegate  for  the  American  So- 
ciety for  Gastrointestinal  Endoscopy;  Richard  D 
Fritz,  MD,  President,  and  John  P Mullooly,  MD, 
President-elect  of  the  Medical  Society  of  Milwaukee 
County. 

Doctor  Stuff  served  as  chairman  of  Reference 
Committee  G and  Doctor  Edwards  as  a member  of 
Reference  Committee  B.  ■ 
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If  your  disabled  patients 
have  been  denied 

SOCIAL 

SECURITY 

DISABILITY 

BENEFITS 

they  may  need  an  attorney. 
Experienced  representation 
in  disability  cases: 

LAW  OFFICES  OF  THOMAS  E.  BUSH 

161  West  Wisconsin  Avenue  S #3 1 89 
Milwaukee,  WI  53203 
(414)  765-9333 

Accepting  Referrals  in  Southeastern  Wisconsin. 


is  a professional  problem 


when  it  is  on  an  S & L Enuresis  Alarm 
prescription  form.  We  furnish  the  forms — 
and  assure  you  that  S & L Enuresis  Alarms 
are  available  on  prescription  only.  We  rent 
the  alarm  to  your  patient.  It  is  used  at 
home  under  your  supervision.  The  cost  is 
low— $14.00  per  week. 

An  authoritative  article  from  the  JAMA 
documents  the  S&L  Functional  Enuresis 
treatment.  Write  for  a reprint. 

‘Statistics  from  our 30  years  of  Rx  service. 


S&LSIGNAL  COMPANY, INC. 

P.O.  Box  4128,  Madison,  Wisconsin  53711 
(Location:  2350  Chalet  Gardens  Road) 


illOl 


$ 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 


ELEGANT  DINING  • 
COCKTAIL  LOUNGE 


FINE  WINES  • INTIMATE 
• OPEN  DAILY  AT  5:00  PM 


“For  an  elegant  night  of  Italian  dining.  ” —Prof  Herbert  Kubly,  Milwaukee  Journal  writer 
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Additionally,  a variety  of  quality 
control  specimens  are  introduced 
into  the  MetPath  system  regularly 
from  both  internal  and  external 
sources  such  as  the  CDC,  CAP,  etc. 
New  dimensions  for  you  in 
client  service. 

In  client 
service, 
MetPath  has 
developed 
its  technical 
expertise  to 
provide  you 
with  the 

finest  and  most  efficient  methods  of 
ensuring  speed  and  accuracy. 

A courier  from  our  extensive  fleet 
will  pick  up  your  medical  specimens, 
bring  them  directly  to  MetPath  for 
testing,  returning  to  you  with  a com- 
prehensive lab  repon  the  following 
day.  These  computer-generated  lab 
reports  can  be  custom-tailored  to 
meet  your  specific  needs. 

Standard  report  forms  contain 
age  and  sex  reference 

ranges,  as 

rele  flHRgmfip  \ ant  drug  inter- 
action data. 


Quality  control  you  can’t  find 
anywhere  else. 

To  ensure  you  receive  the  highest 
degree  of  accuracy,  precision,  and 
consistency  in  every  test  performed, 
MetPath  Western  incorporates  one 
of  the  most  thorough  and  respon- 
sive Quality  Control  Programs 
ever  implemented. 

IT  is  progressive  program  includes 
separate  quality  control  monitoring 
of  virtually  every  phase  of  the  MetPath 

system.  For 
example, 
one  program 
monitors 
and  controls 
the  specimen 
entry  func- 
tion. Other 
systems  check  instrumentation 
methodologies,  and  capture  data — 
constantly  reinforcing  the  MetPath 
commitment  to  quality  and  accuracy. 


....  . • 


Introducing 
MetPath  Western. 


The  new  clinical  laboratory  designed 
to  meet  all  the  needs  of  the  Chicago 
area’s  growing  medical  community. 

The  world’s  most 
complete  testing 
services. 

As  one  of  the 
largest  and  most 
technologically 
advanced  labora- 
tories in  the  world, 
MetPath  Western 
offers  you  a com- 
plete range  of  over 
800  different  tests  on  fluids  and 
tissues.  New  generations  of  labora- 
tory instrumentation  and  computer 
information  systems  enable  MetPath 
Western’s  staff  to  offer  you  processing 
of  all  your  tests,  from  the  most  basic 
to  the  most  esoteric. 





For  questions  you  have  regard 
ing  test  result  status,  a staff  of  full- 
time Client  Service  Representatives  is 
available.  Each  representative  is 
equipped  with  a state-of-the-art  CRT 
unit  for  instant  access  to  the  MetPath 
computer  data  base. 

Physician  desktop  terminal  for 
instant  test  results.  24  hours  a day. 

With  the  introduction  of  the 
MetPath  Information  System  (MIS), 
MetPath  has  evolved  into  more  than 
just  your  clinical  laboratory — your 
medical  information  resource,  as 
well.  This  unique  information  system 
gives  you,  the  physician,  the  capa- 
bility to  access  the  MetPath  data  base 

24  hours  a 
day,  7 days  a 
week.  Right 
from  your 
office. 

In  addi- 
tion to  test 
results,  MIS 
offers  you  a wealth  of  information 
regarding  reference  ranges,  test/drug 
interactions,  specimen  require- 
ments, and  a test  encyclopedia. 
Future  plans  for  the  MIS  include 


programs  for  Continuing  Medical 
Education  (CME)  credits  in  clinical 
laboratory  medicine. 

Special  attention  to  your 
special  needs. 

Whenever  one  of  your  test  results 
falls  into  the 
significantly 
abnormal 
range,  our 
special  “stat” 
procedure 
immediately 
triggers  a phone  call  to  you  from  one 
of  our  staff. 

You  can  also  request  follow-up  or 
repeat  tests  without  resubmitting 
specimens,  thanks  to  the  MetPath 
Western  Specimen  Bank. 

And  for  your  more  technical  ques- 
tions, consultants  from  leading 
universities  support  our  full  time 
staff  of  Pathologists. 

Hospital  service  and  unique  stat 
capability,  including  toxicology. 

MetPath  Western  is  also  fully 
equipped  and  staffed  to  provide 
hospitals  and  other  clients  with  test 
ing  services  in  all  laboratory 
disciplines,  including  RIA  and 


immunochemistry,  tissue  pathology 
and  hematology. 

Within  a 50-mile  radius  of  Des 
Plaines,  MetPath  Western  offers  a 
special  “stat”  service  which  includes 
toxicology  and  other  medically 
critical  laboratory  procedures.  This 
valuable  service  is  made  possible  by 
our  unique  “LAB-WITHIN  A-LAB” 
structure; 
equipped  and 
staffed  specific- 
ally to  provide 
emergency 
service  24  hours 
a day,  7 days 
a week. 

What  MetPath  Western 
means  to  you. 

Consider  all  the  benefits: 
Complete  diagnostic  testing  services. 
Pick-up  and  delivery'  of  your  test 
results. 

Emergency  specimen  pick-up,  7 days 
a week,  24  hours  a day. 
Comprehensive  lab  reports  custom- 
tailored  to  meet  your  needs. 

Unique,  desktop  MetPath  Informa- 
tion System  for  instant  results. 
Progressive  Quality  Control  Program. 


Advanced  instrumentation  and 
computerization. 


Faster,  more 
efficient 
client 
service. 
Full-time, 
highly 
skilled  staff 
to  answer 
your  technical  questions. 

Complete  reference  testing  for 
hospitals  and  other  clients. 

Fully  equipped,  unique  hospital 
toxicology  “stat”  laboratory. 

MetPath  Western  accepts  most 
forms  of  third  party  reimbursement, 
including  Blue  Cross,  Blue  Shield, 
Medicaid  and  Medicare. 

So  ifyou’re  looking  for  one  clinical 
laboratory  that  meets  all  your  needs, 
give  MetPath  Western  a test. 

For  more  information,  call  or  write 
MetPath  Western,  1300  East  Touhy, 
Des  Plaines,  IL60018.  (312)635-4700. 


Meet  all  your  needs. 
Meet  MetPath  Western. 


MetPath  Western 

1300  East  Touhy,  Des  Plaines,  IL  60018 
(312)635-4700 


Healthcare^ 


Governor  vetoes  chiropractic  language 


Governor  Earl  signed  the  biennial  budget  bill, 
Senate  Bill  83,  July  1,  but  not  before  he  used  his 
line  item  veto  powers  several  times.  Among  his 
vetoes  were: 

• Sections  of  the  budget  mandating  chiropractic 
insurance  coverage  under  private  health  insurance 
plans,  the  state  employee  health  insurance  plan, 
Group  Health  Cooperative  HMOs  and  PPOs. 

Brown  County  physicians  hold 
open  forum  on  PPO  issue 

“An  amendment  to  the  State  Budget  which  would 
allow  insurance  companies  to  contract  directly  and 
selectively  with  providers  of  medical  care  will  result 
in  a total  destruction  of  medical  practice  patterns  as 
we  know  them  today,”  Roger  von  Heimburg,  MD, 
Green  Bay,  said  to  a group  of  about  100  people  at 
an  open  forum  in  Green  Bay,  June  12. 

Doctor  von  Heimburg,  along  with  other  members 
of  the  Brown  County  Medical  Society  and  State 
Medical  Society,  sponsored  the  open  forum  on  the 
so-called  “PPO  Amendment”  with  the  Green  Bay 
Area  Chamber  of  Commerce  at  the  WBAY  Audi- 
torium in  an  attempt  to  discuss  the  consequences  of 
the  measure  with  citizens. 

Brown  County  Medical  Society  Secretary  James 
Mattson,  MD,  Green  Bay,  moderated  a panel  con- 
sisting of  Doctor  von  Heimburg,  SMS  President 
Chesley  Erwin,  MD,  Milwaukee,  and  SMS  Sec- 
retary Earl  Thayer.  Doctor  Mattson  pointed  out 
that  representatives  from  the  Legislature,  including 
PPO  amendment  author  Senator  Paul  Offner,  bus- 
iness and  insurance  groups  were  invited  to  partici- 
pate in  the  forum  but  declined. 

Doctor  Erwin  contended  the  proposed  legislation 
was  too  complex  to  serve  the  people  well.  “We 
shouldn’t  allow  this  legislation  to  be  railroaded 
through  on  the  state  budget  bill,”  he  said.  “It  should 
be  removed  from  the  budget  and  carefully  examined 
on  its  own  merits.” 

While  the  amendment  was  introduced  as  a method 
of  increasing  competition  and  containing  costs, 
panel  members  pointed  out  that  it  would  not  do  that. 
They  warned  that  it  would  be  the  beginning  of 
“Monopolistic  practices  by  insurance  companies” 
and  allow  larger  companies  “to  corner  the  market.” 

The  open  forum  received  considerable  attention 
from  Green  Bay  area  media — including  television, 
radio  and  newspaper  coverage.  ■ 


• The  part  of  PPO  law  which  excluded  opto- 
metric  and  dental  care  services.  The  effect  of  this 
veto  is  to  allow  PPOs  to  offer  vision  and  dental 
care  services  and  to  restrict  participation  for  those 
providers  on  the  same  basis  as  participation  is  re- 
stricted for  physicians. 

• The  part  of  the  PPO  law  which  reduces  copay- 
ments as  low  as  15%  for  patients  who  utilize  pro- 
viders outside  the  PPO  and  who  charge  less  than 
the  payments  made  to  providers  selected  by  the 
PPO.  The  effect  of  this  veto  is  to  maintain  a uniform 
20%  copayment  for  utilizing  providers  outside  the 
PPO. 

• The  part  of  the  PPO  law  which  requires  the 
Commissioner  of  Insurance  to  prepare  rules  which 
mandate  PPO  plans  to  select  providers  who  are 
lowest  cost  under  a competitive  bidding  process. 
This  veto  prevents  selection  of  PPO  providers  solely 
on  the  basis  of  price  competitiveness. 

• Mandating  chiropractors  into  General  Relief. 
Local  governments  could  instead  choose  to  cover 
those  services  voluntarily. 

• A provision  which  grants  an  unrestricted  med- 
ical license  to  a specific  physician  who  has  been  un- 
able to  meet  Wisconsin’s  requirements  on  reciprocity 
or  examination  passage  necessary  for  licensure. 

• A provision  to  remove  podiatrists  from  partici- 
pation in  the  Patients  Compensation  Fund. 

The  Governor  has  demonstrated  wisdom  in  his 
choice  of  vetoes.  There  will  be  an  effort  to  override 
his  veto  on  the  mandatory  insurance  package — pos- 
sibly as  early  as  the  July  11  Special  Session.  Phy- 
sicians are  urged  to  contact  their  State  Senator  im- 
mediately and  urge  that  the  Governor’s  veto  on  this 
issue  be  sustained.  ■ 


“WATS”  LINE  FOR  MEMBERS 

The  in-WATS  (toll-free)  line  can  be  used  to  contact 
anyone  at  SMS  headquarters  (330  East  Lakeside 
Street,  Madison)  from  anywhere  within  the  State  of 
Wisconsin  between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 
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Now  you  can  transfer  patients  with 
congestive  heart  failure  by  air  ambulance, 


...even  if  they’re  in  pulmonary  edema 
requiring  continuous  pulmonary 
capillary  wedge  pressure  monitoring 
to  determine  adequate  fluid  loads. 


BMRA  critical  care  ambulance  teams  serve  rural  and 
metropolitan  communities  coast  to  coast.  We  stand 
ready  with  pilots,  fully  equipped  aircraft  and  specially 
trained  medical  crews  to  serve  your  critical  care 
needs.  We  set  the  highest  standards  in  air  ambulance 
service;  providing  services  and  equipment  that  are 
not  available  in  many  intensive  care  units. 

We  provide: 

• Full  physiolgic  monitoring  by  critical  care  nurses 
utilizing  state-of-the-art  life  support  equipment. 

• Hemodynamic  monitoring,  intraortic  balloon  pump 
and  advanced  respiratory  therapy  techniques. 

• Bio-medical  telemetry  to  physician  medical  control. 

• Air  and  ground  mobile  intensive  care  units. 


FAA  approved,  licensed  and  certified 

Licensed  by  the  Minnesota  Departments  of  Health  and  Transportation 
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PHYSICIANS  EXCHANGE 


Wanted  Board  eligible-Board  certified  Obstetrician-Gyne- 
cologist as  an  associate  in  the  practice  of  obstetrics  and  gyne- 
cology. Modern,  well  equipped  facility.  Excellent  starting  salary, 
fringe  benefits  including  profit  sharing  plan.  Unlimited  op- 
portunity. Please  contact  Elizabeth  Allen  Steffen,  MD,  734 
Lake  Ave,  Racine,  Wis  53403.  7/83 

Neurologist  needed  to  join  multispecialty  group  of  34-physi- 
cians dedicated  to  primary  care  in  East  Central  Wisconsin  com- 
munity. City  population  48,000,  drawing  area  100,000.  At- 
tractive income  arrangements,  association  membership  possible 
after  one  year,  pension  and  profit  sharing,  extensive  fringe 
benefits.  Contact  R B Windsor,  MD,  1011  North  8th  St,  She- 
boygan, Wis  53081;  ph  414/457-4461.  7tfn/83 

Neurologist,  Psychiatrist,  Orthopedist,  and  Internist 

needed,  (Board  eligible  or  board  certified),  for  part-time  diag- 
nostic outpatient  workups  in  Beloit,  Wisconsin.  No  calls,  no 
weekends,  or  long-term  treatment  involved.  Flexible  hours.  Send 
CV  to  Personnel,  Box  8320,  Chicago,  Illinois  60680.  p5-7/83 

Board  eligible/certified  Family  Practitioner  needed  at  Kiel, 
Wisconsin,  located  in  N/E  rural  Wisconsin.  Financial  assistance 
available  and  negotiable.  Fine  community,  recreation  activities, 
and  professional  atmosphere.  Eleven  miles  from  excellent  hos- 
pital facility.  Near  numerous  metropolitan  areas.  Contact  J 
Schumacher,  Admin,  Calumet  Memorial  Hospital,  Chilton,  Wis 
53014;  ph  414/849-2386.  p5-7/83 

Family  Physician  or  Internist  to  join  three-man  family  and 
general  practice  group  in  the  heart  of  North  Central  Wisconsin 
vacationland.  First  year  guaranteed  salary.  Numerous  fringe 
benefits.  Clinic  across  from  hospital.  Send  CV  to:  O M Fran- 
cisco, MD,  221  E Washington  Ave,  Tomahawk,  Wis  54487;  ph 
715/453-2147.  5tfn/83 


US  Air  Force  Medical  Corps  currently  is  accepting  ap- 
plications for  physicians  in  the  following  specialties: 
Orthopedic,  Ear,  Nose  & Throat,  Obstetrics/Gyne- 
cology, General  Surgeons.  For  further  information,  call 
collect.  MSGT  Charles  Brown  Jr,  414/258-2430.  7-9/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and  Endo- 
scopy. We  are  located  in  a fast  growing,  scenic,  lake 
country  area  between  Milwaukee  and  Madison  and  can 
offer  excellent  hospital,  schools,  and  recreational  facil- 
ities. Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/569-2300. 

10tfn/82-c3tfn/83 


Immediate  opportunities  for  qualified  physicians  who  possess 
excellent  clinical  and  communication  skills  to  join  longstanding 
group  of  Emergency  Physicians.  Positions  available  in  a popular 
Wisconsin  area  bordering  Illinois.  If  interested,  send  resume  to 
Barbara  Wilczynski,  Medical  Emergency  Service  Associates 
(MESA),  SC,  15  S McHenry  Road,  Suite  2,  Buffalo  Grove,  IL 
60090  or  call  collect  3 1 2/459-7590.  6tfn/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  Pulaski,  Wisconsin,  with  busy  Board  certified  family 
practitioner.  Opportunity  for  partnership.  Excellent  recrea- 
tional, education,  hospital,  and  civic  advantages.  Send  cur- 
riculum vitae  to  Pixie  Litt,  940  S St  Augustine  St,  Pulaski, 
Wis  54162;  ph  414/822-31 11.  p7/83 

Family  Practice  opportunity  to  join  3-physician  Family  Prac- 
tice group  in  Southeastern  Wisconsin,  city  of  85,000.  First  year 
guaranteed  salary  and  equal  call  rotation  schedule.  Contact 
Family  Practice  Associates,  6530  Sheridan  Rd,  Kenosha,  Wis 
53140;  ph  414/658-2516.  7tfn/83 

Three  to  Four  Family  Practitioners  needed  to  staff  three 
satellites  of  a 34-physician  multispecialty  group  in  beautiful 
small  communities  in  East  Central  Wisconsin.  Attractive  income 
arrangements,  association  membership  possible  after  one  year, 
pension  and  profit  sharing,  extensive  fringe  benefits.  Contact 
R B Windsor,  MD,  1011  North  8th  St,  Sheboygan,  Wis  53081; 
ph  414/457-4461.  7tfn/83 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401 , or  call  collect  7 1 5/847-335 1 . 6tfn/82 


Family  Practitioner.  Immediate  opening  in  Eastern 
South  Dakota.  Guaranteed  income,  AR  average  90%,  no 
State  Income  Tax.  21-bed  local  hospital,  65-bed  skilled 
nursing  home,  52-bed  ICF.  Established  practice  in  an 
attractive  community,  excellent  school  system,  recre- 
ational and  cultural  activities.  Contact  Chuck  Schulz, 
Administrator,  PO  Box  128,  Lake  Preston,  SD  57249; 
ph  605/847-4451.  7/83 


La  Crosse— Neonatologist  needed  to  join  50-physi- 
cian  multispecialty  clinic  with  four  pediatricians/one  neo- 
natologist. Will  be  co-director  of  14-bed,  Level  III,  Re- 
gional Infant  Intensive  Care  Unit  in  modern  350-bed  hos- 
pital immediately  adjacent  to  clinic.  CT  scanner  and  com- 
plete ultrasound  available.  Consultants  available  in 
neurosurgery,  pediatric  cardiology,  neurology,  and  sur- 
gery. Complete  transport  team  with  four  neonatal  nurse 
clinicians.  La  Crosse  is  a progressive,  family-oriented  city 
of  50,000  in  the  beautiful  Mississippi  River  Valley  with 
a medical  referral  area  of  greater  than  200,000.  Excep- 
tional cultural,  educational,  and  recreational  oppor- 
tunities locally.  Contact  P S Shultz,  MD,  Medical  Direc- 
tor, Skemp-Grandview-La  Crosse  Clinic,  815  S 10th  St, 
La  Crosse,  Wis  54601 ; ph  608/782-9760.  5-7/83 
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Obstetrician-Gynecologist,  Board  certified  or  eligible,  to  join 
18-physician  multispecialty  clinic  with  2-physician  Ob/Gyn  de- 
partment. Located  in  a beautiful  Wisconsin  lakeshore  com- 
munity of  35,000.  Competitive  salary,  complete  fringe  benefits, 
generous  vacation  time.  Send  CV  to:  Administrator,  Manitowoc 
Clinic,  SC,  PO  Box  3008,  Manitowoc,  Wis  54220.  7-12/83 

Young  General  Surgeon  wanted  to  join  3-physician  surgery 
department  in  18-physician  multispecialty  clinic.  Located  in 
Wisconsin  lakeshore  community  of  35,000.  Prefer  availability 
by  Jan  1,  1984.  Send  CV  to  Robert  Dernlan,  MD,  FACS,  Man- 
itowoc Clinic,  SC,  601  Reed  Ave,  Manitowoc,  Wis  54220. 

7-12/83 

Family  Practice  Physician  to  join  six  Board  certified  Family 
Practitioners  and  one  Board  eligible  General  Surgeon.  Baraboo, 
Wisconsin,  is  a beautiful  city  of  8,000  with  a drawing  area  of 
approximately  30,000.  Located  only  40  miles  north  of  Madison, 
and  adjacent  to  a 1 10-bed  hospital.  Fine  schools,  great  recre- 
ation, and  an  opportunity  to  practice  in  a progressive  setting 
awaits  you.  Call  or  write:  Richard  S Matthews,  Mgr,  Medical 
Associates,  SC,  703  14th  St,  Baraboo,  Wis  53913;  ph  608/356- 
8394.  p7/83 

Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  26  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  W1  53406;  ph  414/886- 
5000.  4tfn/83 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 


Family  Physician  Faculty  Positions.  Family  Physi- 
cian/Medical Director,  DeForest  Area  Medical  Clinic: 
Provide  leadership  for  clinical  activities  in  multidiscip- 
linary health  practice  near  Madison.  In-Patient  Family 
Physician.  Patient  care  and  teaching  in  Dept  of  Family 
Medicine  & Practice  in-patient  referral  service  at  UW 
Hospital.  Faculty  rank  and  salary  based  on  qualifica- 
tions. Contact:  James  D Warrick,  MD,  Director,  Family 
Medicine  Service,  E5-462  Clinical  Science  Center,  600 
Highland  Ave,  Madison,  W1  53792;  ph  608/263-7682  or 
263-4550.  The  University  of  Wisconsin  is  an  Equal  Op- 
portunity/Affirmative Action  Employer.  6-7/83 


Two  Residency-Trained  Family  Physicians  are 

needed  to  expand  an  established  family  practice  in 
Tomah,  Wisconsin  (population  7,000).  The  current  phy- 
sician in  the  practice  (who  is  ABFP  certified)  wants  to 
reduce  his  high  patient  volume  and  incorporate  morfe 
elements  of  contemporary  family  medicine  into  the  prac- 
tice. The  principal  attributes  of  this  opportunity  are  good 
professinal  support,  an  attractive  and  equitable  compen- 
sation package,  good  prospects  for  further  recruitment, 
a viable  79-bed  local  hospital,  a growing  community, 
tremendous  recreational  resources,  and  a formal  associa- 
tion with  a 50-physician  multispecialty  group.  Practice 
family  medicine  the  way  you’ve  been  trained  and  with- 
out constraints  from  other  primary  care  specialists.  Con- 
tact P S Shultz,  MD,  Medical  Director,  Skemp-Grand- 
view-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse,  Wi 
54601 ; tel:  608/782-9760.  6-7/83 


Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  lltfn/82 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty  bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153  or  call  collect 
414/834-2201.  p4-7/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Family  Practice  Physicians.  St.  Joseph’s  Hospital,  a 567- 

bed  teaching  hospital,  is  seeking  interested  physicians  to  join 
medical  staff  and  to  discuss  practice  opportunities  within  the 
surrounding  area.  Community  hospital  specializing  in  obstet- 
rics, cardiovascular  and  oncology  care.  Contact  Dr  John  Grade, 
Chairman,  Dept  of  Family  Practice,  Medical  Staff  Office,  St 
Joseph’s  Hospital,  5000  West  Chambers  St,  Milwaukee,  WI 
53210;  or  call  Diane  Otto,  Medical  Staff  Office,  at  414/447- 
2197.  5-7/83 

Emergency  Room  Physician.  Lakeland  Medical  Associates, 
Woodruff,  Wisconsin,  is  seeking  ER  director.  Must  be  ACLS 
and  BE/BC  in  either  FP,  IM,  ER,  or  general  surgery.  Duties 
include  ER  directorship  for  109-bed  hospital  and  regular  ER 
work.  Experience  preferred.  Competitive  salary  and  benefits. 
Contact  Raymond  J Sloan,  MD,  715/356- 3292.  5-7/83 

Pediatrician  BE/BC  wanted  to  join  general  pediatrician  in  solo 
practice.  Write  Gene  Numsen,  MD,  1700  Clark  St,  Stevens 
Point,  Wis  54481;  or  call  (office)  715/341-1500  or  (home)  715/ 
341-3168.  5-8/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 

University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  53715 
Phone:  608/263-4095 

7/83;  6/84 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 
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Chief  Medical  Officer  for  Department  of  Corrections  in 
Missouri.  Administrative  work  combined  with  medical  duties. 
Stable  employment  in  a middle  class  city.  Immediate  opening. 
Contact  Melvin  Gardner,  Personnel  Officer,  PO  Box  236, 
Jefferson  City,  Missouri  65102.  7/83 

Family  Practice,  OB/GYN  and  Plastic  Surgery  positions 

available  with  an  18-member  multispecialty  group  corporate 
practice.  Modern  clinic  facility  in  Northeastern  Wisconsin  city 
of  100,000  enjoying  a healthy  and  stable  economy.  Excellent 
recreational,  educational,  hospital,  and  civic  advantages.  Please 
call  collect  or  write:  W J Mommaerts,  Clinic  Manager,  West  Side 
Clinic,  sc,  1551  Dousman  St,  Green  Bay,  Wis  54303;  ph  414/ 
494-5611.  7-10/83 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 

OB/GYN  specialists.  Enjoy  the  security  of  group  practice  with 
the  freedom  of  independent  practice.  If  you  are  Board  certified 
or  Board  eligible  in  OB/GYN,  we  have  an  interesting  oppor- 
tunity for  you.  Two  specialists  are  needed  immediately  to  form 
an  independent  OB/GYN  practice  in  a very  desirable  Northern 
Wisconsin  community  with  a drawing  population  of  70,000. 
Active  practice  assured.  All  major  specialists  available  for  con- 
sultation. Business  and  technical  advice  will  be  provided.  Out- 
standing personal  benefit  programs  available.  Good  income  po- 
tential. New  35  million  dollar  hospital.  For  further  information 
write:  Administrator,  PO  Box  1646,  Wausau,  Wis  54401.  6-8/83 

Family  Practice  opportunity  to  join  a four-physician  family 
practice  group  in  south  central  Wisconsin  city  of  15,000.  Pleas- 
ant community  atmosphere  within  1-11/2  hours  of  Madison  and 
Milwaukee.  Excellent  recreational  area.  First  year  guaranteed 
salary.  Contact:  Chad  Burchardt,  Business  Manager,  Medical 
Associates  of  Beaver  Dam,  SC,  1200  N Center  St,  Beaver  Dam, 
Wisconsin  53916;  tel:  414/887-7101 . 6-8/83 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  4 1 4/468-562 1 . 11  tfn/82 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 


MISCELLANEOUS 


Reception  Area  Aquariums.  Beautify  your  reception  area  or 
office  with  a relaxing  decorator  aquarium — many  styles  to 
choose  from — designed  even  for  small  areas.  Complete  mainte- 
nance service  available.  Lease  or  purchase  option.  Contact: 
Creative  Pet  Designs,  PO  Box  26172,  Milwaukee,  Wis  53226; 
ph  414/778-1999.  p!2/82;  ltfn/83 


Entering  private  practice?  Build  your  practice  on  a 
solid  foundation  developed  by  professionals  with  the 
“hands  on”  method.  Office  layout  and  equipment,  bus- 
iness office  procedures,  personnel  training,  all  to  meet 
your  specific  needs.  PM  Central  Wisconsin,  715/845- 
8522.  6-7/83 


ANNOUNCEMENTS 


Nationwide  hotline  expands  search  for  organ  donors.  The 

nation’s  first  toll-free  telephone  number  for  physicians,  nurses, 
and  other  health  professionals  with  questions  about  a potential 
organ  donor  has  been  based  at  the  University  of  Pittsburgh.  The 
number  will  assist  health  professionals  by  providing  urgently 
needed  information  for  a donor  and  referring  the  caller  to  their 
local  procurement  organization. 

The  number,  restricted  to  doctors,  nurses,  and  other  health 
professionals,  is  800-24-DONOR.  The  number  operates  24 
hours-a-day,  365  days-a-year.  It  is  a service  of  the  North  Ameri- 
can Transplant  Coordinators  Organization  (NATCO)  and  part 
of  its  attempts  to  expand  efforts  to  match  available  organs 
with  those  people  waiting  for  a transplant.  NATCO  is  the  pro- 
fessional association  of  individuals  responsible  for  organ  pro- 
curement in  hospitals. 

According  to  Donald  W Denny,  director  of  organ  procure- 
ment for  the  University  of  Pittsburgh,  there  are  110  organ  pro- 
curement centers  in  this  country,  but  often  doctors  and  health 
professionals  don’t  know  who  to  contact  locally  when  a donor 
is  identified.  The  new  number  provides  information  on  the 
organ  needs  of  the  major  transplant  institutions  in  this  country 
and  Canada.  It  includes  information  on  kidneys,  hearts,  livers, 
lungs,  pancreases,  and  heart/lungs.  Wisconsin  physicians  may 
also  refer  to  the  WMJ’s  Blue  Book  issue  published  in  May  for 
local  information  on  organ/body  donation. 

US  Medical  Licensure  Statistics  1980-1981  and  Licensure 
Requirements  1982.  This  publication  presents  the  latest  in- 
formation and  statistics  relating  to  medical  licensure  in  the 
United  States  and  Possessions  for  1980-1981  as  well  as  the  re- 
quirements for  licensure  in  1982.  Statistics  and  requirements 
furnished  by  the  State  Licensing  Boards,  the  Educational  Com- 
mission for  Foreign  Medical  Graduates  and  the  National  Board 
of  Medical  Examiners  made  this  publication  possible.  Licensure 
data  presented  were  compiled  from  a survey  sent  to  the  State 
Boards  of  Medical  Examiners.  Data  from  the  AMA  Physician 
Masterfile  were  also  incorporated  into  the  publication.  This 
reference  source  is  now  available  in  the  SMS  Staff  library.  ■ 
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New  books  received  are  acknowledged  in  this  section. 
From  these  books,  selections  will  be  made  for  reviews  in 
the  interest  of  the  readers  end  as  space  permits.  Reviews 
are  written  by  members  of  the  faculty  of  the  University 
of  Wisconsin  Medical  School  and  by  others  who  are 
particularly  qualified.  Most  books  here  listed  will  be  avail- 
able on  loan  from  the  Medical  Library  Service,  1305 
Linden  Drive,  Madison,  Wisconsin  53706;  tel.  608/262-6594. 

When  Your  Kidneys  Fail ...  A Handbook  for  Patients  and 
Their  Families.  By  Mickie  Faris,  MPH.  National  Kidney 
Foundation  of  Southern  California,  6820  La  Tijera  Blvd,  Ste 
111,  Los  Angeles,  CA  90045.  1981.  Pp  180.  Price:  $7.95. 

Dr  Mandell’s  Lifetime  Arthritis  Relief  System.  By  Marshall 
Mandell,  MD.  The  Putnam  Publishing  Group,  200  Madison 
Ave,  New  York,  NY  10016.  1983.  Pp  252.  Price:  $13.95. 

Review  of  Medical  Physiology.  11th  Edition.  By  W F 
Ganong.  Lange  Medical  Publications,  Drawer  L,  Los  Altos,  CA 
94022.  1983.  Pp644.  Price:  $20.00. 

General  Ophthalmology.  10th  Edition.  By  Daniel  Vaughan, 
MD  and  Taylor  Asbury,  MD.  Lange  Medical  Publications, 
Drawer  L,  Los  Altos,  CA  94022.  1983.  Pp  407.  Price:  $17.00.  ■ 
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Meetir^/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


AUGUST  18-20,  1983:  Medical  Advances  Affecting  the  Pri- 
mary Physician,  3rd  Annual  Green  Lake  Conference,  Heidel 
House  Resort  and  Conference  Center,  Green  Lake.  This  pro- 
gram has  been  approved  for  14  Category  I credit  hours.  For 
more  information  contact  Linda  E Nevers,  Berlin  Memorial 
Hospital,  225  Memorial  Dr,  Berlin,  W1  54923;  ph  414/361-1313, 
ext  583.  6-7/83 


SEPTEMBER  9-10,  1983:  Wisconsin  Surgical  Society,  Pioneer 
Inn,  Oshkosh.  g2-8/83 

SEPTEMBER  9-11,  1983:  Wisconsin  Society  of  Anesthe- 
siologists, 36th  Fall  Scientific  Meeting,  Paper  Valley  Hotel, 
Appleton.  g6-8/83 

SEPTEMBER  12-13,  1983:  Wisconsin  Chapter:  American 
College  of  Emergency  Physicians  held  jointly  with  Emergency 
Department  Nurses  Association,  Sheraton  Inn,  Madison. 

g6-8/83 


August  23,  1983:  Seminar,  Advances  in  Some  Recent  Public 
Health  Problems  in  Wisconsin,  State  Laboratory  of  Hygiene, 
Madison.  AIDS,  Lyme  Disease,  Kawasaki  Syndrome,  Toxic 
Shock  Syndrome,  Condyloma  Virus  Infections,  Infectious 
Mononucleosis  Syndrome,  Campylobacter  and  Clostridium  dif- 
ficile Induced  Diarrhea  will  be  covered  in  a one  day  seminar 
to  be  held  in  Madison.  State  surveillance,  clinical  trends,  labora- 
tory diagnosis  and  treatment  will  be  emphasized.  Faculty  in- 
cludes S L Inhorn,  MD  and  Jeffrey  P Davis,  MD  and  staff 
from  the  State  Laboratory  of  Hygiene  and  the  Department  of 
Health  and  Social  Services.  Approved  7 credit  hours  in  Category 
I of  the  AMA-PRA;  0.7  CEU’s  by  the  National  Task  Force. 
To  register  contact:  Margaret  A Hutchinson,  State  Laboratory 
of  Hygiene,  465  Henry  Mall,  Madison,  Wis  53706;  ph  608/ 
262-3650.  g7/83 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1983-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1984— Mar  29-31 
7985— Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 


SEPTEMBER  15-17,  1983:  Annual  Meeting  of  the  Wisconsin 
Society  of  Internal  Medicine,  at  the  Abbey  on  Lake  Geneva. 
Info:  Kim  Marggraf,  Executive  Director,  WSIM,  611  East 
Wells  St,  Milwaukee,  Wis  53202  (phone:  414/276-6445).  g2/83 

SEPTEMBER  23-24,  1983:  Wisconsin  Society  of  Pathologists, 
Radisson  Hotel,  La  Crosse.  g6-8/83 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983 

Wisconsin  Surgical  Society,  Sept  9-10,  1983,  Pioneer  Inn, 
Oshkosh 

Wisconsin  Society  of  Anesthesiologists,  Sept  9-11,  1983, 
Paper  Valley  Hotel,  Appleton 

Madison  Society  of  Anesthesiologists  (cosponsored  by 
Wisconsin  Society  of  Anesthesiologists),  1st  Tuesday  of 
each  month  from  Oct  1983  to  May  1984,  Sheraton, 
Madison 

Wisconsin  Chapter:  American  College  of  Emergency 
Physicians,  Sept  12-13,  1983,  Sheraton  Inn,  Madison 
Wisconsin  Society  of  Internal  Medicine  & Wisconsin 
Chapter:  American  College  of  Physicians,  Sept  15-17, 
1983,  The  Abbey,  Lake  Geneva 

Wisconsin  Society  of  Pathologists,  Sept  23-24,  1983, 
Radisson  Hotel,  La  Crosse 

Wisconsin  Otolaryngological  Society,  Sept  29-30,  1983, 
Olympia  Village,  Oconomowoc 

Wisconsin  Society  of  Radiation  Oncologists/ Wiscon- 
sin Radiological  Society  joint  meeting,  Oct  8,  1983, 
Sheraton  Inn,  Madison 

Wisconsin  Allergy  Society,  Oct  15-16,  1983,  American 
Club,  Kohler 

Wisconsin  Neurological  Society,  Oct  28-30,  1983,  Paper 
Valley  Hotel,  Appleton 

Wisconsin  Orthopedic  Society,  Nov  4,  1983,  Paper  Valley 
Hotel,  Appleton 

Wisconsin  Chapter:  American  College  of  Surgeons, 
Dec  10,  1983,  Hyatt  Regency-Milwaukee 
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WISCONSIN  continued 


SEPTEMBER  29-30,  1983:  Wisconsin  Otolaryngological  So- 
ciety, American  Club,  Kohler.  g5-8/83 

SEPTEMBER  30-OCTOBER  1,  1983:  Wisconsin  Heart  As- 
sociation's Advanced  Cardiac  Life  Support  Course,  Marshfield. 
Info:  Office  of  Medical  Education,  Marshfield  Clinic,  1000  N 
Oak  Ave,  Marshfield,  Wis  54449;  ph  715/387-5207.  g5-8/83 

OCTOBER  8,  1983:  Wisconsin  Society  of  Radiation  Oncolo- 
gists/Wisconsin Radiological  Society  Joint  Meeting,  Sheraton 
Inn,  Madison.  g2-9/83 

OCTOBER  15-16,  1983:  Wisconsin  Allergy  Society,  American 
Club,  Kohler.  g2-9/83 

OCTOBER  20,  1983:  The  Veterinarian  and  The  Physician  on 
Common  Ground,  Marshfield.  Info:  Office  of  Medical  Educa- 
tion, Marshfield  Clinic,  1000  N Oak  Ave,  Marshfield,  Wis 
54449;  ph  715/387-5207.  g5-9/83 

OCTOBER  28-30, 1983:  Wisconsin  Neurological  Society,  Paper 
Valley  Hotel,  Appleton.  6-9/83 

NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2- 10/83 

DECEMBER  10,  1983:  Wisconsin  Chapter:  American  College 
of  Surgeons,  Hyatt  Regency-Milwaukee.  g7-l  1/83 


OTHERS 


OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy,  at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St,  Minneapolis,  MN  55416;  telephone  612/927-3091 . g 1-9/83 

OCTOBER  23-27,  1983:  (Illinois):  49th  Annual  Scientific  As- 
sembly, American  College  of  Chest  Physicians,  at  Hyatt 
Regency  Hotel,  Illinois  Center,  Chicago,  IL.  Info:  Dept  of 
Education,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  IL  60068.  g4/83 

OCTOBER  28,  1983  (California):  Update  on  Clinical  Allergy, 
at  Conference  Center,  Presbyterian  Hospital,  San  Francisco, 
CA.  Sponsored  by  Continuing  Education,  Pacific  Medical 
Center,  San  Francisco.  Course  is  designed  for  the  full  time 
family  practitioner,  internist,  pediatrician,  otolaryngologist  or 
allergist  who  wishes  to  increase  his  or  her  skill  and  understand- 
ing in  the  diagnosis  and  treatment  of  allergic  disease.  Info: 
Jennifer  Jewitt,  Program  Manager,  Allergenetics,  1500  Salado 
Dr,  Mountain  View,  CA  94043;  ph  415/965-7710  or  1-800- 
832-3200.  p7/83 

DECEMBER  8-10, 1983  (New  York):  American  Cancer  Society 
National  Conference  on  Advances  in  Cancer  Therapy,  Waldorf- 
Astoria  Hotel,  New  York.  Approved  for  16.5  credit  hours  in 
Category  I of  AMA-PRA  and  15  prescribed  credit  hours  by 
AAFP.  The  program  is  eligible  for  16.5  credit  hours  in  Category 
2-D  of  the  American  Osteopathic  Association.  Info:  Nicholas 
G Bottiglieri,  MD,  Advances  in  Cancer  Therapy  Conference, 
American  Cancer  Society,  777  3rd  Ave,  New  York,  NY  10017. 

g7- 10/83 


Medical  Advances 
Affecting  the 
Primary  Care  Physician 

3rd  Annual  Green  Lake  Conference 

August  18, 19,  20, 1983 

Heidel  House  Resort  and  Conference  Center 

Green  Lake,  Wisconsin 


Program  includes  sessions  addressing: 

• New  Antibiotics 

• Adult  and  Pediatric  Cardiology 

• Illness  Behavior  Patterns 

• Anti-Inflammatory  Medications 

• Advances  in  Oncology 

• High  Risk  Obstetrics 

PEDIATRIC  EMERGENCIES 

Program  Faculty: 

Barry  Blackwell,  MD— Prof  & Chrmn,  Dept  of 
Psychiatry,  University  of  Wisconsin  Medical 
School 

Tom  E Davis,  MD— Chief  Medical  Oncology, 
University  of  Wisconsin  Hospital  and  Clinics 

David  Z Friedberg,  MD— Assoc  Prof  of  Pedi- 
atrics, Medical  College  of  Wisconsin 

Theodore  L Goodfriend,  MD— Prof  of  Med- 
icine & Pharmacology,  University  of  Wiscon- 
sin Medical  School 

Perry  A Henderson,  MD— Prof  of  Obstetrics, 
University  of  Wisconsin  Medical  School 

Scott  Kale,  MD— Consulting  Rheumatologist, 
Pres  St  Luke’s  Medical  Center,  Chicago 

Dennis  Maki,  MD— Head  Infect  Disease  Sec- 
tion, Dept  of  Medicine,  University  of  Wiscon- 
sin Hospital  and  Clinics 

Bill  Perlaff,  MD— Asst  Prof  of  Pediatrics, 
University  of  Wisconsin  Hospital  and  Clinics 

Conference  fee:  $100  (includes  tuition,  ma- 
terials, coffee  breaks,  and  dinner  for  reg- 
istrant and  guest  on  the  18th) 

Credit:  This  program  has  been  accredited  for 
14  Category  I credits 

For  more  information  contact: 

Linda  E Nevers,  Berlin  Memorial  Hospital 

225  Memorial  Dr,  Berlin  Wis  54923 

ph  41 4/361  -1 31 3,  ext  583  7/83 
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AMA 


DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.  ■ 


ADVERTISERS 


Acme  Laboratories 4 

Advanced  Technology  Associates,  Inc  7 

Annson  Corporation 103 

Biomedical  Research  Associates,  Inc 114 

CyCare  Systems,  Inc 105 

Dista  Products  Co  (Div  of  Eli  Lilly  & Co)  FC 

Naif  on® 

Keflex ® 

House  of  Bidwell 6 

Law  Offices  of  Tom  Bush 108 

Social  Security  Disability  Benefits 

Management  Systems  of  Wausau  8,9 

Mangless,  Ms  Bernice 4 

Physician  Owned  Vacation  Home 

Mastar  Pharmaceutical  Co 6 

Maxigesic™ 

Medical  Protective  Company 104 

MetPath 109,  110,  111,  112 

PBBS  Equipment  Corp 4 

Peppino’s 10 

Pfizer  Laboratories 10,  11 

Procardia® 

Playscapes™ 10 

ProHealth  (Affiliate  of  Madison  General  Hospital) 99 

Roche  Laboratories 121,  BC 

Dalmane ® 

S & L Signal  Company  108 

SMS  Services,  Inc  106 

Upjohn  Company,  The 12 

Motrin ® ■ 


Child  Health  Conference 

Cosponsored  by  the  AMA  and  the 
Illinois  State  Medical  Society 

September  10-11, 1983/Chicago 

Chicago  Hyatt  Regency  Hotel 

A national  conference  entitled  “Impact  of  Lifestyles  on 
Child  and  Adolescent  Health  Problems,”  scheduled  to 
begin  at  8:30  am,  Saturday,  September  10,  will  examine 
dietary  patterns,  planned  parenthood,  sexual  exploita- 
tion, technological  impacts  and  violence  in  the  lives  of 
young  persons.  Conference  will  close  at  5:00  pm,  Sunday, 
September  11.  Those  planning  to  attend  are  asked  to 
notify  Michael  Cherskov  at  the  AMA  by  phone  (312/751- 
5458)  or  write  to:  535  North  Dearborn  St,  Chicago, 
11160610. 


PRINCIPLES  OF  ADVERTISING 

Wisconsin  Medical  Journal 


The  acceptance  of  advertising  in  the  Wisconsin  Medical 
Journal  is  predicated  on  the  basis  that  the  advertised  product 
or  service  meets  the  ethical  principles  established  by  the 
Council  of  the  State  Medical  Society  of  Wisconsin.  The  Jour- 
nal reserves  the  right  to  accept  or  reject  advertising  copy  for 
any  reason. 

The  following  general  rules  are  applicable  to  advertise- 
ments of  medicinal  preparations,  apparatus  or  physical  ap- 
pliances or  other  products  for  therapeutic  or  diagnostic  pur- 
poses or  for  which  therapeutic,  diagnostic  or  health  claims 
are  made: 

1.  The  advertiser  may  be  required  to  submit  evidence  or 
data  in  support  of  the  usefulness  of  the  product  and 
the  validity  of  the  claims.  The  appearance  of  one  or 
several  papers  may  not  necessarily  be  considered  suf- 
ficient evidence  and  other  data  may  be  required. 

2.  Medicinal  preparations  containing  two  or  more  active 
ingredients  will  be  considered  only  if  in  the  opinion 
of  the  Advertising  Committee  of  the  Bureau  there  is  a 
logical  rationale  for  the  inclusion  of  each  active  ingredi- 
ent, and  if  a statement  of  the  active  ingredients  is  in- 
cluded in  each  advertisement. 

3.  The  generic  or  official  designation  of  the  medicinal 
preparation  must  be  adequately  featured  in  advertising 
copy,  in  addition  to  the  trade  name. 


All  advertising  copy  is  subject  to  the  following  general 
rules: 

1.  Advertisement  should  not  be  false,  deceptive  or  mis- 
leading nor  make  use  of  sweeping  superlatives. 

2.  Unfair  comparisons  and  disparagment  of  a competitor’s 
goods  will  not  be  allowed. 

3.  When  excerpts  from  a published  paper  are  included 
in  advertising  copy,  the  Bureau  may  require  the  ad- 
vertiser or  his  agent  to  obtain  written  permission  from 
the  author  and  from  the  editor  or  publisher  of  the 
publication  in  which  the  paper  appeared. 

4.  Advertising  copy  will  not  be  accepted  if,  in  the  opinion 
of  the  Bureau  or  the  management  of  the  medical  jour- 
nal, the  copy  (a)  appears  to  violate  the  Principles  of 
Medical  Ethics  of  the  American  Medical  Association 
or  of  a state  medical  association,  (b)  is  indecent  or 
offensive  in  any  way,  (c)  contains  attacks  of  a personal, 
racial  or  religious  character,  or  (d)  appears  to  be  con- 
trary to  any  regulation  or  law  for  the  prevention  of 
discrimination,  or  (e)  contains  claims  found  by  any 
court  or  federal  or  state  agency  to  be  invalid  or  in 
violation  of  law. 

5.  Advertisers  and  advertising  agencies  agree  to  protect 
and  indemnify  both  bureau  and  any  medical  journal 
represented  by  Bureau  against  any  and  all  liability,  loss 
or  expense  arising  from  claims  for  libel,  unfair  competi- 
tion, unfair  trade  practice,  infringement  of  trademarks, 
trade  names  or  patents,  copyrights  or  proprietary  rights, 
violations  of  rights  of  privacy  and  any  other  claims  re- 
sulting from  any  advertisement  submitted  to  the  Bureau 
or  published  in  any  such  medical  journal. 

The  foregoing  principles  may  be  changed  at  any  time 
without  notice. 


“Bureau”  as  used  above  refers  to  the  State  Medical  Jour- 
nal Advertising  Bureau,  Inc.,  Oak  Park,  Illinois. 
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ContemporaryHypnoticTherapy  \ 


Dalmane*  [flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 
12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights . 

•Seldom  produces  morning  hangover.' 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1  > 


15-mg/30-mg  capsules 


/ ROCHE  > Roche  Products  Inc. 

\ Manati,  Puerto  Rico  00701 

Copyright  © 1983  by  Roche  Products  Inc.  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 


Dalmane® 

flurazepam  HCI/Roche 


The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 
Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 
During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  I.  Kales  A el  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971  4.  Kales  A et  al:  JAMA  24/  1692  1695. 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
207:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7}  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane®  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
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President’s  Ic^e 


Chesley  P Erwin,  MD 


Forensic  fables 

Forensic  fables  abound;  they  seem  to  spring  forth 
during  investigations  like  mushrooms  in  a forest 
after  a summer  rain.  Some  remind  me  of  the  remark 
attributed  to  the  man  on  seeing  his  first  giraffe: 
“There  ain’t  no  such  animal!”  New  and  novel  con- 
cepts of  disease,  relationships  hitherto  not  thought 
of,  and  vagaries  of  patho-physiology  not  taught  in 
standard  textbooks  are  produced  at  many  such 
times.  Some  appear  interesting  enough  to  share, 
both  for  scientific  interest  and  for  some  diversion. 
Sir  Walter  Raleigh  spoke  of  death  as  “eloquent,  just, 
and  mighty.”  The  stories  that  one  sometimes  collects 
during  investigations  of  death  are  frequently  not  in- 
formed with  eloquence,  but  some  are  odd,  and 
strain  credulity.  Some  stories  I have  collected  are 
given  below. 

(1)  The  fable  of  the  “rich  relative”  whose  money 
was  stolen  at  or  after  his  death  (probably  by  the 
person  or  persons  responsible  for  the  death).  This 
fable  keeps  recurring  and  is  often  taken  as  the  basis 
for  extensive  investigation  of  the  death,  whether 
such  extensive  investigation  seems  warranted  or  not. 
Just  enough  people  (like  the  well-known,  now-de- 
ceased eccentric,  Hetty  Green,  of  New  York)  do  end 
their  days  surrounded  with  money  hidden  among 
papers,  rags,  and  clutter  to  give  impetus  to  the  fable. 
And,  particularly  in  communities  like  Milwaukee, 
every  now  and  then,  persons  are  found  dead  with 
thousands  of  dollars  sewn  into  clothing,  stuffed  into 
pockets  with  scraps  of  paper,  etc.  Still,  such  reports 
are  usually  fables. 

(2)  Somewhat  related  to  the  fable  of  the  “rich, 
recently  deceased  relative”  is  the  fable  that  one’s 
relative  was  “foully  done  to  death”  by  “ . . . shad- 
owy political  figures,  political  enemies,  sinister 
figures  in  the  crime  scene,  or,  even  more  commonly, 
by  a scheming  spouse,  lover,  or  child”  (especially 
in  families  driven  by  previous  conflicts  between 
accused  and  accuser).  Medical  examiners  and  cor- 
oners must  investigate  these  stories,  but  the  tales 
usually  have  no  more  substance  than  the  story  of  a 
“mysterious,  hooded  assailant”  who  “ . . . came 
out  of  the  shadows,  killed,  and  left.” 

(3)  The  fable  of  the  abstemious  alcoholic  (which 
sounds  like  an  anomaly  in  terms,  and  really  is 
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though,  in  effect  it  is  principally  a way  of  diluting 
the  truth  to  make  it  more  palatable).  This  is  a classic 
story,  often  encountered  in  investigations — of  the 
person  who  “hardly  ever  touched  liquor”  (but  who 
may  have  died  with  a blood  alcohol  of,  say,  400 
milligrams  per  deciliter).  One  such  case  that  I re- 
member was  that  of  a deceased  woman  whose  “sole 
indulgence”  was  “breathing  the  fumes  from  her 
husband’s  beer.”  She  died  from  ruptured  esophag- 
eal varices  secondary  to  Laennec’s  cirrhosis  of  the 
liver. 

(4)  The  fable  of  the  person  who  had  “never  shot 
a gun  before,”  who  picked  up  an  unfamiliar  pistol 
and  with  it,  with  one  shot,  by  moonlight  (or  under 
other  such  unfavorable  circumstances),  felled  a 
person  running  at  full  speed,  100  yards  from  the 
“shooter.”  My,  “Annie  Oakley”  would  be  proud! 

(5)  The  deceased  person  whose  relatives  over- 
whelm the  investigators  with  details  on  illnesses 
that  seem  to  have  no  unifying  trend,  no  coherence, 
until  one  realizes  that  something  like  a Munchausen 
syndrome  is  being  brought  forth,  but  by  slow  bit. 
Years  ago,  I had  several  calls  a day  for  four  to  five 
weeks  from  a woman  who  said  she  had  (many  years 
ago)  inadvertently  baked  a piece  of  metal  into  a cake 
and  fed  it  to  a relative.  She  was  concerned  that  the 
relative  might  have  suffered  a perforation  of  his 
bowel  from  the  action  of  this  piece  of  metal.  The 
fact  that  all  this  had  happened  30-plus  years  ago, 
that  there  was  no  more  specific  information  on  the 
health  habits  of  the  relative  than  that  given  above, 
and  that  there  had  been  no  autopsy  or  other  exami- 
nation on  his  body  when  he  did  die  (many  months, 
at  least,  after  the  episode  described)  seemed  not  to  be 
taken  cognizance  of  by  the  woman  during  her  many 
telephone  calls.  Like  so  many  questions  raised 
during  investigations,  the  problems  were  never 
solved. 

The  Latin  saying,  translated  as  “The  brevity  of 
life  forbids  us  to  cherish  long  hope”  appeals  to  me 
in  its  tonic  clarity — a quality  I find  much  needed  in 
investigation  of  the  type  I have  described.  I have 
dealt  with  many  forensic  fables,  and  I expect  to 
deal  with  others.  I am  convinced  that  they  “point  a 
moral  and  adorn  a tale.”  ■ 
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Annson  dealer.  He’ll  be  pleased  to  arrange  for  a private 
demonstration. 
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4350  Oakton  Street,  Skokie,  Illinois  60076  (312)  673-1184 

Annson  is  a registered  trademark  of  Annson  Corp  IBM  is  a trademark  of  tnternational  Business  Machines  Corp.  © Annson  Corporation,  Skokie,  IL  60076.  All  rights  reserved 


Editorials 


WAYNE  J BOULANGER,  MD,  Editorial  Director 


Official  positions  of  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society 


Escape  to  Wisconsin 

The  Department  of  Health  and  Social  Services 
of  the  state  Division  of  Health  publishes  an  annual 
review  of  the  health  status  of  Wisconsin  people  com- 
pared to  that  of  the  United  States  as  a whole.  In  gen- 
eral, Wisconsin  residents  enjoy  better  health  than 
those  in  the  rest  of  the  nation. 

In  Wisconsin  12%  of  the  population  is  age  65  or 
over  whereas  the  percentage  in  the  United  States  is 
11.  So  it  would  be  anticipated  that  the  three  main 
causes  of  death  (heart  disease,  cancer,  and  stroke) 
would  have  an  adverse  effect.  Another  factor  af- 
fecting certain  diseases  and  causes  of  death  is  pov- 
erty. However,  the  poverty  population  of  Wisconsin 
is  8.5  compared  with  the  national  percentage  of  12.5. 
Life  expectancy  for  males  in  Wisconsin  is  71.5  com- 
pared to  69.9  in  the  United  States.  Females  fare 
better  with  a life  expectancy  of  78.4  in  Wisconsin 
as  compared  to  77.8  in  the  nation. 

The  number  of  births  per  1000  in  women  in  the 
ages  of  15  to  19  since  1940  has  always  been  much 
lower  than  the  rate  within  the  United  States.  How- 
ever, the  number  of  births  per  1000  for  women  ages 
15  to  44  generally  has  been  a bit  higher  in  Wisconsin 
for  the  same  four  decades.  The  percentage  of  new- 
borns with  low  birth  weight  has  been  declining 
steadily  since  1974,  both  in  Wisconsin  and  the 
United  States,  and  the  percentage  for  Wisconsin 
has  always  been  lower  than  that  in  the  United  States 
as  a whole.  Wisconsin  also  rates  very  well  in  the 
number  of  maternal  deaths.  For  example,  in  1968  it 
was  12.1  per  1000  live  births  compared  to  24.5  na- 
tionally, and  in  1981,  4.0  compared  to  7.7.  Likewise 
the  infant,  neonatal,  and  perinatal  deaths  per  1000 
live  births  has  always  been  lower  in  Wisconsin  since 
1968. 

The  age-adjusted  death  rates  for  heart  disease  has 
been  declining  since  1970  in  both  Wisconsin  and  the 
United  States.  Wisconsin’s  death  rate  has  been  con- 
sistently lower  than  the  rate  in  the  United  States. 
The  same  is  true  of  cerebrovascular  disease  (includ- 
ing stroke)  death  rates. 

The  motor  vehicle  fatality  rates  in  Wisconsin  have 
been  consistently  lower  than  the  rates  in  the  United 
States  since  1965.  In  1981,  940  people  died  in  motor 
vehicle  accidents  in  Wisconsin.  The  death  rate  from 
accidental  falls  has  dropped  in  Wisconsin  by  more 
than  half  since  1965.  In  1981,  239  people  died  in 
accidental  falls  in  Wisconsin. 

Wisconsin  drowning  fatality  rates  have  been  near 
or  slightly  below  national  rates  since  1965  despite 
the  large  number  of  lakes  in  the  state.  In  1981,  89 
people  died  from  drowning  in  Wisconsin.  The 
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United  States  rates  for  accidental  deaths  from  fires 
are  consistently  higher  than  Wisconsin  rates.  In 
1981 , 80  people  died  in  Fires  in  Wisconsin. 

There  has  been  only  a slight  drop  in  the  reported 
rate  of  accidental  deaths  from  firearms  in  the  last  ten 
years.  The  death  rate  has  been  somewhat  lower  in 
Wisconsin  than  that  reported  for  the  United  States. 
There  also  has  been  only  a slight  drop  since  1965  in 
the  rate  of  fatalities  from  work-related  injuries  and 
illnesses.  In  1981,  132  people  died  from  work-re- 
lated causes  in  Wisconsin. 

The  number  of  murders  in  Wisconsin  has  in- 
creased somewhat  since  1970.  The  rate  in  Wisconsin, 
however,  has  consistently  been  about  one-third  that 
of  the  United  States.  In  1981  there  were  162  murders 
in  Wisconsin.  The  number  of  suicides  has  increased 
somewhat  in  Wisconsin  since  1970.  The  rate  in  the 
United  States  has-shown  a similar  increase.  In  1981 
there  were  470  suicides  in  Wisconsin. 

The  incidence  of  rubella  tends  to  be  cyclical.  The 
trend  has  been  toward  a decline  in  the  rates  since 
1970.  However,  Wisconsin’s  drop  in  incidence  has 
lagged  behind  the  decline  in  the  United  States.  The 
availability  of  rubella  vaccines  since  1969  has  con- 
tributed to  the  drop  in  the  cases  of  the  disease.  In 
1970  the  rate  in  Wisconsin  was  four  times  as  great  as 
that  in  the  United  States  and  the  same  was  true  in 
1978.  There  has  been  a dramatic  decline  in  the  in- 
cidence rate  of  measles  in  Wisconsin  and  the  United 
States.  Prior  to  1979,  Wisconsin  lagged  behind  the 
United  States  in  the  rate  of  decline.  The  passage  of 
a comprehensive  schoolwide  immunization  law  in 
1981  resulted  in  further  declines  in  the  incidence  of 
measles  in  Wisconsin.  In  past  years  incidence  of 
measles  in  Wisconsin  was  about  twice  that  of  the  rest 
of  the  United  States.  There  also  has  been  a sharp  de- 
cline in  the  incidence  of  mumps  in  the  last  ten  years. 
This  is  undoubtedly  as  a result  of  the  availability  of 
live  virus  vaccine  since  1968.  However,  the  decline 
in  the  number  of  cases  in  Wisconsin  has  lagged  far 
behind  the  drop  in  the  United  States.  This  again 
probably  will  be  affected  by  the  immunization  laws 
in  1981.  In  1970  the  mumps  rate  in  Wisconsin  was 
ten  times  greater  than  the  national  rate  and  in  1979  it 
was  still  five  times  greater.  The  incidence  of  diph- 
theria, tetanus,  and  polio  dwindled  to  almost  zero  in 
recent  years  in  Wisconsin,  and  Wisconsin’s  rate  has 
been  consistently  lower  than  the  incidence  in  the 
United  States.  Pertussis  has  been  declining  slowly 
over  the  last  40  years  although  there  was  an  out- 
break in  1972,  particularly  in  the  city  of  Monroe. 
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Since  1970  there  has  been  a slight  decline  in  the 
reported  cases  of  tuberculosis.  The  reported  rate  in 
Wisconsin  has  been  roughly  one-third  the  incidence 
rate  in  the  United  States.  The  reported  cases  of 
gonorrhea  in  Wisconsin  have  increased  dramatically 
since  1965.  In  1981  there  were  13,264  cases  reported. 
This  incidence  rate  has  been  consistently  lower  than 
national  rates.  In  1981,  91  cases  of  primary  and 
secondary  syphilis  were  reported  in  Wisconsin.  This 
is  substantially  lower  than  the  rate  reported  for  the 
United  States. 

The  rate  of  hospitalization  as  a result  of  drug  and 
alcohol  addiction  and  abuse  has  more  than  doubled 
in  Wisconsin  since  1973.  Somewhat  fewer  than  one- 
third  of  Wisconsin  adults  smoke.  Only  a slightly 
higher  proportion  of  males  than  females  smoke; 
however,  the  difference  is  found  primarily  in  the 
older  age  groups.  Among  20  to  24-year-olds,  slightly 
more  women  than  men  report  smoking.  For  both 
sexes,  a somewhat  smaller  proportion  of  Wisconsin 
residents  report  smoking  than  United  States  res- 
idents. 

Expenditures  per  capita  for  health  care  have  in- 
creased almost  tenfold  since  1960.  Inflation  accounts 
for  some  of  this  rise  in  cost.  The  portion  of  the  ex- 
penditures paid  for  by  public  funds  also  has  in- 
creased from  25  percent  in  1960  to  43  percent  in 
1981.  The  portion  paid  by  state  and  local  funds  has 
remained  at  about  14  percent.  As  an  example,  Medi- 
caid expenditures  in  Wisconsin  in  1981  were  $74.06 
per  capita. 

Overall,  Wisconsin  fares  very  well  compared  with 
the  rest  of  the  United  States.  “Escape  to  Wisconsin” 
is  a popular  slogan,  but  it  has  a broader  significance 
than  recreation  alone. — VSF 


Perfectly  harmless 

Trail  bikes  are  generally  described  as  being  per- 
fectly harmless  and  requiring  very  little  regulation. 

This  spring  a 13-year-old  had  just  purchased  a 
trail  bike.  Soon  thereafter  he  was  involved  in  an 
accident  in  town,  not  on  a trail.  He  sustained  frac- 
tures of  his  spine,  thigh,  and  leg.  On  last  report 
he  was  still  hospitalized  more  than  a month  later. 
His  12-year-old  passenger  was  more  fortunate  since 
he  sustained  only  a fractured  clavicle. 

The  14-year-old  who  had  sold  the  trail  bike  to  the 
13-year -old  managed  to  wipe  out  his  own  bike  in 
exactly  the  same  location.  I asked  his  mother  about 
the  safety  and  regulations  pertaining  to  trail  bikes. 
While  her  son  was  being  treated  for  rather  extensive 
loss  of  his  epidermis,  she  assured  me  that  trail  bikes 
were  perfectly  safe  and  were  used  only  on  trails.  Fur- 
ther, she  proudly  stated  that  her  five-year-old  had  his 
own  little  Honda! 


Some  of  the  Editorial  Board  members  questioned 
the  value  of  publishing  editorials  relative  to  motor- 
cycles, trail  bikes,  and  the  necessity  for  helmets.  It  is 
true  that  not  many  physicians  are  motorcycle  en- 
thusiasts. However,  occasionally  Wisconsin  Medical 
Journal  editorials  are  brought  to  the  attention  of 
state  legislators,  and  physicians  caring  for  motor- 
cycle accident  victims  are  in  a position  to  emphasize 
safety  measures. — VSF  ■ 


house  of  BIDWELL  me. 


535  N.  27th  StTeet 
Milwaukee,  Wis.  53208 


ORTHOTIC  & PROSTHETIC 
SERVICES 
1-414-344-1950 


is  a professional  problem 


when  it  is  on  an  S&L  Enuresis  Alarm 
prescription  form.  We  furnish  the  forms — 
and  assure  you  that  S&L  Enuresis  Alarms 
are  available  on  prescription  only.  We  rent 
the  alarm  to  your  patient.  It  is  used  at 
home  under  your  supervision.  The  cost  is 
low— $14.00  per  week. 

An  authoritative  article  from  the  JAMA 
documents  the  S&L  Functional  Enuresis 
treatment.  Write  for  a reprint. 

'Statistics  from  our 30  years  of  Rx  service 


S&LSIGNAL  COMPANY,  INC. 

1142  Fleetwood  Ave.,  Madison,  Wis.  53716 
608/222-7939 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVE!? 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


Acme  Laboratories,  Inc. 

ORTHOTIC  & PROSTHETIC 
SERVICES 

Certified  by  American  Board  of  Certification 
in  Orthotics  and  Prosthetics 


10702  W.  Burleigh  St. 
Milwaukee,  Wis.  53222 
(414)  259-1090 

Box  LOA 

Woodruff,  Wis.  54568 
(715)  356-5222 
Ext.  8872 


525  E.  Division  St. 
Fond  du  lac,  Wis.  54935 
(4)4)  923-6676 

Green  Bay  Orthopedic 
(Division  of  Acme 
Laboratories,  Inc.) 
428  S.  Adams  St. 
Green  Bay,  Wis.  54301 
(414)  435-1461 


• Artificial  Limbs 

• Orthopedic  Appliances 

• Wheelchairs 

• Custom  Seating  Inserts 


Professional  Service  For  the  Handicapped 


CARE  FOR  YOUR 
COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice. 

You'll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You'll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BEALLYOUCAN 

CAPTAIN  LARRY  J MATTHEWS 
COLLECT:  (312)  926-3273 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 


ELEGANT  DINING  • 
COCKTAIL  LOUNGE 


FINE  WINES  • INTIMATE 
• OPEN  DAILY  AT  5:00  PM 


“Tor  an  elegant  night  of  Italian  dining.  ” —Prof  Herbert  Kubly,  Milwaukee  Journal  writer 


SMS  Services,  Inc. 


ANNOUNCING-A  NEW 

AUTO,  HOME  OWNERS,  PERSONAL  UMBRELLA 

INSURANCE  PLAN 

FOR 

SMS  members,  and  their  families 

Features  Include: 

•Top  quality  benefits 

• Special  discounted  rates 

• One  simplified  policy  for  all  coverages 

• $5,000,000  personal  umbrella  coverage 

• 5-year  guarantee  of  continual  coverage 

• Special  arrangements  for  fast,  convenient  personal  service 

• Easy  premium  payment  options 

• Flexibility— you  can  purchase  any  one,  two, 

or  all  three  coverages  (auto/home/personal  umbrella) 

• Recreation  vehicles  and  watercraft  coverage 

• The  insurance  company  is  Continental— one  of  the  largest  in  the  world 

• And  more  . . . 

Watch  for  more  information  in  the  mail 

If  you  want  more  specifics  now,  contact  Continental’s  Wisconsin  Administrator: 

Manson  Insurance 
Wausau,  Wisconsin 
1-800/472-1544 

This  new  plan  is  available  through  SMS  SERVICES,  INC., 

Your  Society’s  wholly  owned  subsidiary  and  Agent  of  Record. 

We’re  pleased  to  be  of  service  to  you! 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1 109,  Madison,  Wis  53701. 


Inadequate  insurance  coverage 

To  the  Editor:  I have  just  looked  at  the  health  in- 
surance plan  offered  to  its  members  by  the  State 
Medical  Society  of  Wisconsin.  As  a psychiatrist,  I 
suppose  I could  feel  honored  that  the  membership 
thinks  the  psychiatric  needs  of  the  physicians  of  the 
state  can  be  attended  to  so  efficiently  that  the  $500 
outpatient  and  30-day  inpatient  benefit  is  sufficient. 

Alas,  my  17  years  of  experience  treating  many 
physicians  and  their  family  members  tells  me  that 
this  benefit  is  woefully  inadequate.  Many  treatable 
conditions  will  not  be  effectively  addressed;  some 
conditions  that  may  have  one  or  two  relapses  before 
health  is  fully  reestablished  will  be  inadequately 
treated,  and  the  impaired  physicians  in  our  member- 
ship will  be  denied  significant  treatment. 

We  all  know  that  physicians  and  their  families  are 
not  immune  to  psychiatric  illness.  If  the  State  So- 
ciety health  insurance  planners  will  consult  with  our 
Psychiatric  Association  leadership,  I am  sure  a 
clinically  adequate  and  financially  reasonable  psychi- 
atric benefit  can  be  instituted. 

Steven  V Hansen,  MD 

President 

Milwaukee  Chapter 

Wisconsin  Psychiatric  Association 


Hepatitis  B screening  project 

To  THE  Editor:  The  purpose  of  this  communication 
is  to  report  the  results  of  a screening  project  for 
hepatitis  B and  to  ask  some  pertinent  questions. 
This  was  done  to  assess  the  need  for  hepatitis  B vac- 
cination in  residents  of  a nursing  home  for  the  men- 
tally retarded  and  residents  of  several  group  homes 
for  the  mentally  retarded. 

The  role  of  prevaccination  screening  has  been  pre- 
viously outlined.1  The  target  groups  for  vaccination 
include  dentists,  oral  surgeons,  dental  hygienists, 
medical  personnel  who  have  frequent  exposure  to 
blood  and  blood  components,  intravenous  drug 
abusers,  hemodialysis  patients,  homosexually  active 
men,  resident  and  staff  of  institutions  for  the  men- 
tally retarded,  family  contacts,  and  sexual  contacts 
of  chronic  HBsAg  carriers  and  patients  with  thalas- 
semia who  receive  frequent  transfusions.2 

Forty-four  residents  of  a nursing  home  for  the 
mentally  retarded  were  tested  using  a radioimmune 
assay  technique.  Seventeen  were  found  to  be  hepa- 


titis B surface  antibody  (anti-HBs)  positive  (38.6%). 
Thirty-two  group  home  residents  were  similarly 
tested.  Seven  were  anti-HBs  positive  (21.0%). 

The  high  percentage  of  individuals  demonstrating 
anti-HBs  confirms  that  the  institutionalized  mentally 
retarded  are  at  high  risk  for  acquiring  hepatitis  B. 
The  prevaccination  screening  was  done  at  a cost  of 
$20  per  individual  and  the  cost  of  the  vaccine  for  the 
recommended  three  doses  is  approximately  $100. 
The  cost  of  the  screening  was  $1520  and  24  indi- 
viduals were  eliminated  from  the  vaccination  pro- 
gram. The  net  saving  was  $880. 

The  issue  of  vaccinations  for  the  staff  of  these 
facilities  and  the  role  of  prevaccination  screening  has 
yet  to  be  determined.  The  cost  of  the  vaccination 
program  may  be  prohibitive,  especially  if  the  cost  is 
to  be  borne  by  individuals  or  their  insurance  carriers. 

Other  options  are  the  institution  (employer)  or  the 
State  financing  such  a program.  The  staff  of  these 
facilities  must  be  informed  that  they  are  at  high  risk 
for  acquiring  hepatitis  B and  that  protective  im- 
munity may  be  gained  through  the  hepatitis  B vac- 
cination. The  question  of  who  is  responsible  for  pay- 
ing for  the  vaccination  of  the  staff  needs  to  be  ad- 
dressed. 

REFERENCES: 

'Grady  GF:  Hepatitis  B Immunity  In  Hospital  Staff  Targeted  For  Vac- 
cination. JAMA  1982;  248:2266-2269. 

'Hepatitis  B Vaccine — The  Medical  Letter  1982;  24:75-76. 

Paul  D Nelsen,  MD 

Silver  Creek  Medical  Associates 

635  W Oshkosh  St 

PO  Box  96 

Ripon,  Wisconsin  54971-0096H 


“WATS”  LINE  FOR  MEMBERS 

As  a service  for  its  members,  the  State 
Medical  Society  of  Wisconsin  has  a 
toll-free  WATS  line  (Wide  Area  Telecom- 
munications Service)  to  provide  member 
physicians  with  quick  and  easy  access  to 
SMS  staff.  The  in-WATS  line  can  be  used 
to  contact  anyone  at  SMS  headquarters 
(330  East  Lakeside  Street,  Madison)  from 
anywhere  within  the  State  of  Wisconsin 
between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 
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GROUP  HEALTH  PLAN,  the  Midwest’s  most 
progressive,  vital  and  growing  prepaid  group 
practice  is  seeking  board  eligible  or  board  certi- 
fied associates  for  1983  and  1984  in  FAMILY 
PRACTICE  (full  and  limited  range),  INTERNAL 
MEDICINE,  PEDIATRICS,  OBSTETRICS/GYNE- 
COLOGY, OPHTHALMOLOGY,  ORTHOPEDIC 
SURGERY,  CHILD  AND  ADULT  PSYCHIATRY. 
Excellent  facilities,  comprehensive  benefits, 
competitive  earnings. 

Send  curriculum  vitae  to:  Paul  J.  Brat,  M.D.,  Med- 
ical Director,  GROUP  HEALTH  PLAN,  2829  Uni- 
versity Avenue  Southeast,  Suite  602,  Minne- 
apolis, Minnesota  55414. 


Equal  Opportunity  Employer 


TOTAGATIC  PENINSULAR  HOMES . . . 

a creative  investment  in 
vacation/retirement  planning 

Totagatic  Peninsular  Homes,  19  sites  on  32  acres 
surrounded  on  three  sides  by  the  sparkling  waters  of 
the  Minong  Flowage  in  Wisconsin's  Northern  Highlands. 
Lake  Minong  Flowage  offers  a sports/fishing 
wonderland  close  to  the  finest  downhill  and  cross 
country  skiing  and  snowmobiling  east  of  Denver. 

Eagle  Lands  is  working  with  experienced  local 
contractors  in  presenting  Homes-For-AII-Seasons, 
particularly  suitable  to  the  hills  of  Totagatic  Peninsula. 
Year-  round  cedar  homes  from  $88,000. 

Pristine  shoreline,  improved  lots,  an  all  weather  roadway, 
insured  privacy,  the  permanently  restrictive  use  of 

adjacent  lands  are  among  the 
plus  factors  that  make  Totagatic 
Peninsular  Homes  an  outstanding 
investment  opportunity. 

WRITE  FOR  PROSPECTUS: 

Eagle  Lands,  Inc. 

P.0.  Box  276R 
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Geriatric  Medicine  II  (Part  I)  . . . Steven  R Gambert,  MD,  Guest  Editor 


A clinician’s  guide  to  the  physiology  of  aging 

Steven  R Gambert,  MD,  Milwaukee,  Wisconsin 


Those  over  age  65  presently  comprise  11  percent 
of  the  US  population;  by  the  year  2020,  however, 
one  of  every  five  persons  in  the  US  will  be  in  this 
“geriatric”  category.  Although  it  is  easy  to  calculate 
age  chronologically  according  to  birth  records,  es- 
timating one’s  physiological  age  is  much  more  diffi- 
cult. It’s  important  to  remember  that  we  all  age  in 
these  two  distinct  ways  and  that  not  always  do  they 
run  parallel.  Normal  aging  processes  occur  in  every- 
one, are  progressive,  and,  as  known  today,  irrevers- 
ible; however,  they  progress  at  different  rates  in  dif- 
ferent people  as  modified  by  genetics,  personality 
type,  nutrition,  and  environment,  among  other  fac- 
tors. When  caring  for  the  elderly  person,  it’s  essen- 
tial that  the  health  provider  be  able  to  distinguish 
these  findings  which  are  normal  accompaniments  of 
aging  from  those  due  to  disease.  This  is  especially 
true  since  many  diseases  are  more  prevalent  at  this 
time  of  life  or  present  atypically  or  non-specifically 
in  the  aged,  often  leading  to  mis-diagnosis  and  de- 
layed treatment. 

MULTISYSTEM  CHANGES  DUE  TO  AGING 

A full  description  of  both  the  normal  morpholog- 
ical changes  and  the  clinical  pathological  trends  that 
accompany  aging  is  beyond  the  scope  of  this  article. 
A brief  discussion  of  a few  of  the  age-related 
changes  in  key  organ  systems  follows. 

SKIN 

Aging  skin  is  classically  thin,  wrinkled,  dry,  and 
fragile.  Senile  purpura  as  well  as  Campbell  Morgan 
spots,  are  prevalent.  Nails  are  frequently  deformed 
or  atrophic,  and  greying  of  the  hair  occurs  with  in- 
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creasing  frequency.  Morphologically,  one  finds 
thickened  blood  vessels  and  degeneration  of  elastin. 
Skin  pigmentation  is  increased  with  atrophy  of  the 
hair  follicles  and  sweat  glands.  Spontaneous  fat  de- 
clines with  aging. 

CENTRAL  NERVOUS  SYSTEM 

Eye.  Due  to  decreased  retro-orbital  fat,  eyes  of  the 
aged  frequently  appear  recessed.  Ptosis  is  common 
secondary  to  changes  in  soft  tissue  structures.  Due 
to  degenerative  changes  leading  to  lipid  deposits  in 
the  cornea,  one  often  finds  an  inconsequential  arcus 
senilis.  Muscles  of  accommodation  degenerate  lead- 
ing to  presbyopia.  Visual  acuity  is  decreased  as  is  the 
tolerance  of  glare,  visual  fields,  and  color  vision. 
Pupils  respond  sluggishly  to  light  and  “floating” 
objects  (muscae  volentes)  are  commonly  reported. 
Stenosis  of  the  lacrimal  duct  can  lead  to  excessive 
tearing,  while  atrophy  of  the  lacrimal  gland  may  lead 
to  corneal  drying. 
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Ear.  Presbyacusis  with  impaired  sound  localiza- 
tion, cortical  sound  discrimination,  perception,  and 
tone  sensitivity  results  from  alterations  in  the  elas- 
ticity of  the  basilar  membrane,  otosclerosis  of  os- 
sicles in  the  middle  ear,  loss  of  cochlear  nerves  and 
temporal  cortex,  and  degeneration  of  organ  of  corti 
cells  respectively.  Cerumen  accumulation  increases. 
Instability  and  falls  can  result  from  age-related  de- 
generation of  the  hair  cells  in  the  semicircular  canals. 

Brain  and  spinal  cord.  Brain  weight  is  reduced 
approximately  10%  between  the  ages  of  30  and  70, 
despite  increased  deposits  of  lipofuscin.  Neuron 
numbers  are  also  diminished.  Neurofibrillary  tan- 
gles, senile  plaques,  and  vascular  changes  are  com- 
mon. Clinically,  one  expects  diminished  perception 
and  mental  agility,  and  short-term  memory  as  well  as 
learning  ability  may  be  impaired.  Performance,  as 
judged  by  standardized  tests,  implies  slower  sensori- 
motor action.  Nerve  conduction  velocity  is  reduced 
10%  by  age  75,  and  impaired  sensory  awareness  is 
almost  universal  with  alteration  in  pain,  touch, 
temperature,  and  position  senses. 

LOCOMOTOR  SYSTEM 

Aging  is  associated  with  a decline  and  size  of 
muscle  fibers,  a decrease  in  muscle  mass,  and  decline 
of  physical  strength  and  range  and  speed  of  move- 
ment. Osteoporosis  and  osteomalacia  are  seen  more 
frequently.  Posture  becomes  stooped,  and  height  de- 
creases due  to  spinal  column  compression.  Joints 
suffer  from  years  of  use  with  loss  of  elasticity  in  lig- 
aments, cartilage,  and  periarticular  tissues.  Calci- 
fication of  the  joint  capsule  and  cartilage  frequently 
lead  to  disability. 

GASTROINTESTINAL  SYSTEM 

Caries  in  teeth,  periosteal  bone  resorption,  and 
abnormalities  in  gingiva  lead  to  loss  of  dentition  and 
may  result  in  altered  eating  habits.  There  is  a de- 
crease in  the  total  number  of  taste  buds.  Alterations 
in  secretion,  mobility,  and  absorption  are  due  to 
atrophy  of  the  gastric  mucosa  and  intestinal  glands 
and  degenerative  changes  in  the  muscularis.  Achlor- 
hydria may  result  in  a defective  absorption  of  iron. 
Achlorhydria  is  also  associated  with  pernicious 
anemia  and  B12  deficiency.  Digestive  enzymes  may 
be  less  efficient. 

RESPIRATORY  SYSTEM 

Osteoporosis  of  the  rib  cage  and  vertebrae  may 
cause  kyphosis  and  increased  chest  wall  rigidity.  Re- 
duced elasticity  and  calcification  of  the  costal  car- 
tilage can  lead  to  a weakness  of  the  intercostal  and 
accessory  muscles  or  respiration,  causing  impaired 
functional  reserve  capacity,  especially  during  stress. 
There  is  sclerosis  of  the  bronchi  and  supporting  tis- 
sues and  degeneration  of  the  mucous  glands  and 
bronchial  epithelium.  This  entire  process  may  result 
in  a decreased  vital  capacity  and  oxygen  diffusion, 
leaving  total  lung  volume  unchanged.  Due  to  a 


balance  between  diminished  elastic  recoil,  increased 
lung  stiffness,  and  decreased  chest  wall  flexibility, 
little  change  in  compliance  is  seen.  Alveoli  are  often 
found  to  be  coalescent  due  to  atrophy  and  loss  of 
septa  elasticity.  The  aged  have  an  increased  incidence 
of  pneumonia,  pulmonary  tuberculosis,  broncho- 
genic carcinoma,  and  pulmonary  embolism. 

CARDIOVASCULAR  SYSTEM 

Aging  is  accompanied  by  intimal  hyperplasia  and 
loss  of  elasticity  in  the  media  of  the  aorta.  Degene- 
ration of  the  aortic  valve  cusps  is  commonly  seen, 
frequently  associated  with  nodular  sclerosis  and 
calcifications  which  may  extend  into  the  septum. 
The  media  may  atrophy  and  the  coronary  arteries 
may  show  intimal  hyperplasia.  The  incidence  of 
atheroma  in  the  coronary  arteries  increases  with  age, 
though  clearly  begins  early  in  life.  The  myocardium 
has  deposits  of  lipofuscin,  and  myocardial  fibrosis 
and  amyloidosis  are  more  commonly  seen.  In  states 
of  severe  debilitation,  brown  atrophy  may  occur. 

Clinically,  the  aorta  is  dilated  and  unfolded.  Due 
to  abnormalities  in  the  bony  thorax,  the  apical  beat 
is  frequently  difficult  to  localize.  Valve  changes  may 
result  in  murmurs,  most  commonly  of  the  aortic  and 
mitral  valves.  Cardiac  output  declines  secondary  to 
a decrease  in  stroke  volume  with  a resultant  decrease 
in  exercise  capability.  For  a given  amount  of  work, 
blood  pressure  may  rise  more  than  in  youth,  how- 
ever, the  elderly  may  not  be  able  to  increase  heart 
rate  in  relation  to  need  for  increased  cardiac  output. 
Changes  in  mental  status  are  often  the  best  indicator 
of  heart  disease  in  the  elderly.  The  incidence  of  ar- 
rhythmias, conduction  defects,  aortic  stenosis, 
cor  pulmonale,  orthostatic  hypotension  and  ischemic 
heart  disease  increase  with  age,  the  latter  being  the 
most  common  cause  of  heart  failure  in  the  elderly. 

GENITOURINARY  SYSTEM 

Age-related  morphological  changes  affecting  this 
system  include  atrophy  and  a reduced  number  of 
nephrons,  tubular  degenerative  changes,  and  thick- 
ening of  the  basement  membrane  of  Bowman’s  cap- 
sule with  resultant  changes  in  permeability.  There  is 
a decrease  in  renal  blood  flow,  glomerular  filtration 
rate,  and  maximum  excretory  capacity,  resulting  in 
a less  efficient  kidney.  This  decline  approaches  0.6% 
per  year  throughout  life.  One  must  remember  that  in 
the  elderly,  even  minor  degrees  of  dehydration,  ob- 
struction, or  changes  in  cardiac  output  may  pre- 
cipitate renal  insufficiency  with  azotemia.  Due  to  an 
age-related  decline  in  lean  muscle  mass,  a “normal” 
serum  creatinine  in  the  sixth  decade  of  life  may  very 
well  represent  a 50%  decline  in  creatinine  clearance 
from  young  adulthood,  a finding  that  must  always 
be  remembered  in  clinical  practice.  Prostatic  hyper- 
trophy is  almost  universal;  benign  nodular  hyper- 
plasia approaches  70%  in  males  70  years  of  age,  and 
histological  evidence  of  prostatic  carcinoma  is 
almost  certain  in  males  over  90,  although  clinical 
disease  is  less  common. 


14 


WISCONSIN  MEDICAL  JOURNAL,  AUGUST  1983:  VOL.  82 


There  is  an  increased  incidence  in  the  elderly  of 
gynecological  disorders,  urinary  retention,  incon- 
tinence, renal  infections,  and  calculi. 

ENDOCRINE  SYSTEM 

Endocrine  deficiency  states  are  more  commonly 
seen  due  to  degeneration  of  the  secretory  systems, 
autoantibody  production  and  perhaps,  peripheral  re- 
sistance to  hormones.  Although  controversial, 
secretory  capacity  of  the  pancreatic  beta-cell  may 
decrease.  This  and  an  apparent  reduction  in  insulin 
receptors  may  account  for  the  increased  glucose  in- 
tolerance in  the  elderly.  Criteria  for  the  diagnosis  of 
diabetes  mellitus  must  take  age  into  consideration. 

The  thyroid  gland  is  less  efficient.  In  experimental 
animals,  a decreased  response  of  Na  + -K  + -ATPase, 
malic  enzyme,  and  a-glycerophosphate  dehydrogen- 
ase to  T3  stimulation  imply  a degree  of  peripheral 
tissue  resistance.  There  is  a decrease  in  minimal 
oxygen  consumption  in  rats;  in  man  the  basal  met- 
abolic rate  decreases,  although  this  may  be  due 
to  a decline  in  total  lean  muscle  mass.  Little  change 
is  seen  in  serum  T4,  although  T3  declines  slightly. 
Myxedema  is  three  to  four  times  more  common  than 
thyrotoxicosis;  thyroid  hormone  excess  in  the  elderly 
frequently  presents  as  “apathetic  hyperthyroidism,” 
with  minimal  classic  symptoms  other  than  that  of 
cardiac  arrhythmias.  Thyroid  stimulating  hormone 
is  significantly  elevated  in  approximately  6%  of  pa- 
tients over  60  years  of  age  despite  a clinical  impres- 
sion of  euthyroidism  by  the  primary  care  physician. 
In  animals  pituitary  ACTH  shows  a slight  decline 
with  age,  while  beta-endorphin  declines  with  age 
in  the  hypothalamus  and  corpus  striatum.  This  may 


very  well  relate  to  the  decreased  ACTH  secretion 
seen  during  severe  stress  and  the  altered  thermo- 
regulation accompanying  aging. 

SUMMARY 

Caring  for  the  elderly  mandates  recognition  of 
their  special  problems  and  needs.  The  healthcare 
provider  must  not  only  be  patient  and  compas- 
sionate when  caring  for  the  elderly  but  also  well 
versed  in  the  basic  principles  of  aging.  Careful  con- 
sideration must  be  given  not  only  to  physiological 
functions  but  also  to  the  elderly  person’s  psycholog- 
ical and  social  needs.  The  demographic  imperative 
we  now  face  embodies  not  only  past  and  future 
growth  of  the  elderly  but  also  the  expected  change 
in  the  percentage  of  the  elderly  who  are  working, 
and  economic  problems  that  must  be  solved  to  pro- 
vide optimal  social  and  healthcare  services  for  the 
elderly.  Now  is  the  time  to  plan  ahead,  to  become 
more  knowledgeable  about  all  aspects  of  the  elderly, 
and  to  work  toward  insuring  a high  quality  of  life 
for  everyone  regardless  of  age. 

This  issue  of  the  Wisconsin  Medical  Journal 
features  Geriatric  Medicine  II  (Part  I).  (Part  II  will 
appear  in  the  September  issue.)  As  Guest  Editor,  I 
want  to  formally  thank  the  contributors  to  this  issue, 
representing  all  geographic  areas  of  the  State.  In  ad- 
dition, we  are  indebted  to  the  Editorial  Board  of  the 
Wisconsin  Medical  Journal  for  allowing  us  to  pub- 
lish this  second  series  of  clinically  relevant  articles 
relating  to  the  health  care  of  the  elderly.  As  in  the 
first  issue  (August  1982),  we  hope  that  you,  the  read- 
ers, will  help  us  to  meet  the  challenges  that  lie  ahead 
for  us  all — the  demographic  imperative  is  now.  ■ 


Preventive  health  care  for  the  elderly 

Molly  Carnes,  MD,  Madison,  Wisconsin 


Physiologically,  aging  is  accompanied  by  cumu- 
lative degenerative  changes  in  all  organ  systems,  a 
decline  in  reserve,  and  a propensity  toward  chronic 
illness.  Environmentally,  aging  is  accompanied  by 
the  occurrence  of  psychosocial  crises  such  as  retire- 
ment, loss  of  income,  bereavement,  and  relocation. 
Complex  interrelationships  exist  between  these  in- 
ternal and  external  environments  and  thus  between 
the  physical  health,  mental  health,  and  socioeco- 
nomic status  of  the  elderly.  Because  of  this,  a pre- 
ventive approach  to  geriatric  health  care  must  in- 
clude periodic  and  systematic  assessment  of  the 
physical,  mental,  and  social  status  of  everyone  over 
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age  65  with  special  emphasis  on  the  “at  risk”  el- 
derly; that  is,  those  over  75,  those  recently  bereaved, 
those  living  alone,  those  recently  discharged  from 
the  hospital,  those  with  locomotor  difficulties  or 
cognitive  deficits,  and  those  who  tend  to  isolate 
themselves.12  3 The  goals  of  preventive  health  care  in 
the  elderly  are  primarily  to  maintain  and  improve 
quality  of  life,  minimize  dependency,  and  prevent 
situations  from  coming  to  a crisis  point.  These  often 
are  more  important  than  establishing  a specific 
diagnosis. 

In  order  to  recommend  large  scale  preventive 
health  measures  for  the  elderly,  there  must  be  some 
evidence  of  proven  benefit  or  at  least  possible  benefit 
and  evidence  that  no  harm  is  done.  The  Canadian 
Task  Force  on  the  Periodic  Health  Examination  has 
extensively  reviewed  the  available  data  on  the  use  of 
periodic  health  screening  examinations  and  has 
devised  specific  recommendations  targeting  areas 
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Table  1 — Items  for  routine  medical  evaluation  in 
geriatric  patients 


STRONG  EVIDENCE  OF  VALUE: 

1 . Screening  for  hypertension  every  one  to  two  years  with 
subsequent  follow-up  and  treatment. 

2.  Mammography  for  early  detection  of  breast  cancer, 
yearly  for  women  ages  50-59. 

3.  Cervical  pap  smears  every  five  years  until  age  60. 

4.  Immunization: 

tetanus  every  10  years 
influenza  every  year. 

PROBABLY  OF  VALUE: 

1.  Stool  samples  for  occult  blood  yearly  to  detect  early 
colorectal  carcinoma. 

2.  Evaluation  of  vision  and  hearing  loss  with  correction 
of  deficits. 

3.  Check  for  foot  problems,  refer  to  podiatrist  when 
necessary. 

4.  Dental  and  oral  cavity  examinations  yearly. 

5.  Health  education:  advise  against  smoking,  excessive 
alcohol  consumption,  and  encourage  regular  exercise. 

6.  Blood  test  for  anemia  every  one  to  two  years. 

DEFENSIBLE 

1.  Rectal  examination. 

2.  Screening  for  depressive  symptomatology. 

3.  Mental  status  screening. 

4.  Functional  evaluation  assessing  need  for  adaptive 
equipment. 

5.  Tonometry  and  ophthalmoscopy  every  four  to  five 
years. 

6.  Blood  test  for  hypothyroidism  every  five  years. 

NOT  OF  PROVEN  VALUE: 

1.  Electrocardiogram,  chest  x-ray,  blood  chemistries, 
urinalysis. 

2.  Prophylactic  cholecystectomy  in  asymptomatic  pa- 
tients over  age  70. 


where  research  is  needed.4  In  young  adult  popula- 
tions the  Task  Force  has  found  no  justification  for 
the  annual  screening  of  asymptomatic  individuals.  In 
the  elderly,  however,  health  screening  of  an  “asymp- 
tomatic” population  takes  on  a different  meaning. 
Although  the  elderly  have  a higher  prevalence  of 
disease,5  it  has  been  demonstrated  that  they  may  be 
reluctant  to  seek  medical  advice  for  symptoms  or 
even  to  acknowledge  the  existence  of  symptoms.6  In 
addition,  disease  processes  in  the  elderly  often  occur 
without  specific  symptoms.7  8 Previous  studies  of 
health  screening  and  case  finding  in  this  population 
have  yielded  previously  undiagnosed  potentially  re- 
mediable illness  in  at  least  40%. 2'6’9’10  In  view  of  this 
the  Canadian  Task  Force  recommends  routine 
health  screening  to  evaluate  the  “progressive  in- 
capacity with  aging”  every  two  years  for  those  aged 
65  to  74  and  every  year  for  those  75  and  over. 

Except  for  a very  few  well  established  beneficial 
preventive  measures  (Table  1),  it  is  difficult  to  make 
strong  recommendations  on  the  content  of  these 
routine  examinations.  However,  it  is  generally 
agreed  that  it  is  reasonable  to  practice  preventive 
medicine  without  complete  scientific  justification  if 


it  seems  prudent  in  light  of  present  knowledge  as 
long  as  the  patient  is  not  harmed  and  the  costs  to 
society  are  minimized.  Screening  and  case  finding 
can  take  place  during  a physician  visit  for  an  unre- 
lated problem,  or  patients  can  be  scheduled  for  the 
sole  purpose  of  routine  health  maintenance.  The 
occurrence  of  multiple  pathologic  conditions  in  the 
elderly  must  be  kept  in  mind."  The  importance  of 
using  nurses  and  other  allied  healthcare  personnel 
to  assist  in  health  screening  and  health  maintenance 
of  the  elderly  and  the  importance  of  doing  a compre- 
hensive assessment  of  an  elderly  person  in  the  home 
has  been  emphasized  in  the  British  literature.1212'13 

In  general,  at  the  time  of  routine  evaluation,  at- 
tention should  be  paid  to  updating  the  history, 
noting  particularly  changes  in  occupation,  financial 
resources,  health  of  the  spouse,  how  groceries  are 
obtained,  type  of  housing  and  location  of  bedroom 
and  bathroom.  Careful  questioning  about  health 
habits  such  as  use  of  seat  belts,  diet,  exercise,14  and 
use  of  alcohol  and  tobacco14  become  increasingly  im- 
portant with  age.  Since  no  age  group  is  at  greater 
risk  of  iatrogenic  illness,  a careful  history  of  pre- 
scription and  nonprescription  drug  use  is  essential. 
Note  particularly  if  the  patient  is  taking  any  long- 
acting  benzodiazepines  commonly  prescribed  for 
sleep  or  anxiety.  Because  of  the  increased  half  life  in 
the  elderly  and  the  presence  of  active  metabolites, 
cumulative  effects  of  these  drugs  can  cause  prob- 
lems with  memory,  balance,  daytime  sleepiness,  and 
change  of  personality.  Safer  medication  should  be 
substituted  whenever  possible.15 

Review  of  systems  should  include  questions  about 
changes  in  vision,  hearing,  urinary  frequency,  ability 
to  perform  activities  of  daily  living,  and  the  occur- 
rence of  incontinence,  constipation,  falls  and  acci- 
dents, all  of  which  increase  in  frequency  with  age. 

Physical  examination  should  record  weight  which 
may  be  a helpful  measure  of  nutritional  status.16 
Blood  pressure  should  be  checked  lying  and  standing 
since  there  is  good  evidence  that  treatment  of  hyper- 
tension reduces  mortality  even  in  the  elderly.17 
Orthostatic  hypotension,  which  occurs  in  11-24% 
18 19  of  the  elderly,  may  be  a remediable  cause  of 
falls,  dizziness,  and  confusion.  Careful  observation 
of  the  patient’s  transfers  out  of  the  chair  and  onto 
the  examining  table  should  be  part  of  every  examina- 
tion. The  installation  of  grab  bars,  raised  toilet  seats, 
and  furniture  riser  blocks  in  the  home  can  make  the 
difference  between  mobility  problems  and  effortless 
transfers.  Skin  should  be  checked  for  neoplasm,  the 
incidence  of  which  increases  with  aging.20  Up  to 
73%  of  those  over  age  65  may  have  problems  with 
hearing  and/or  vision,  and  efforts  should  be  made  to 
improve  both  senses  when  deficits  are  found.6  Gross 
tests  of  visual  acuity,  visual  fields,  and  auditory 
acuity  are  adequate  in  the  absence  of  symptoms. 
Examination  of  the  oral  cavity  for  oral  cancer, 
dental  caries,  and  periodontal  disease  is  recom- 
mended, although  well  designed  supportive  clinical 
studies  are  lacking.4  21 
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There  are  no  specific  recommendations  for  rou- 
tine cardiovascular  examination  in  the  elderly,  but 
the  extremely  high  prevalence  of  atherosclerotic 
cardiovascular  disease  should  be  kept  in  mind.  It  is 
prudent  to  look  for  signs  of  early  congestive  heart 
failure  as  well  as  the  harsh  systolic  murmur  of  cal- 
cific aortic  stenosis  which  occurs  almost  exclusively 
in  the  elderly  and  can  be  a surgically  correctable 
cause  of  cardiac  decompensation.  Palpation  of 
pulses,  auscultation  for  bruits,  and  palpation  of  the 
abdomen  for  aortic  aneurysm  can  be  informative. 

The  value  of  routine  rectal  examination  is  contro- 
versial; and  it  is  not  among  the  Canadian  Task 
Force’s  recommendations,  but  others  Find  it  reason- 
able to  perform.21-22  Although  most  malignant  pros- 
tatic nodules  occur  posteriorly  and  should  be  palp- 
able, no  study  has  shown  that  periodic  rectal  exam- 
inations increase  the  detection  of  early  disease  or 
improve  survival.  Only  about  10%  of  rectal  car- 
cinomas are  within  reach  of  the  examining  Finger.23 
Nevertheless,  since  this  is  an  easy  test  with  vir- 
tually no  complications,  it  seems  reasonable  to 
recommend  it  be  done  every  one  to  two  years.  Pelvic 
examination  with  Papanicolaou  smear  for  cervical 
cancer  detection  is  recommended  every  Five  years 
after  age  3 5. 2 If  all  smears  have  been  normal  up  to 
age  60,  the  subsequent  risk  of  malignancy  is  small 
and  some  would  discontinue  screening  at  this  time.21 

Careful  examination  of  the  feet  may  reveal  revers- 
ible causes  of  disability;  the  prevalence  of  painful 
feet  is  very  high  in  the  elderly  and  often  not 
reported.6  While  examining  the  feet,  a check  for 
peripheral  neuropathy  may  be  rewarding;  and  if 
present,  it  may  signify  an  underlying  remediable  dis- 
order such  as  vitamin  B-12  deFiciency  or  diabetes 
mellitus.  Assessing  the  station,  gait,  and  degree  of 
kyphosis  may  help  diagnose  asymptomatic  bone 
disease  such  as  osteoporosis  and  osteomalacia. 

Depression  and  dementia  in  the  elderly  are  in- 
creasingly recognized.  Although  no  specific  recom- 
mendation has  been  made,  it  is  our  practice  to  in- 
clude assessment  of  depressive  symptomatology  and 
cognitive  ability  as  part  of  the  routine  examination. 
Screening  questionnaires  are  available.  We  use  the 
Jacobs  Cognitive  Capacity  Screening  Examination,24 
a 30-item  mental  status  questionnaire,  and  the  Car- 
roll  Depression  Rating  Scale,25  a 52-item  scale  which 
can  be  self-administered. 

Although  it  is  very  common  practice  to  order 
“routine”  laboratory  tests  which  include  electro- 
gram, chest  x-ray,  urinalysis,  and  blood  chemistries, 
none  of  these  can  be  defended  on  the  basis  of  cur- 
rent evidence.  Screening  for  anemia  and  hypothy- 
roidism in  the  elderly  has  been  recommended  by 
some21-26  and  is  not  unreasonable  as  both  disorders 
increase  in  frequency  with  age  and  may  be  treat- 
able conditions.  Brocklehurst  et  al  found  iron, 
folate,  or  vitamin  B-12  deFiciency  anemia  in  29%  of 
elderly  patients  being  screened  for  nursing  home  ad- 
mission10 and  Williamson  et  al  found  8%  of  a 
random  sample  of  persons  over  65  from  the  lists  of 


three  general  practices  had  anemia.6  The  majority  of 
these  were  previously  undiagnosed  and  treatable. 
Although  Frame22  points  out  that  there  is  no  evi- 
dence that  asymptomatic  anemia  per  se  is  harmful  or 
that  treatment  in  the  asymptomatic  phase  is  superior 
to  waiting  for  symptoms  to  appear,  common  sense 
dictates  that  in  the  elderly  where  cardiovascular 
reserve  is  already  diminished,  early  detection  of 
anemia  is  desirable.  Although  clinical  examination 
for  hypothyroidism  is  recommended  every  two  years 
for  those  65  and  over  by  the  Canadian  Task  Force, 
this  disorder  is  notoriously  difficult  to  diagnose  clin- 
ically in  the  elderly.  Therefore,  despite  the  absence  of 
recommendation  for  a routine  laboratory  screen, 
a plasma  T-4  or  thyroid  stimulating  hormone  level 
every  Five  years  would  be  defensible,  especially  in 
women  where  the  prevalence  of  hypothyroidism  is 
greater.27 

Specific  screening  procedures  and  special  issues 

Mammography.  The  Canadian  Task  Force  and 
the  American  Cancer  Society  recommended  that  in 
addition  to  monthly  self-examination  and  yearly 
physician  examination  of  the  breasts,  yearly  mam- 
mography be  performed  in  all  women  aged  50  to  59 
keeping  radiation  exposure  to  a minimum.  If  all 
results  are  normal,  the  test  can  be  dropped  as  a 
screening  procedure  after  age  59  since  it  has  so  far 
been  shown  to  reduce  mortality  through  earlier  diag- 
nosis of  breast  cancer  only  in  the  50  to  59  age 
group.28* 

Stool  for  occult  blood.  Colorectal  carcinoma  has 
an  incidence  of  approximately  45  per  100,000  and 
occurs  primarily  in  those  over  age  55.  Early  detection 
and  treatment  improve  prognosis.  Because  of  the 
low  yield,  it  is  generally  agreed  that  in  terms  of  cost, 
comfort,  and  time,  yearly  screening  of  stools  for 
occult  blood  rather  than  proctosigmoidoscopy  or 
barium  enema  be  performed  to  screen  for  colorectal 
cancer.  Six  stool  slides  from  three  consecutive  stools 
over  three  days  should  be  sampled.  A meat-free, 
high-fiber  diet  improves  sensitivity  (24  hours  before 
the  first  sample  and  three  days  during  collection.)29 

Immunization.  Continuation  of  tetanus  immuni- 
zation every  ten  years  after  primary  immunization  is 
recommended  throughout  life  in  healthy  patients.4-22 
It  is  also  widely  agreed  that  all  persons  over  age  65 
should  receive  influenza  vaccine  yearly  since  most 
influenza-related  deaths  occur  in  those  over  age  65, 
especially  those  with  chronic  illness.30  Amantadine 
hydrochloride,  an  antiviral  drug,  may  be  useful  for 
elderly  persons  who  need  protection  during  an  epi- 
demic but  have  not  been  vaccinated.  It  protects  only 
against  influenza  A,  not  influenza  B,  and  must  be 


EDITOR’S  COMMENT:  At  present,  the  American  Cancer 
Society  recommends  “a  mammogram  every  year  for  asympto- 
matic women  over  age  50  and  a baseline  mammogram  for  those 
between  35  and  40.  Women  aged  40  to  50  should  consult  their 
physician  about  their  individual  need  for  mammography.” 
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taken  daily  for  the  duration  of  the  epidemic  (usually 
six  to  eight  weeks)  or  until  active  immunity  can  be 
expected  to  develop  (10  to  14  days  after  vaccina- 
tion).30 

Data  on  the  value  of  pneumococcal  vaccine  in  the 
elderly  are  inconclusive.  Although  no  strong  recom- 
mendation can  be  offered  on  whether  to  vaccinate 
routinely  those  over  age  65,  it  appears  reasonable  to 
offer  it  at  five-year  intervals.31 

Chronic  open-angle  glaucoma.  Glaucoma  would 
appear  to  be  an  ideal  disease  for  preventive  screen- 
ing in  the  elderly  because  it  occurs  primarily  in  this 
age  group  (0.36-2.4%  of  the  population  over  age  40) 
and  has  a long  asymptomatic  period.3'  However, 
data  on  the  progression  of  the  disease  with  and  with- 
out treatment  are  scanty  and  screening  methods  yield 
large  numbers  of  false  positive  and  false  negative 
results.22  The  Canadian  Task  Force  does  not  recom- 
mend routine  glaucoma  screening,  but  others  find  it 
reasonable  to  recommend  tonometry  and  oph- 
thalmoscopy, looking  for  characteristic  increased 
cupping  and  palor  of  the  optic  disc,  every  four  to 
five  years  after  age  40. 2 ''22 

Asymptomatic  gallstones.  The  incidence  of  gall- 
stones increases  with  age.  Autopsy  series  show  them 
to  be  present  in  30%  of  those  over  age  70. 32  The  vast 
majority  of  these  are  asymptomatic,  but  often  they 
are  found  incidentally;  and  the  question  arises  as  to 
whether  a cholecystectomy  should  be  performed  as 
a preventive  measure  to  avoid  future  complications 
such  as  acute  cholecystitis,  biliary  obstruction,  pan- 
creatitis, and  carcinoma.  In  patients  less  than  age  60, 
this  argument  may  be  valid  in  that  mortality  from 
the  surgery  is  less  than  0.5%,  and  the  risk  of  de- 
veloping carcinoma  may  just  exceed  this.  In  those 
over  age  70,  the  mortality  rate  from  surgery  rises  to 
7-8%,  and  waiting  for  symptoms  to  develop  before 
doing  surgery  has  not  been  shown  to  increase  the 
mortality  rate.32,33  Of  course,  in  the  presence  of 
symptoms,  age  alone  should  not  affect  the  decision 
to  do  surgery. 

Summary 

To  provide  optimal  preventive  health  care  to  the 
elderly,  it  is  necessary  to  assess  the  interaction  of 
physical,  mental,  and  social  factors.  Ideally  this  is 
done  with  physicians  working  closely  with  members 
of  allied  disciplines  such  as  social  work,  occupational 
and  physical  therapy,  nursing,  pharmacy,  dietetics, 
and  communicative  disorders  to  give  a comprehen- 
isve  assessment.  Because  of  the  prevalence  of  re- 
mediable, often  asymptomatic  disorders  in  the  el- 
derly, routine  screening  and  case  finding  appear  to 
be  justified.  The  real  value  of  such  health  screening 
for  the  elderly  is  well  summarized  by  Thomas34: 
“ . . . while  this  form  of  routine  examination  will 
reveal  a few  cases  of  potentially  fatal  diseases ...  its 
great  value  lies  in  the  discovery  of  a vast  number  of 
minor  disabilities  . . . which  if  left  undiscovered  and 
untreated  will  result  in  severe  handicap  and  greatly 
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limit  their  ability  to  cope  with  and  enjoy  life  un- 
aided.” 
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Laboratory  testing  in  the  elderly 
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Physicians  are  constantly  faced  with  having  to  in- 
terpret a variety  of  laboratory  tests  to  aid  in  diag- 
nosis. This  becomes  particularly  important  when 
caring  for  the  elderly  due  to  nonspecific  or  atypical 
disease  presentation  since  classic  textbook  signs  and 
symptoms  cannot  be  relied  upon.  Since  aging  itself, 
even  in  the  absence  of  disease,  affects  most  organ 
systems,  interpretation  of  laboratory  data  is  often 
quite  difficult  in  the  aged  patient,  since  most  labora- 
tories have  established  their  normal  values  using  a 
healthy  group  of  nonsenescent  individuals.  These 
data  may  or  may  not  reflect  the  healthy  senescent 
population.  Therefore,  it  becomes  essential  to  inter- 
pret properly  laboratory  test  results  obtained  on  this 
elderly  population.  The  following  summarizes  some 
of  the  more  commonly  used  laboratory  tests  and 
offers  suggestions  for  interpreting  results  in  the  aged. 

Hematologic  tests.  In  1972  the  World  Health  Or- 
ganization defined  as  abnormal  any  hemoglobin 
concentration  less  than  13  gm/dl  in  males  and  less 
than  12  gm/dl  in  nonpregnant  females.  Age  was  not 
listed  as  a variable,  and  is  now  generally  agreed 
that  normal  aging  in  itself  does  not  result  in  anemia. 
Thus,  thorough  evaluation  for  any  hemoglobin  level 
below  normal  is  warranted  regardless  of  age.  Ane- 
mia may  result  from  occult  blood  loss,  poor  nutrient 
absorption,  chronic  disease  or  deficiencies,  and 
achlorhydria  leading  to  an  improper  conversion  of 
dietary  iron  (ferric)  to  the  form  more  readily  ab- 
sorbed (ferrous). 

Still,  controversial  studies  have  reported  an  actual 
decline  in  bone  marrow  cellularity  with  age1'2  as  well 
as  a markedly  decreased  ability  of  erythrocyte  pre- 
cursors to  incorporate  iron.3  A decline  in  serum 
iron  levels  also  has  been  reported  with  age.4  In  eval- 
uating these  studies,  however,  it  becomes  apparent 
that  conflicting  data  may  have  arisen  from  the  dif- 
ferences in  subject  selection,  and  further  research 
needs  to  be  done.  In  a study  of  292  randomly  chosen 
elderly  patients,  Htoo  and  co-workers5  failed  to  jus- 
tify any  alteration  in  hematologic  parameters  as  a 
function  of  normal  aging. 

Another  common  hematologic  test  is  the  white 
blood  cell  count  (WBC).  In  a study  of  480  elderly 
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residing  at  home,  Caird6  reported  a slightly  lower 
range  of  3,000  to  9,000  WBC/cu  mm  (normal  range: 
4,000  to  11,000/cu  mm).  This  decrease  resulted  pri- 
marily from  lower  lymphocyte  counts.  However,  age 
must  not  be  used  as  the  sole  explanation  for  a low 
WBC  count;  other  causes  including  drug  toxicity  as 
well  as  overwhelming  sepsis  must  be  considered. 

The  erthyrocyte  sedimentation  rate  (ESR)  has 
been  extensively  studied  in  relationship  to  age.  It  is 
now  agreed  that  the  upper  limit  of  normal  for  ESR 
increases  with  age  leading  to  a wide  range  of  values 
being  considered  normal  in  the  elderly.7  8 In  general, 
an  isolated  elevated  ESR,  especially  one  less  than  50 
mm/hr  (Westergren),  has  little  importance  unless 
correlated  with  an  abnormal  clinical  state  as  based 
on  history  and  physical  examination.  When  suspect- 
ing an  illness  clearly  associated  with  an  elevated 
ESR,  however,  ie,  polymyalgia  rheumatica,  multiple 
myeloma,  temporal  arteritis,  etc,  an  ESR  may  be 
helpful. 

Blood  chemistry  tests.  Tests  of  liver  function 
(SGOT,  serum  bilirubin,  GGT)  are  not  affected  by 
age  alone.  Alkaline  phosphatase  values  reportedly 
do  increase  slightly,9  but  this  is  thought  to  be  due  to 
non-liver  related  problems  including  malabsorption, 
renal  insufficiency,  or  bone  disease. 

Perhaps  the  best  study  examining  liver  function 
with  age  was  done  by  Kampmann  and  associates.10 
Fifty-three  apparently  healthy  persons  over  age  50 
volunteered  to  have  a liver  biopsy  to  exclude  occult 
pathology.  Results  were  correlated  with  serum  liver 
function  tests  and  retention  of  sulfobromophthalein 
and  rose  bengal  I131.  In  the  43  subjects  with  “nor- 
mal” biopsies,  no  correlation  could  be  made  be- 
tween age  or  sex  and  determinations  of  liver  func- 
tion. Therefore,  it  was  concluded  that  liver  function 
values  do  not  change  with  age  in  the  absence  of  as- 
sociated disease. 

Renal  function  tests.  Renal  function  declines  0.6 
percent  per  year  after  maturity.  Due  to  there  being 
less  muscle  mass  in  older  persons  and  therefore  less 
creatinine  production,  serum  creatinine  does  not  in- 
crease proportionally  with  age  to  the  decline  that 
occurs  in  creatinine  clearance.  In  other  words,  a 
serum  creatinine  of  1 in  an  80-year-old  may  very  well 
indicate  a 50  to  60  percent  of  normal  creatinine 
clearance. 1 1 

It  is  important  that  a false  sense  of  security  regard- 
ing renal  function  not  be  obtained  by  seeing  a nor- 
mal or  nearly  normal  serum  creatinine.  Failure  to 
obtain  a creatinine  clearance  or  take  age  into  account 
can  result  in  drug  toxicity  among  other  problems. 
However,  it  is  important  that  not  all  changes  in 
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renal  function  be  blamed  on  aging.  Problems  such  as 
chronic  urinary  tract  infections,  diabetic  nephro- 
pathy, prostatic  hypertrophy,  or  tumor  must  not  be 
overlooked. 

Oral  glucose  tolerance  test.  Although  surveys  of 
large  populations  have  revealed  little,  if  any,  change 
with  age  in  the  level  of  fasting  plasma  glucose,  the 
level  of  plasma  glucose  one  hour  after  a 50-gm  oral 
bolus  of  glucose  increases  from  a mean  of  100  mg/dl 
at  age  20  to  a mean  of  170  mg/dl  at  age  75. 12  This 
breaks  down  into  a rise  at  one  hour  of  10  mg/dl  ± 
4 mg/dl  for  each  decade  of  life. 

Although  speculative,  it  appears  that  insulin  may 
be  less  biologically  active  in  the  elderly  or  some  re- 
sistance to  the  action  of  insulin  may  occur  with  ad- 
vancing age.  It  is  clear  that  aging  results  in  higher 
“normal”  values  for  glucose  tolerance  testing;  how- 
ever, other  factors  must  be  considered  when  evalu- 
ating the  patient,  including  acute  and  chronic  illness, 
malnutrition,  obesity,  and  inactivity.  Attempts  to 
rectify  these  latter  problems  may  obviate  the  need 
to  initiate  diabetic  management  and  improve  glucose 
tolerance. 

Thyroid  function  tests.  An  extensive  review  of  thy- 
roid function  tests  in  the  elderly  was  reviewed  in 
Geriatric  Medicine  I ( Wisconsin  Med  J,  August 
1982)  and  therefore  will  not  be  repeated  here.'3 

Summary.  An  understanding  of  the  normal  aging 
process  and  its  effects  on  common  laboratory  testing 


is  essential  when  evaluating  the  elderly  patient.  For 
the  most  part,  established  normal  laboratory  ranges 
do  not  need  to  be  significantly  modified  for  the  el- 
derly. However,  exceptions  do  exist,  most  notably 
erythrocyte  sedimentation  rate,  the  oral  glucose  tol- 
erance test  and  tests  of  renal  function.  It  is  impera- 
tive that  abnormal  test  results  not  be  attributed  to 
aging  alone.  The  clinician  must  be  careful  not  to 
overlook  the  need  for  further  diagnostic  evaluation. 
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Preoperative  assessment  of  the  elderly 


Jovan  L Djokovic,  MD,  Janesville,  Wisconsin 

Preoperative  assessment  and  the  medical  care 
of  the  elderly  were  historically  the  stepchildren  of  the 
medical  community.  Many  treatable,  pathological 
conditions  were  often  attributed  to  old  age  and  fur- 
ther evaluations  were  not  pursued. 

Early  in  medical  literature,  Alexander  Trallianus 
(525-605),  in  his  book  “De  Re  Medica,”  stated  that 
there  was  no  treatment  for  old  age  and  that  the  med- 
ical practitioner  should  stay  away  from  attending 
old  people.  The  treatment  was  “bound  to  be  un- 
successful,” he  stated,  and  the  “only  result  would  be 
a diminished  reputation  for  the  practitioner.”1  At 
that  time  a physician’s  reputation  was  one  of  the 
main  means  of  insuring  a prosperous  medical  prac- 
tice. Unfortunately,  even  today  many  physicians 
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share  this  belief.  Alton  Ochsner  as  recent  as  1967 
wrote,  “In  1927  as  a young  Professor  of  Surgery 
at  Tulane  Medical  School,  I taught  and  practiced 
that  an  elective  operation  for  an  inguinal  hernia  in 
patients  older  than  50  years  was  not  justified.”2 

At  the  same  time,  a special  type  of  discrimination 
was  beginning  to  be  recognized,  “agism.”  Published 
less  than  ten  years  ago,  Butler  and  Lewis’  definition 
of  the  elderly  patient  was  “a  sickly,  depressed  and 
depressing  object,  whose  medical  problems  are  in- 
tractable and  who  has  little  to  gain  from  medical 
attention.”3 

A recent  survey  (1976)  of  the  Social  Security  De- 
partment of  Census  states  that  “more  than  10%  of 
the  total  population  of  the  United  States  is  over  65 
years  old,  and  that  half  of  them  will  require  surgery 
before  they  die.”4  The  mortality  rate  of  10%  is  de- 
clining steadily  and  the  quality  of  life  is  consistently 
improving. 
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Jean  Roger-LeGall,  et  al,  using  the  previous 
health  status,  age  and  severity  of  acute  illness  before 
admission  to  the  Intensive  Care  Unit,  indicated  that 
the  severity  of  the  acute  illness  is  the  best  indicator 
of  long-term  survival.5 

Faced  with  the  problem  of  preparing  the  elderly 
patient  for  surgery,  it  is  essential  that  all  prejudices 
be  discarded.  The  emphasis  should  be  on  trying  to 
improve  the  long-term  pathological  condition  and 
understanding  the  pathophysiology  of  acute  illness. 
It  is  impossible,  even  with  the  most  elaborate  statis- 
tical analysis,  to  determine  an  average  actual  con- 
dition that  will  apply  to  all  patients.  It  is  our  good 
fortune  that  we  do  not  deal  with  the  statistical 
average,  but  with  the  individual  patient.  There  is 
nothing  depressing  about  evaluating  the  elderly  pa- 
tient; instead,  this  should  be  viewed  as  a challenging 
experience  which  is  most  gratifying  if  success  ensues. 
Success  is  not  unreachable.  At  worst,  we  have  nine 
out  of  ten  chances  that  we  will  succeed.  The  better 
the  evaluation,  the  better  the  odds;  it  is  essential, 
however,  to  have  a plan  of  action. 

The  age  of  the  patient  can  serve  as  a significant 
warning  sign.  Although  most  physiological  param- 
eters change  with  age,  there  can  be  no  excuse  for  not 
assessing  them.  These  parameters  are  given  so  that 
we  must  accept  and  adjust  our  care  accordingly.  Do 
not  forget  that  they  were  present  before  the  acute 
illness  occurred  and  the  patient  lived  with  them. 
However,  these  parameters  require  precision  in  our 
actions  and  accuracy  in  maintaining  them.  The  prac- 
titioner must  understand  the  problem,  have  a yard- 
stick for  assessing  the  progression  of  the  problem, 
and  have  a definite  goal  in  mind. 

Our  suggested  plan  of  action,  which  has  to  be 
tailored  to  each  individual  situation  and  practitioner, 
is  as  follows:  first,  an  accurate  history  and  physical 
examination.  This  process  becomes  a sort  of  art,  not 
just  limited  to  the  patient,  but  to  the  family  and  the 
professional  care  team  as  well.  Combining  infor- 
mation and  details  from  all  of  these  sources  can 
sometimes  become  life-saving. 

The  importance  of  the  pharmacological  assess- 
ment cannot  be  stressed  enough.  Ten  percent  of  all 
elderly  people  use  approximately  one  quarter  of  all 
prescribed  and  over-the-counter  drugs.  Elderly  pa- 
tients have  seven  times  as  many  adverse  drug  reac- 
tions as  do  younger  patients.6  Certain  drugs  remain 
in  the  elderly  patient  much  longer  than  in  the  young. 
The  tricyclic  antidepressants  often  prescribed  for  the 
elderly,  are  examples  of  drugs  that  can  interact  with 
certain  anesthetics  such  as  halothane  and  pancuro- 
nium; this  combination  should  be  avoided.  Again, 
we  must  stress  that  a comprehensive  assessment  of 
the  pharmacological  status  in  this  population  is  man- 
datory. 

The  evaluation  of  the  cardiologist  should  not  be 
just  for  the  purpose  of  “clearing  the  patient  for 
surgery,”  (whatever  this  means).  This  frequently 
used  term  is  interpreted  in  a myriad  of  ways  by  dif- 
ferent professionals  and  can  cause  misunderstand- 


ings between  them.  The  evaluation  must  include  the 
likelihood  of  cardiovascular  complications  that 
might  not  be  evident  to  the  primary  care  practi- 
tioner. 

Pulmonary  evaluation  must  assess  the  present  res- 
piratory condition.  An  evaluation  of  the  likelihood 
of  improvement  with  therapy  that  would  not  delay 
the  operative  treatment  also  must  be  determined. 
This  information  would  establish  a baseline  for  a 
postoperative  evaluation.  In  addition,  the  realm  of 
functions  and  predictions  of  postoperative  complica- 
tions would  be  most  valuable  during  the  operative 
proceedings. 

Hepatic,  renal,  and  endocrinological  evaluations 
are  extremely  expensive  both  in  terms  of  time  and 
money,  as  well  as  discomfort  to  the  patient.  A care- 
ful analysis  of  costs  and  benefits  is  crucial  in  dif- 
ferentiating a good  evaluation  from  a bad  one. 
While  there  is  nothing  that  is  routinely  necessary, 
the  patient’s  age  should  never  be  an  excuse  for  not 
obtaining  something  if  the  situation  warrants  it. 
One  should  always  take  the  effects  of  the  age  of  the 
patient  into  account  when  interpreting  the  results.7 

Regarding  the  hematological  evaluation,  we  re- 
cognize that  the  patient  undergoing  surgery  is  going 
to  bleed,  and  the  bleeding  has  to  be  stopped.  The 
margins  of  safety  are  much  narrower  in  the  elderly 
than  in  other  populations  when  we  concern  our- 
selves with  these  issues:  how  much  blood  can  the 
patient  afford  to  lose;  what  should  be  replaced,  and 
when;  and  which  coagulation  abnormalities  are 
present  or  are  expected  to  occur. 

Neurological  conditions  that  frequently  accom- 
pany old  age  often  are  puzzling  to  practitioners  who 
are  not  consistently  involved  with  these  problems. 
An  accurate  assessment  by  a trusted  and  interested 
specialist  can  tremendously  help  the  practitioner 
grasp  the  problem  during  the  preoperative  period  of 
care. 

In  addition  to  the  specialized  help  that  can  be  ob- 
tained in  treating  the  elderly,  there  are  some  simple, 
frequently  forgotten,  but  enormously  important 
evaluations  that  require  mention.  Dental  evaluation, 
often  is  overlooked.  Disregarding  the  condition  of 
the  patient’s  teeth,  the  limitations  of  the  temporo- 
mandibular joint  and  the  presence  of  mouth  path- 
ology can  turn  a smooth  and  safe  anesthetic  into  a 
full-blown  disaster.  The  nutritional  condition  of  a 
patient  can  also  affect  the  success  or  failure  of  an 
operating  procedure.  There  are  tremendous  varia- 
tions in  the  health  status  of  the  elderly.  In  the  pre- 
operative period,  especially  for  elective  surgery,  cor- 
recting any  nutritional  inadequacy  with  sensible 
planning  and  counseling  can  be  extremely  bene- 
ficial. An  adequate  nutritional  status  not  only  affects 
the  outcome  of  the  procedure  but  also  shortens  the 
expensive  stay  in  the  hospital. 

Whenever  a geriatric  patient  becomes  confused, 
the  practitioner  is  quick  to  diagnose  “senile  de- 
mentia” or  “organic  brain  syndrome.”  Quickly 
labeling  the  confused,  elderly  patient  with  these 
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terms  is  an  excuse  on  the  part  of  those  in  charge.  To 
establish  an  exact  diagnosis  often  requires  a long 
workup.  We  must  attempt  to  exclude  carefully  the 
possibility  that  the  confused  state  is  a consequence 
of  our  management.  While  it  is  true  that  three  mil- 
lion Americans  have  a bonafide  diagnosis  of  demen- 
tia, it  occurs  in  less  than  10%  of  the  population 
age  65  and  older.  There  is  a 20%  rate  of  some 
mental  symptomatology  present  in  the  general  pop- 
ulation.8 When  we  compare  the  percentages  in  both 
the  general  population  and  the  elderly,  it  can  be  said 
that  mental  impairment  is  not  a prevalent  condition 
in  the  elderly.  Unfortunately,  those  patients  who  do 
exhibit  abnormal  mental  functioning  do  remain  in 
the  practitioner’s  memory.  Another  disturbing  prob- 
lem is  that  help  is  often  not  readily  available.  Neu- 
rologists, internists  and  psychiatrists  are  not  overly 
eager  to  accept  these  patients,  especially  in  the  pre- 
operative period  where  time  is  critical  and  answers 
are  needed.  The  elderly  patient  is  a real  challenge  for 
the  surgical  team  in  terms  of  conducting  the  ap- 
propriate treatment.  Noting  the  condition  and 
assessing  it  should  be  thorough  and  standardized  so 
that  changes  during  the  postoperative  period  can 
be  evaluated.  All  of  the  changes  of  the  baseline  con- 
dition should  be  evaluated  postoperatively  on  the 
basis  of  the  etiology.  Symptomatic  treatment  is  in- 
dicated only  after  anesthetic  and  surgical  causes  are 
excluded.  Aside  from  dementia,  other  behavior 
changes  can  be  recorded  and  dealt  with  compas- 
sionately and  professionally.  A simple  preoperative 
visit  which  provides  an  adequate  and  understand- 
able explanation  to  the  anxious  patient  will  work 
wonders. 

The  most  difficult  patients  are  those  that,  accord- 
ing to  them,  have  “always  been  in  good  health”  and 
“have  never  seen  a doctor  in  their  whole  lives.” 
Often  after  examination  a whole  Pandora’s  box  of 
chronic,  untreated,  and  dangerous  conditions  opens 
up.  The  practitioner  in  charge  should  carefully  eval- 
uate these  patients  before  accepting  the  absence  of 
illness. 

After  a careful  evaluation  of  his  own  impressions, 
including  suggestions  from  his  colleagues,  the  prac- 
titioner should  formulate  a plan  of  action.  There  will 
be  very  few  restraints  on  the  basis  of  age  alone,  but 
the  margin  of  error  is  almost  nonexistent.  At  this 
point  the  patient  has  to  be  in  the  best  possible  con- 
dition, and  careful  planning  for  the  continuation  of 
care  during  and  after  the  procedure  should  be  clearly 
delineated.  Obviously,  a flawlessly  and  expertly  ad- 
ministered technique  would  be  most  appropriate. 
Monitoring  is  one  of  the  most  difficult  decisions  to 
make  in  forming  the  action  plan.  Any  bits  of  in- 
formation that  one  can  extract  during  the  procedure 
are  precious,  but  the  processes  to  obtain  them  are 
often  expensive  in  time,  money,  and  complication 
levels.  Even  when  a procedure  may  be  costly,  there 
are  instances  where  the  information  gained  will  far 
outweigh  the  expenses  incurred  and  should  be  per- 
formed. 


The  operative  procedure  does  not  end  after  the 
patient  leaves  the  operating  room;  often  it  is  just  the 
beginning.  The  postoperative  period  is  often  as  dan- 
gerous for  the  geriatric  patient  as  the  procedure  it- 
self. The  practitioner  who  is  in  charge  of  the  pre- 
operative care  has  the  best  means  to  carry  the  patient 
throughout  the  rocky  road  of  the  transitional  period. 
The  rich  experience  that  the  practitioner  acquires 
during  the  intensive  observation  and  pharmaco- 
logical manipulation  is  too  precious  not  to  share  with 
the  others  caring  for  the  patient. 

In  conclusion,  the  preoperative  assessment  of  the 
elderly  is  a tedious,  challenging,  and  informative 
process  that  enables  the  physician  to  form  an  in- 
dividualized plan  of  action  for  one  particular  pa- 
tient. The  plan  of  action  is  constantly  tested  through- 
out the  procedures  and  the  reactions  of  the  patients 
to  the  various  pharmacological  and  physiological 
maneuvers.  Experience  is  acquired  and  used  to  en- 
rich the  continual  treatment  in  the  postoperative 
period  and  beyond. 
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Pulmonary  dirofilariasis  and 
transitional  cell  carcinoma 
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Pulmonary  dirofilariasis  occurred  in  a 79-year- 
old  man  with  known  transitional  cell  carcinoma. 
Bilateral  lung  nodules  suggesting  metastatic  car- 
cinoma were  resected  and  subsequently  identified 
as  being  caused  by  Dirofilaria  immitis.  The  typical 
features  of  human  dirofilarial  infection  are  re- 
viewed and  contrasted  with  the  unusual  clinical 
findings  in  this  patient.  ■ 
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Pulmonary  diseases  of  the  aged 


Edward  R Winga,  MD,  La  Crosse,  Wisconsin 


A survey  in  1980  revealed  that  18%  of  all  patient 
contacts  by  109  family  practice  physicians  in  the 
State  of  Wisconsin  were  with  patients  65  years  of  age 
and  older.  About  8%  of  the  contacts  with  elderly 
patients  were  due  to  diseases  of  the  respiratory  sys- 
tem.1 The  elderly  may  acquire  any  respiratory  dis- 
ease, but  they  are  particularly  susceptible  to  res- 
piratory infections,  chronic  obstructive  pulmonary 
disease,  asthma,  and  pulmonary  embolism.  The 
reasons  for  this  increased  susceptibility  are  not  en- 
tirely known,  but  they  include  the  following:  more 
associated  diseases,  weakened  immune  systems,  and 
age-related  physiologic  and  anatomic  changes  that 
occur  in  the  lungs.  Some  of  the  physiologic  changes 
that  occur  in  the  lungs  with  aging  include  a decreased 
vital  capacity  and  forced  expiratory  volume  in  one 
second  (FEV,),  increased  pulmonary  compliance,  in- 
creased alveolar-arterial  oxygen  gradient,  decreased 
arterial  oxygen  tension,  increased  pulmonary  vascu- 
lar resistance  during  exercise,  decreased  neural  out- 
put to  the  respiratory  muscles,  decreased  muco- 
ciliary clearance,  and  decreased  reactivity  of  the 
airways  leading  to  a less  effective  cough.  Anatomic 
changes  include  kyphosis,  decalcification  of  the 
ribs,  increased  calcification  of  the  costal  cartilage, 
decreased  number  of  capillaries,  decreased  alveolar 
wall  thickness,  increased  alveolar  duct  size,  and  a 
reduction  in  the  number  and  thickness  of  the  elastic 
fibers  in  the  lungs.  This  article  discusses  some  of  the 
more  common  problems  involving  the  pulmonary 
system  of  the  elderly  individual. 

Pneumonia.  An  autopsy  survey  has  shown  that  sep- 
ticemia and  pneumonia  are  the  third  and  fourth 
leading  causes  of  death  among  those  over  age  70, 
claiming  the  lives  of  28%.  Pneumonia  is  the  leading 
cause  of  death  from  infectious  disease  in  people  over 
the  age  of  65  years.  Signs  and  symptoms  of  pneu- 
monia in  the  elderly  are  often  diminished  or  absent, 
resulting  in  a delayed  diagnosis;  and  this  delay  may 
result  in  increased  morbidity.  It  is  not  uncommon 
for  the  older  patient  with  pneumonia  to  present  with 
confusion,  lethargy,  weakness,  anorexia,  and  oc- 
casionally septic  shock  with  respiratory  failure  with- 
out much  in  the  way  of  chest  symptomatology.  Two 
physical  signs  that  have  been  diagnostically  helpful, 
but  are  nonspecific,  include  an  increased  respiratory 
rate  and  an  increased  pulse.  The  bacteria  that  most 
commonly  cause  pneumonia  are  Streptococcus 
pneumoniae,  Staphylococcus  aureus,  Haemophilus 
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influenzae,  and  Legionella  pneumoniae.  Myco- 
plasma pneumoniae  is  a rare  cause  in  this  popula- 
tion. Respiratory  viral  infections  can  damage  the 
bronchial  mucosa  and  lead  to  bacterial  pneumonia. 
This  most  commonly  results  from  influenza;  how- 
ever, other  viruses  capable  of  this  include  adeno- 
viruses, rhinoviruses,  reoviruses,  and  parainfluenza 
viruses. 

The  majority  of  pneumonias  are  due  to  Strepto- 
coccus pneumoniae,  but  an  exact  etiology  is  ad- 
vantageous. Useful  studies  include  a sputum  sample 
for  Gram  stain  and  culture  plus  blood  cultures  which 
may  be  positive  in  25%  or  more  of  all  cases  of  bac- 
terial pneumonia.  Ideally,  treatment  would  be  dic- 
tated by  all  these  studies.  However,  a period  of  pre- 
sumptive treatment  can  be  followed  by  more  specific 
therapy  when  a definitive  diagnosis  is  made.  In  this 
circumstance,  a broad  spectrum  antibiotic  such  as 
ampicillin  may  be  used  at  a dosage  of  1 to  2 gm 
daily.  This  approach  should  be  modified  if  the  pa- 
tient has  chronic  pulmonary  disease,  significant 
underlying  disease,  or  if  the  infection  appears  to  be 
life-threatening.  Then  the  combination  of  an  amino- 
glycoside and  ampicillin  or  erythromycin  should  be 
used.  Community-acquired  pneumonia  caused  by 
Gram-negative  bacilli  (Escherichia  coli,  Klebsiella 
pneumoniae,  Enterobacter  aerogenes,  Haemophilus 
influenzae)  occurs  more  frequently  in  the  elderly.2 
In  addition,  we  have  become  more  aware  of  Legion- 
ella pneumophilia  as  a cause  of  pneumonia.  This 
latter  organism  is  best  treated  with  erythromycin  at 
a dose  of  2 gm  daily.  Because  of  the  above  prob- 
lems, it  is  reasonable  to  consider  the  use  of  Pneumo- 
vax®  (pneumococcal  vaccine,  polyvalent,  MSD)  and 
yearly  influenza  vaccinations  in  elderly  patients. 

Tuberculosis  is  increasing  in  incidence  as  a disease 
of  the  elderly  while  declining  in  the  younger  popula- 
tion. About  90%  of  the  cases  in  the  aged  are  caused 
by  reactivation  of  latent  tubercle  bacilli  associated 
with  an  earlier  infection.  Reactivation  seems  to  occur 
as  a result  of  malnutrition,  alcoholism,  cancer  or 
just  increasing  age.  The  older  patient  may  have 
atypical  symptoms  and  anergy  to  tuberculin  skin 
testing.3  The  tuberculin  skin  test  is  still  a useful 
diagnostic  test  when  administered  and  read  cor- 
rectly. The  treatment  of  the  elderly  patient  is  gen- 
erally easily  accomplished  with  nine  months  of  iso- 
niazid  and  rifampin.  The  infectious  stage  of  tubercu- 
losis can  be  controlled  within  a few  weeks  of  initiat- 
ing therapy.  If  drug  resistance  is  found,  then  sec- 
ondline  drugs  such  as  ethambutol,  para-amino- 
salicylic  acid  and  streptomycin  should  be  considered. 
One  should  never  add  a single  new  drug  to  a failing 
program. 
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Chronic  obstructive  pulmonary  disease.  Chronic 
obstructive  pulmonary  disease  most  often  refers  to 
chronic  bronchitis,  emphysema,  or  asthma.  Chronic 
bronchitis  has  been  defined  clinically  as  the  presence 
of  a productive  cough  during  at  least  three  months 
of  the  year  for  at  least  two  years  in  succession.  Em- 
physema is  defined  pathologically  by  distention  of 
the  distal  air  spaces  with  destruction  of  the  alveolar 
walls.  Chronic  bronchitis  and  emphysema  are  usu- 
ally associated  with  and  related  to  cigarette  smoking. 
Asthma  is  characterized  by  hyperactive  airways  on 
exposure  to  various  stimuli  which  produce  reversible 
airway  obstruction.  It  is  usually  precipitated  by  a 
viral  infection,  but  it  is  aggravated  by  smoking  and 
other  infections  or  pollutants.  Asthma  presents  a 
special  problem  because  it  has  its  onset  at  any  age 
and  often  is  missed  diagnostically.  Chronic  cough 
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Improvement  in  coronary  disease 
risk  factors  after  gastric  bypass 
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Abnormal  lipid  levels,  particularly  low  levels  of 
high-density  lipoproteincholesterol  (HDL-C),  are 
heart  disease  risk  factors  prevalent  in  obesity.  Fast- 
ing blood  levels  of  three  lipid  classes:  HDL-C, 
total  cholesterol,  and  triglycerides  were  measured 
in  morbidly  obese  patients  before,  six  and  twelve 
months  after  Roux-en-Y  gastric  bypass.  Weight 
above  ideal  (excess  weight)  in  31  women  (21-55 
years)  was  158  ±24  (S.D.)  lbs,  and  in  12  men  (26- 
49  years)  was  1 72  ± 37  lbs. 

Excess  weight  lost  after  six  months  averaged 
49.1%.  Total  cholesterol  decreased  from  198 ±47 
mg/dL  to  184  ±46  mg/dL  (p<0.05).  Abnormal 
preoperative  triglycerides  (183  ±106  mg/dL)  de- 
creased and  normalized  (112  ±56  mg/dL)  after  six 
months  (p<  0.001).  One-third  of  patients  (13)  had 
abnormally  low  HDL-C  levels  preoperatively.  Low 
normal  preoperative  HDL-C  in  31  women  (45  ±13 
mg/dL)  improved  by  six  months  to  54  ± 19  mg/dL 
(p < 0.001 );  similarly  HDL-C  in  12  men  (38  ±9 
mg/dL)  increased  to  57  ±17  mg/dL  (p<0.005). 
HDL-C  and  triglyceride  improvement  occurred 
without  proportional  correlation  to  excess  weight 
lost  by  six  months  (r=  - .118,  and  -.017  respec- 
tively). One  of  eight  diabetic  patients  remained 
hyperglycemic;  10  of  15  patients  who  were  hyper- 
tensive requiring  medication  preoperatively  became 
normotensive  by  six  months.  Total  cholesterol,  tri- 
glyceride, and  HDL-C  levels  obtained  at  one  year 
showed  little  further  change. 

After  gastric  bypass,  improvement  and  normali- 
zation of  HDL-C  and  triglyceride  levels  occurred; 
diabetes  and  hypertension  were  corrected  in  two- 
thirds  of  patients.  Risk  factors  of  coronary  heart 
disease  were  improved  by  gastric  bypass  in  the 
morbidly  obese,  and  these  changes  were  clearly 
established  by  six  months  after  operation.  ■ 


may  be  the  only  presenting  manifestation  of  asthma. 
Wheezing  results  from  many  conditions  that  cause 
localized  or  generalized  airway  narrowing.  With 
severe  airway  narrowing,  there  may  be  too  little  air 
flow  to  produce  a wheeze.  Although  asthma  is  usu- 
ally diagnosed  by  pulmonary  function  testing  that 
shows  improvement  in  the  spirogram  after  broncho- 
dilator  therapy,  patients  with  severe  obstruction 
may  need  a diagnostic  trial  of  corticosteroids  to  re- 
veal “hidden  asthma.” 

The  treatment  of  these  entities  includes  smoking 
cessation,  patient  education,  exercise,  bronchial 
hygiene,  bronchodilators,  antibiotics,  and  oxygen 
therapy.  Patient  education  may  be  the  most  im- 
portant of  all  our  various  treatment  modalities.  Pa- 
tients who  produce  large  volumes  of  sputum  will 
benefit  from  postural  drainage  and  chest  physio- 
therapy. Recent  studies  reveal  that  inspiratory  resis- 
tive training  may  improve  exercise  performance.4 
There  is  little  or  no  objective  evidence  to  support  the 
use  of  expectorants  in  customary  doses.  Minimal 
evidence  exists  in  the  literature  to  support  the  use  of 
chronic  intermittent  positive-pressure  breathing 
(IPPB)  therapy  which  is  both  costly  and  potentially 
harmful  in  patients  with  stable  chronic  airways  ob- 
struction.5 A well-designed  exercise  program  can  im- 
prove the  quality  of  life  in  chronic  obstructive  pul- 
monary disease.  Exercise  training  enables  individuals 
to  perform  the  tasks  of  everyday  living  with  more 
ease.  This  is  accomplished  by  walking,  treadmill,  or 
stationary  bicycle  training.  It  may  be  necessary  to 
use  oxygen  during  the  time  of  exercise. 

Bronchodilators  are  widely  used  and  may  elicit 
significant  improvement,  even  in  patients  with  pre- 
sumed “irreversible  air-flow  obstruction.”  This 
form  of  therapy  is  more  critical  during  the  acute 
exacerbations  of  chronic  airway  obstruction.  Theo- 
phylline given  as  an  oral  preparation  has  many  sus- 
tained-action tablets  or  capsules  available  which  will 
give  a therapeutic  blood  level  of  theophylline  for  the 
entire  24  hours  of  the  day  as  is  necessary  in  anyone 
with  significant  asthma.  Blood  levels  should  ideally 
be  monitored  when  one  questions  a therapeutic  dos- 
age. Although  the  elderly  require  lower  doses,  this 
is  particularly  true  with  congestive  heart  failure, 
renal  insufficiency,  or  hepatic  insufficiency,  and 
when  one  is  using  cimetidine  or  erythromycin,  which 
increase  serum  theophylline  levels. 

The  sympathomimetic  drugs  are  marketed  as 
both  oral  and  aerosol  preparations.  The  more  selec- 
tive B2  adrenergic  bronchodilators  include  isothena- 
rine  (Bronkosol®,  Bronkometer®),  metaproterenol 
sulfate  (Alupent®,  Metaprel®),  terbutaline  sulfate 
(Brethine® , Bricanyl®),  and  salbutamol  (Proven- 
til®  , Ventolin® ).  It  is  imperative  that  adequate  in- 
struction be  given  for  the  aerosol  inhalers,  since  it 
has  been  shown  that  about  50%  of  the  patients  will 
use  their  aerosols  incorrectly. 

Corticosteroids  also  are  very  effective  in  control- 
ling asthma,  particularly  during  acute  exacerbations. 
Recent  studies  have  shown  that  some  patients  with 
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stable  chronic  obstructive  pulmonary  disease,  as  well 
as  those  who  have  acute  respiratory  insufficiency, 
may  benefit  from  corticosteroids.6'7  The  use  of  the 
poorly  absorbed  aerosol  steroid  beclomethasone 
diproprionate  (Beclovent® , Vanceril®)  may  be  use- 
ful for  chronic  control  of  reversible  airway  obstruc- 
tion. 

Antibiotics  are  used  to  treat  exacerbations  of 
chronic  obstructive  pulmonary  disease.  They  may  be 
given  at  the  first  sign  of  infection,  whether  it  is  viral 
or  bacterial.  Often  the  viral  infections  are  followed 
by  bacterial  infections.  Since  the  most  important 
etiologic  agents  are  Streptococcus  pneumoniae  and 
Haemophilus  influenzae,  the  most  common  anti- 
biotics used  are  ampicillin  or  amoxicillin,  trimetho- 
prim-sulfamethoxazole (Bactrim®  , Septra® ),  or  tet- 
racycline. 

Oxygen  therapy  with  continuous  low-flow  oxygen 
also  will  improve  the  quality  of  life  of  chronic  ob- 
structive pulmonary  disease  patients  by  increasing 
exercise  performance,  reversing  defects  in  mentation 
and  motor  coordination,  and  decreasing  the  need  for 
hospitalization.  In  a recent  study  of  continuous 
versus  nocturnal  oxygen  therapy,  it  was  found  that 
mortality  was  significantly  lower  in  patients  treated 
with  continuous  oxygen  therapy.  Continuous  oxygen 
therapy  also  may  decrease  pulmonary  hypertension 
and  erythrocytosis  and  provide  more  adequate  con- 
trol of  peripheral  edema  than  continuous  diuretics. 
Long-term  oxygen  administration  is  expensive  and 
should  be  preceded  by  blood  gases  documenting  the 
need  for  its  use.  An  arterial  blood  oxygen  level  of 
less  than  55  mm  Hg  is  generally  required. 

Thromboembolic  disease.  The  prevalence  of  deep 
vein  thrombophlebitis  in  patients  over  65  approaches 
10-20%  and  increases  with  age.  Pulmonary  em- 
bolism, which  accounts  for  33%  of  postoperative 
mortality  in  the  elderly,  also  rises  with  age.  The  el- 
derly are  more  immobilized  than  usual  and  are  also 
exposed  more  to  trauma  because  of  poor  vision, 
arthritis,  cerebral  ischemia,  or  dementia.  This  leads 
to  an  increased  incidence  of  deep  vein  thrombosis 
and  pulmonary  embolism.  A definitive  diagnosis 
of  deep  vein  thrombosis  and  pulmonary  embolism, 
which  may  require  venography  and  lung  scan  or  oc- 
casionally pulmonary  angiography,  should  be  made 
since  the  elderly  are  more  prone  to  hemorrhage  when 
anticoagulated  with  heparin  and  warfarin.  The  best 
therapy  remains  heparin  followed  by  warfarin  for 
three  to  six  months  and  treatment  of  the  underlying 
problem  if  at  all  possible.  Only  occasionally  is  there 
a need  for  thrombolytic  therapy  or  vena  cava  inter- 
ruption. 

SUMMARY.  Pulmonary  diseases  in  the  aged  are 
frequent  and  will  continue  to  increase  in  incidence 
according  to  population  trends.  These  patients  will 
be  seen  at  home,  in  the  physician’s  office,  in  the  hos- 
pital, or  at  a nursing  home.  Practicing  physicians 
need  to  mold  their  diagnostic  and  therapeutic  ap- 


proaches to  the  more  common  pulmonary  problems 
of  the  elderly  based  on  knowledge  of  the  unique 
features  of  disease  presentation,  associated  illnesses, 
altered  pharmacokinetics  of  drug  therapy  and  each 
individual  patient’s  quality  of  life. 
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Depression  in  the  elderly 
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Symptoms  of  depression  are  extremely  common 
in  the  elderly  population.  In  a recent  community 
survey,  Blazer  and  Williams'  determined  the  rate  of 
dysphoric  symptomatology  to  be  14.7%  in  the  pop- 
ulation over  age  65.  Of  the  total  3.7%  demonstrated 
symptoms  of  major  depressive  disorder.  Similar  fig- 
ures were  determined  in  a different  sample  by  Weiss- 
man  and  Myers.2  They  also  reported  that  the  preva- 
lence of  depression  in  men  increased  with  increasing 
age  while  that  of  women  declined,  the  rates  be- 
coming approximately  equal  beyond  age  55.  There 
have  been  two  recent  studies  of  depression  in  hos- 
pitalized medical  patients.  Schuckit  et  al3  found  that 
5%  of  patients  met  research  diagnostic  criteria  for 
affective  disorder  and  that  an  additional  5%  de- 
veloped affective  disorders  during  a three-year  fol- 
lowup. They  also  noted  a 60%  three-year  mortality 
rate  among  the  depressed  patients,  which  compared 
with  32%  for  patients  with  no  psychiatric  diagnosis. 
Cheah  and  Beard4  found  an  incidence  of  depression 
of  31.3%  in  hospitalized  medical  geriatric  patients 
and  reported  that  only  12%  of  the  depressed  patients 
had  been  diagnosed  as  such  prior  to  psychiatric  eval- 
uation. The  message  of  these  numbers  is  clear:  de- 
pression is  common,  frequently  overlooked,  and 
serious. 
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That  the  elderly  are  potentially  prone  to  depres- 
sion has  long  been  obvious  to  clinicians.  Depression 
is  a multifactorial  illness  with  etiologic  bases  includ- 
ing genetic,  biochemical,  psychodynamic,  interper- 
sonal, sociological,  and  existential  factors.5  The 
normal  psychosocial  processes  of  aging  bring  in- 
creased risk  in  a number  of  these  areas.  Growing  old 
means  loss  of  physical  health,  loss  of  intimate  rela- 
tionships, loss  of  social  structure,  and  loss  of  role. 
6 7'8'9  The  effect  of  societal  expectations  of  the  elderly 
further  promotes  diminished  self-esteem,  feelings  of 
helplessness,  and  loss  of  mastery  which  predispose 
the  older  person  to  depression.10  While  several  pro- 
spective studies"-12'13  have  shown  that  the  elderly 
handle  stress  better  than  might  be  predicted,  they 
also  make  clear  that  when  major  stresses,  ie,  death 
of  a spouse,  occur  earlier  than  expected12  or  when 
multiple  crises  occur,13  the  elderly  are  at  particular 
risk  for  a major  psychosocial  disruption,  of  which 
depression  is  a typical  feature. 

In  any  age  group  the  diagnosis  of  depression  pre- 
sents a challenge.  The  term  depression  is  used  to 
describe  everything  from  a transient  mood  state  to  a 
life-threatening  syndrome.  To  make  the  matter  more 
complex,  some  patients  will  seek  help  for  minor, 
chronic  dysphoric  symptoms  while  others  will  deny 
a severely  disabling  condition.  In  the  elderly  more 
complicating  factors  come  into  play.  The  elderly 
are  more  prone  to  medical  illness  which  can  produce 
depressive  symptoms  and  they  are  more  likely  to 
take  medications  which  induce  depression.  They  are 
also  less  likely  to  present  with  the  complaint  of  dys- 
phoric mood.  More  commonly,  the  depressed  elderly 
patient  will  present  with  somatic  complaints  or  ap- 
parent deficits  in  memory  or  cognition.  As  a result, 
the  physician  can  be  misled  into  pursuit  of  a host  of 
medical  illnesses  or  into  a diagnosis  of  dementia, 
with  the  potentially  tragic  result  of  missing  an  emi- 
nently treatable  illness.  This  can  be  especially  disas- 
trous if  the  depressed  patient  is  diagnosed  as  de- 
mented, in  which  case  the  patient’s  family  could  be 
led  to  choose  institutionalization  as  their  only  re- 
course. 

The  key  to  resolution  of  this  problem  is  the  de- 
velopment of  the  ability  to  diagnose  a major  de- 
pressive episode  in  the  presence  of  all  of  the  compli- 
cating factors.  The  best  available  symptomatic 
guidelines  are  those  of  DSM-III  (Table  1).  A patient 
who  meets  these  criteria  deserves  further  evaluation 
for  depression.  The  next  step  is  to  further  clarify  the 
clinical  situation.  Major  depressive  episodes  can  per- 
sist from  several  weeks  to  over  a year,  so  duration 
of  symptoms  is  critical.  Past  history  or  family  his- 
tory of  depression,  mania,  alcohol  abuse,  or  suicide 
add  further  evidence  of  a major  depressive  episode. 
Severity  of  the  depression  can  be  gauged  by  con- 
sideration of  the  degree  of  the  patient’s  hopelessness 
and  loss  of  self-esteem  and  by  the  level  of  psycho- 
social disruption.  With  the  elderly  it  is  necessary  to 
remember  that  certain  levels  of  hopelessness  and  loss 
of  self-esteem  may  be  appropriate  to  their  situation. 
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Table  1 — DSM-III  diagnostic  criteria 
for  major  depressive  episode 


A.  Dysphoric  mood  or  loss  of  interest  or  pleasure  in  all 
or  almost  all  usual  activities  and  pastimes. 

B.  At  least  four  of  the  following  symptoms  have  each 
been  present  nearly  every  day  for  a period  of  at  least 
two  weeks. 

1 . Poor  appetite  or  significant  weight  loss  or  increased 
appetite  or  significant  weight  gain. 

2.  Insomnia  or  hypersomnia. 

3.  Psychomotor  agitation  or  retardation. 

4.  Loss  of  interest  or  pleasure  in  usual  activities,  or 
decrease  in  sexual  drive. 

5.  Loss  of  energy;  fatigue. 

6.  Feelings  of  worthlessness,  self  reproach,  or  exces- 
sive or  inappropriate  guilt  (either  may  be  de- 
lusional). 

7.  Complaints  or  evidence  of  diminished  ability  to 
think  or  concentrate. 

8.  Recurrent  thoughts  of  death,  suicidal  ideation, 
wishes  to  be  dead,  or  suicide  attempt. 

C.  Neither  of  the  following  dominate  the  clinical  picture 
when  an  affective  syndrome  is  absent  (ie,  symptoms 
in  criteria  A and  B above): 

1.  Preoccupation  with  a mood-incongruent  delusion 
or  hallucination. 

2.  Bizarre  behavior. 

D.  Not  superimposed  on  either  schizophrenia,  schizo- 
phreniform disorder,  or  a paranoid  disorder. 

E.  Not  due  to  any  organic  mental  disorder  or  uncompli- 
cated bereavement. 


The  critical  factors  become  degree  of  change  from 
the  patient’s  normal  baseline  and  the  disparity  be- 
tween the  patient’s  view  of  his  or  her  reality  and 
that  of  an  outside  observer.  The  greater  these  dif- 
ferences, the  more  severe  the  depression.  Finally, 
acute  grief  reactions  can  meet  all  symptomatic  cri- 
teria for  a major  depressive  episode,  so  patients  who 
have  suffered  a recent  major  loss  should  not  be  con- 
sidered depressed  unless  they  display  extreme  hope- 
lessness or  loss  of  self-esteem  or  unless  the  symptoms 
have  not  abated  several  months  after  the  loss. 

Once  the  diagnosis  of  depression  is  established, 
two  concerns  must  be  dealt  with  prior  to  consider- 
ation of  treatment.  These  are  medical  illness  and 
medications  which  can  produce  depressive  symp- 
toms.1415 Hypo-  and  hyperfunction  of  thyroid,  para- 
thyroid, and  adrenal  glands  can  produce  depression, 
with  hypothyroidism,  apathetic  hyperthyroidism  and 
hyperparathyroidism  the  most  common  causes  in 
the  elderly.  Depression  is  very  common  in  Parkin- 
son’s disease  and  treatment  of  the  underlying  disease 
often  produces  resolution  of  the  depressive  symp- 
toms. Other  diseases  to  consider  are  intracranial 
masses,  pernicious  anemia,  pancreatic  carcinoma, 
uremia,  and  chronic  heart  failure.  Dementia  in  its 
earliest  stages  can  present  as  depression,  the  recog- 
nition of  memory  loss  and  insight  into  its  implica- 
tions being  a powerful  psychological  blow. 

Among  the  medications,  the  worst  offenders  in 
terms  of  producing  depressive  symptoms  are  the 
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antihypertensives.  Depression  is  predictable  with  re- 
serpine  treatment  and  it  is  quite  common  with  meth- 
yldopa.  Propranolol,  guanethidine,  hydralazine,  and 
clonidine  also  have  been  linked  to  depressive  symp- 
toms. Depression  which  occurs  coincident  with  in- 
stitution of  treatment  with  any  of  these  medications 
requires  trial  discontinuation  of  the  medication  with 
observation  for  disappearance  of  the  symptoms. 
Other  medications  known  to  induce  depression  are 
digoxin,  L-dopa,  corticosteroids,  estrogens,  anti- 
neoplastic agents,  and  cimetidene.  Among  the  psy- 
chotropic drugs,  antipsychotics  can  produce  a state 
of  akinesia  which  can  mimic  depression.  All  medica- 
tions with  a central  nervous  system  depressant  effect 
can  produce  lethargy  and  apparent  loss  of  interest 
which  also  could  be  mistaken  for  depression. 

There  are  a variety  of  treatment  modalities  which 
are  effective  for  depression  of  all  levels  of  severity. 
For  less  severe  depression  in  which  the  biological 
symptoms  are  not  prominent,  psychotherapy  is 
the  treatment  of  choice.  Earlier  ideas  about  the  in- 
effectiveness of  psychotherapy  in  the  elderly  have 
been  strongly  challenged.16  As  is  true  of  all  ages, 
personality  characteristics  and  motivation  to  change 
help  dictate  what  blend  of  supportive  and  uncover- 
ing therapy  is  appropriate  for  each  individual.  For 
the  elderly,  supportive  therapy  means  providing  a 
regular  contact,  very  important  to  somebody  who 
has  lost  many  relationships,  and  helping  patients 
mobilize  their  strengths  to  cope  with  life  stresses. 
This  role  is  appropriately  filled  for  many  by  their 
family  doctors  and  internists.  Uncovering  therapy 
aims  towards  a sense  of  integration  of  the  life  ex- 
perience with  goals  of  increased  self-esteem  and 
sense  of  mastery. 

For  more  severe  depressions,  Weismann  et  at17 
have  clearly  shown  that  the  most  effective  treatment 
is  combined  psychotherapy  and  somatic  therapy 
(antidepressants  or  electroconvulsive  therapy).  Al- 
though both  somatic  modalities  are  effective  by 
themselves,  the  need  for  psychotherapy  can  never  be 
neglected. 

Drug  treatment  of  depression  requires  attention  to 
the  pharmacokinetic  changes  which  occur  with 
aging.  Reductions  in  the  ratio  of  lean  body  mass  to 
fat,  serum  albumin,  hepatic  function,  and  renal 
excretion  lead  to  prolonged  half-lives  and  greater  ac- 
cumulation of  drugs  in  the  elderly.  For  tricyclic 
antidepressants,  the  most  toxic  of  the  psychotropic 
drugs,  these  changes  demand  that  careful  attention 
be  paid  to  the  type  of  drug  prescribed  and  to  its  dose. 
The  antidepressants  possess  several  side  effects 
which  are  of  potential  danger  to  the  elderly.  The 
alpha-adrenergic  blocking  effect  can  produce  hypo- 
tension and  predispose  to  falls,  myocardial  infarc- 
tion, and  cerebrovascular  accidents.  The  quinidine- 
like  effect  on  the  heart  can  slow  electrical  conduction 
in  toxic  dose  ranges.  The  anticholinergic  effects  in- 
crease risks  for  glaucoma,  urinary  retention,  con- 
stipation, and  delirium  and  often  cause  dry  mouth 
and  constipation.  The  antihistaminic  activity  pro- 


duces sedation.  Amitriptyline  and  doxepin  have  the 
most  potent  alpha-blocking  effects  and  both  are 
strong  sedatives.  In  addition  amitriptyline  is  the 
strongest  anticholinergic  agent.  For  these  reasons  it 
is  best  not  to  prescribe  these  drugs  for  the  elderly. 
Nortriptyline  is  probably  the  safest  since  it  is  the  one 
in  which  there  is  a clearly  defined  therapeutic  win- 
dow of  serum  levels.  This  allows  an  effective  check 
against  development  of  toxic  levels.  Other  useful 
drugs  are  imipramine  for  patients  with  severe  sleep 
disturbance,  desipramine,  the  tricyclic  with  the  least 
potent  of  all  the  above  mentioned  side  effects,  for 
patients  with  extreme  lethargy  or  hypersomnolence, 
and  trazodone,  the  newest  antidepressant  which  has 
virtually  no  anticholinergic  activity.  Initial  doses  of 
the  tricyclics  should  be  25  mg  at  bedtime  for  one 
week.  For  nortriptyline,  a serum  level  is  then  ob- 
tained and  adjustments  made  as  necessary.  For  the 
others,  careful  increases  of  25  mg  per  week  to  75  mg 
is  the  best  course.  Symptoms  and  side  effects  are 
carefully  monitored  along  the  way.  An  effective 
starting  dose  for  trazodone  is  50  mg  at  bedtime. 

For  the  severely  depressed  patient  who  has  not 
responded  to  antidepressants,  is  acutely  suicidal,  is  in 
medical  jeopardy  because  of  the  depression,  or  is 
psychotic,  electroconvulsive  therapy  is  the  treatment 
of  choice.  It  is  more  effective,  faster,  and  safer  than 
treatment  with  antidepressants.18  When  the  convul- 
sion is  induced  by  unilateral,  nondominant  stimula- 
tion, post-treatment  confusion  and  memory  losses 
are  minimal.19 

One  of  the  major  reasons  for  treatment  of  depres- 
sion in  the  elderly  is  the  high  risk  of  suicide  in  this 
population,  especially  in  white  males  who  carry  by 
far  the  highest  risk  of  suicide  of  any  group  in  our  so- 
ciety.20 Besides  depression,  other  risk  factors  are 
being  divorced  or  widowed,  social  isolation,  physical 
illness,  and  alcohol  abuse.21  The  prevalence  of  these 
factors  in  the  elderly  probably  accounts  for  part  of 
the  high  suicide  rate.  This  high  risk  for  suicide  makes 
it  essential  that  all  patients  be  asked  whether  they 
have  ever  entertained  thoughts  of  death.  With  early 
recognition  and  intervention,  many  potential  sui- 
cides can  be  prevented. 

As  indicated  above,  many  less  severe  depressions 
can  be  handled  by  general  practitioners  through  use 
of  supportive  psychotherapy  with  low  doses  of  anti- 
depressants as  adjuncts.  Psychiatric  referral  is  in- 
dicated if  the  patient  meets  diagnostic  criteria  for  a 
major  depressive  episode,  if  the  patient  is  suicidal,  if 
the  depression  puts  the  patient  at  risk  through  in- 
adequate hydration,  nutrition,  or  poor  medication 
compliance,  if  there  is  diagnostic  confusion  between 
depression  and  dementia,  or  if  family  dynamics  play 
a significant  role  in  the  maintenance  of  the  depres- 
sive symptoms. 

Summary.  Depression  is  a common,  underdiag- 
nosed, and  serious  illness  of  the  elderly.  Careful  at- 
tention to  depression  as  a diagnostic  possibility  and 
application  of  proven  treatment  measures  can  relieve 
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unnecessary  suffering  and  at  times  even  save  the  lives 
of  some  of  our  elderly  patients. 
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Medical  management  of  hip  fractures  in  the  elderly 
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Despite  numerous  advances  in  modern  medicine, 
a fracture  of  the  proximal  femur  still  remains  a 
harbinger  of  death  for  the  elderly  patient.  Today  the 
incidence  of  hip  fractures  in  white  women  over  65 
years  of  age  is  909  per  100,000  and  almost  twice  as 
high  for  those  women  over  age  80.'  Women  are  af- 
fected three  times  as  often  as  men,  with  those  of 
northern  European  extraction  affected  most  fre- 
quently. In  fact,  women  in  this  latter  group  have  a 
one  in  four  chance  of  sustaining  a hip  fracture 
before  reaching  age  90. 2 

The  problem  of  hip  fracture,  therefore,  is  a 
common  one  likely  to  happen  to  many  elderly  pa- 
tients cared  for  by  primary  care  physicians,  and  even 
within  the  families  of  these  physicians.  All  physicians 
should  be  knowledgeable  regarding  prevention, 
recognition,  and  treatment  of  this  disorder. 

Hip  fractures  are  a frequent  cause  of  morbidity, 
institutionalization,  and  death  in  the  elderly  age 
group.  Prevention  of  fractures  by  treating  osteo- 
penia and  avoiding  falls  is  important.  Once  fractures 
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occur,  appropriate  medical  management  and  early 
surgery  followed  by  anticoagulation  and  aggressive 
rehabilitation  optimize  the  chance  for  meaningful 
recovery. 

Prior  to  modern  surgical  treatment,  the  typical 
clinical  course  of  a patient  who  suffered  a hip  frac- 
ture was  that  of  prolonged  bedrest  with  its  ensuing 
complications:  muscle  atrophy,  decubiti,  osteopenia, 
pneumonia,  urosepsis,  and  often  fatal  pulmonary 
thromboembolism.  Even  today,  with  early  and  ex- 
cellent surgical  management,  femoral  neck  fractures 
remain  a frequent  cause  of  death.  Mortality  statistics 
show  a 2.5  year  survival  rate  of  only  65  percent3  and 
a 4-year  survival  rate  of  85  percent  in  men  and  59 
percent  in  women.4  Pulmonary  emboli  may  cause  up 
to  a 10  percent  mortality  rate  within  three  months.5  6 
For  those  who  survive,  social  deterioration  is  noted 
in  nearly  half.3  Institutionalization  occurs  in  over  40 
percent  with  only  a third  of  those  rehabilitated  to  the 
point  of  being  able  to  return  home  within  one  year.7 

Although  in  the  past  hip  fractures  were  considered 
to  be  “a  preterminal  event  of  considerable  cost,  both 
in  economic  loss  and  psychosocial  well-being,”  this 
still  is  not  far  from  reality  for  many  elderly.  Pre- 
vention is  perhaps  the  only  way  to  avoid  all  of  the 
complications  listed  above.  Patients  with  wrist  frac- 
tures, vertebral  compression  fractures,  or  with  evi- 
dence of  osteopenia  on  routine  x-ray  films  should  be 
evaluated  for  metabolic  bone  disease,  a major  risk 
factor  for  developing  a hip  fracture. 

A diet  history  regarding  the  intake  of  calcium  and 
vitamin  D is  essential.  Serum  calcium,  phosphorus, 
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and  alkaline  phosphatase  should  be  obtained.  An 
elevated  alkaline  phosphatase  with  or  without  the 
finding  of  a low  calcium  and  phosphorus  should 
suggest  a diagnosis  of  osteomalacia  resulting  from 
vitamin  D deficiency.  A low  level  of  25-OH  vitamin 
D confirms  the  diagnosis.  If  osteomalacia  is  found 
and  there  is  no  evidence  of  malabsorption  or  renal 
tubular  defects,  400-800  IU  daily  of  vitamin  D orally 
is  adequate  to  replace  the  deficits.  Higher  doses 
should  be  avoided  as  these  may  result  in  vitamin  D 
toxicity  and  even  an  increase  in  negative  calcium 
balance.  Pelvic  films  or  skeletal  surveys  are  useful 
in  evaluating  the  possibility  of  Paget’s  disease,  mul- 
tiple myeloma,  metastatic  disease,  or  other  causes  of 
osteopenia.  Paget’s  disease  should  be  treated  only  if 
symptomatic.  Treatment  for  metastasis  from  neo- 
plasms should  be  based  on  the  primary  cell  type; 
radiation  therapy  may  prevent  fractures  of  weight- 
bearing long  bones.  Serum  and  urine  immunophore- 
sis  will  help  rule  out  multiple  myeloma.  Those  with 
osteopenia  following  steroid,  diphenylhydantoin 
(Dilantin®),  or  phenobarbital  usage  must  be  eval- 
uated regarding  the  necessity  of  continuing  drug 
treatment.  Hyperparathyroidism  also  can  result  in 
osteopenia  and  must  be  considered. 

If  no  etiology  other  than  idiopathic  osteoporosis 
is  found,  exercise  as  tolerated,  1500  mg  of  elemental 
calcium  per  day,  and  400  IU  vitamin  D per  day  may 
decrease  calcium  resorption  from  bone.  Patients 
should  be  evaluated  by  a dietitian,  instructed  in  a 
proper  diet,  and  then  supplemented  to  a total  of 
1500  mg  of  elemental  calcium  (diet  plus  supple- 
ment). This  approach  may  decrease  the  number  of 
pills  the  patient  must  take.  The  use  of  estrogens  in 
postmenopausal  women  has  been  shown  to  retard 
bone  loss;  however,  careful  pelvic  examinations  and 
vigilance  for  endometrial  carcinoma  are  recom- 
mended in  those  women  who  have  not  had  a hyster- 
ectomy.8 The  risk  of  endometrial  cancer  appears  to 
be  dose-related  and,  therefore,  dosage  should  be 
kept  low.  Cyclic  therapy  with  estrogen  plus  proges- 
terone on  days  9-21  significantly  reduces  the  risk  of 
endometrial  cancer  and  may  even  be  protective; 
many  older  women,  however,  have  adjusted  to  the 
cessation  of  menses  and  therefore  may  not  accept 
estrogen  therapy. 

Because  falling  is  a major  cause  of  hip  fractures, 
the  elderly  person’s  living  quarters  should  be  care- 
fully evaluated  for  broken  steps,  loose  rugs,  or 
electric  cords  potentially  leading  to  a fall.  Sensory 
input  may  be  maximized  with  properly  prescribed 
glasses  or  cataract  surgery  as  indicated.  Some  cases 
of  early  senile  macular  degeneration  may  now  be 
treated  with  laser  therapy.  Cardiac,  cerebrovascular, 
orthopedic,  and  drug-related  conditions  which  may 
result  in  falls  should  be  treated.  It  should  be  noted 
that  up  to  a quarter  of  those  who  fall  and  are  found 
to  have  broken  proximal  femurs  actually  suffered 
their  broken  hip  first  and  then  fell — the  osteopenic 
hip  fractured  under  the  load  of  weight-bearing.  In 
fact,  even  daily  events  as  minor  as  opening  a window 
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or  picking  up  a grandchild  may  lead  to  fracture,  es- 
pecially in  the  spine. 

Unfortunately,  many  patients  present  with  hip 
fractures  without  prior  warning.  The  clinician’s  job 
at  this  point  is  to  stabilizie  the  patient.  There  is 
evidence  that  a majority  of  these  patients  have 
underlying  medical  illness.  One  study  of  elderly 
women  showed  a large  prevalence  of  disease:  cardio- 
vascular, 78  percent;  mental  dysfunction,  39  percent; 
anemia,  25  percent;  pulmonary  disease,  14  percent; 
endocrine,  12  percent;  hypokalemia,  14  percent; 
hypoxemia,  11  percent;  neurological,  10  percent.  A 
majority  were  receiving  drug  treatment  (87  percent), 
with  26  percent  taking  digoxin.9 

Initial  physical  assessment  in  addition  to  evalua- 
tion of  the  hip  should  include  a blood  pressure  check 
and  careful  examination  of  the  skin,  central  nervous 
system,  cardiorespiratory  system,  and  neurovascu- 
lar status  of  the  affected  limb.  The  skin  should  be 
protected  beginning  from  the  first  moment  the  pa- 
tient arrives  in  the  emergency  room.  This  pertains 
to  the  malleoli  of  the  ankles,  especially  the  one  on 
the  affected  leg,  the  sacrum,  and  the  greater  tro- 
chanter of  the  hip. 

Admitting  laboratory  tests  must  include  serum 
electrolytes,  calcium  and  phosphorus,  alkaline  phos- 
phatase, complete  blood  cell  count,  urinalysis,  chest 
x-ray,  electrocardiogram,  prothrombin  time,  and 
partial  thromboplastin  time.  Digoxin  or  other  drug 
levels  may  be  useful.  Arterial  blood  gases  on  room 
air  should  be  performed  in  patients  with  known 
respiratory  problems. 

The  hallmark  of  good  management  for  hip  frac- 
ture is  that  a surgical  repair  be  “urgent  but  not 
emergent.”  In  other  words,  the  patient  should  be 
stabilized  prior  to  surgery.  Anemia  either  preexisting 
or  resulting  from  blood  loss  due  to  the  fracture 
should  be  corrected  as  soon  as  possible.  Other  im- 
portant aspects  of  preoperative  management  in- 
clude adjustment  of  antihypertensive  medications, 
treatment  of  any  infections  found  on  initial  evalua- 
tion, and  stabilizing  blood  sugar  and  serum  electro- 
lytes. The  presence  of  congestive  heart  failure  should 
mandate  cardiologic  consultation  and  deferment  of 
hip  surgery. 

Early  in  the  postfracture  period,  a dreaded  comp- 
lication which  must  be  watched  for  closely  is  that  of 
nonthrombotic  fat  emboli.  After  long  bone  fracture, 
marrow  fat  may  be  released  into  the  venous  circula- 
tion. When  filtered  by  the  lung,  it  may  obstruct 
smaller-sized  pulmonary  vasculature.  Free  fatty 
acids  released  by  lipolysis  induce  a toxic  vasculitis 
which  may  include  the  central  nervous  system.  Onset 
of  delirium,  coma,  and  adult  respiratory  distress 
syndrome  with  evidence  of  anemia  and  thrombo- 
cytopenia may  be  rapid.  Although  treatment  is 
largely  supportive  at  present,  new  ways  to  treat  this 
disorder  are  being  explored.  Early  recognition  is 
necessary  if  high  mortality  rates  are  to  be  avoided. 

Perioperatively,  orthopedic  surgeons  often  use 
prophylactic  antibiotics,  which  have  been  shown  to 
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decrease  wound  infection.10  After  the  implantation 
of  a prosthesis,  prophylactic  antibiotic  coverage  for 
dental  procedures  is  recommended  for  life  by  some, 
though  this  remains  controversial.  The  actual  surgi- 
cal technique  to  repair  the  hip  fracture  varies  with 
the  exact  location  of  the  fracture  and  the  individual 
surgeon’s  preference.  Emphasis  must  be  placed  on 
stability  and  early  ambulation. 

Medical  management  in  the  postoperative  period 
must  emphasize  good  skin  care  and  continued  treat- 
ment of  preoperative  medical  diseases.  Early 
ambulation  is  crucial;  pulmonary  toilet  is  important 
in  preventing  atelectasis  and  pneumonia.  Indwelling 
Foley  catheters,  with  their  risk  of  urosepsis,  should 
be  avoided  if  possible.  Evaluation  of  osteopenia 
should  take  place  at  this  time  if  not  previously  done. 

The  incidence  of  deep  venous  thrombosis  in  the 
postoperative  period  may  be  as  high  as  36  percent. 
Postoperative  anticoagulation  was  shown,  as  early 
as  1959  by  Sevitt  et  al5  and  Morris  et  al6,  to  result 
in  decreased  mortality.  Although  they  used  oral 
warfarin  (Coumadin® ),  a high  incidence  of  postop- 
erative bleeding,  particularly  into  the  wound,  has 
resulted  in  the  search  for  other  forms  of  anticoagu- 
lation. To  date,  multiple  other  agents,  including  dex- 
tran,  Ancrod,  subcutaneous  heparin,  PZ-68,  and 
platelet  inhibitors — have  shown  little  effect  in  pre- 
venting life-threatening  pulmonary  emboli. 11-16  The 
issue  remains  unsettled;  however,  it  appears  that 
anticoagulation  prevents  a number  of  embolic 
deaths  which  would  otherwise  occur.16  However, 
common  practice  does  not  include  their  utilization. 

The  degree  of  functional  recovery  after  hip  frac- 
ture is  probably  the  most  important  concern  of  the 
patient  and  family.  Studies  have  shown  that  factors 
such  as  prefracture  physical  impairments  and  dis- 
abilities, ambulatory  status,  and  ability  to  perform 
activities  of  daily  living  have  an  equal  effect  on  the 
end  result  and  that  age  is  not  a predictor  of  outcome. 
The  patient  with  poor  communication  skills,  some 
degree  of  mental  confusion,  inability  to  transfer, 
ambulate,  or  care  for  him/herself,  and  is  incontinent 
of  stool  or  urine,  is  more  likely  to  require  permanent 
nursing  home  placement  following  hip  fracture.7  Pa- 
tients with  dementia  should  have  a careful  search 
for  reversible  causes  of  dementia.  Patients  without 
dementia  appear  to  have  a higher  chance  of  func- 
tional return  following  a hip  fracture. 

Early  and  continued  physical  therapy,  ambulation 
training,  and  independent  living  evaluation  may 
make  the  difference  between  community  and  nurs- 
ing home  placement.  Once  home,  visiting  nurses 
and  even  visiting  physical  therapists  may  be  neces- 
sary. A home  visit  can  reveal  potential  environ- 
mental risks  in  need  of  adjustment. 

In  summary,  prevention  of  osteopenia  is  key  to  lim- 
iting hip  fractures.  Once  present,  vigorous  treatment 
of  osteopenia  and  steps  to  prevent  falls  should  be 
undertaken.  Even  then,  hip  fractures  may  occur. 
The  medical  management  of  hip  fractures  includes 
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rapid  evaluation  and  correction  of  electrolyte  dis- 
turbances and  anemia  and  vigilance  for  delirium,  de- 
cubiti,  infection,  fat  embolism,  and  pulmonary 
thromboembolism.  Perioperative  management  in- 
cludes prophylactic  antiobiotics  with  antibiotic 
prophylaxis  to  be  considered  for  dental  procedures 
if  a prosthesis  is  implanted.  Postoperatively,  anti- 
coagulation is  useful  in  preventing  complications 
and  even  death  from  pulmonary  emboli,  though 
hemorrhage  must  be  closely  watched  for.  Minidose 
heparin  is  ineffective  in  this  regard.  No  completely 
safe  anticoagulant  presently  exists,  and  the  clinician 
must  carefully  weigh  both  the  pros  and  cons  of  this 
therapeutic  intervention.  Functional  recovery 
depends  on  prefracture  mental  status  and  inde- 
pendence and  is  aided  by  early  surgery,  ambulation, 
and  effective  rehabilitation. 

As  the  percentage  of  those  older  than  age  65 
doubles  within  the  next  30  years,  most  likely  so  will 
the  incidence  of  hip  fractures.  Prevention  and  early 
treatment  of  osteopenia  will  help  reduce  the  inci- 
dence of  this  problem.  A fracture  of  the  proximal 
femur  managed  appropriately,  however,  need  not 
be  the  preterminal  event  it  once  was,  and  in  fact 
should  only  transiently  interrupt  the  elderly  person’s 
daily  routine  without  seriously  compromising  one’s 
quality  or  quantity  of  life. 
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“My  biggest  worry  about  In-house  data 
processing?  Computer  breakdowns. 

But  CyCare  100  arrested  that  fear.” 

Roger  Jorgensen,  Business  Manager 
Portland  Obstetric  and  Gynecology  Clinic 
Portland,  Oregon 
(5  physician  group  practice) 

"I  knew  I’d  like  the  cost  advantage  and  efficiency  of  an  in-house  system. 
But  I didn’t  want  the  responsibility  of  taking  care  of  hardware  and  the 
need  to  hire  a programmer. 

"CyCare  100  proved  to  me  that  an  in-house  system  can  be  effortless  to 
operate  and  virtually  flawless  as  far  as  breakdowns  are  concerned.” 

CyCare  100  turnkey  system  makes  independent  processing  cost 
efficient  for  smaller  practices. 


“Using  the  terminology  of  your  industry,  Doctors  Clinic  is  “up  and  running”  on  CyCare  100. 

I feel  very  strongly  that  this  system  is  grossly  understated  in  terms  of  capabilities.” 

“Our  continuing  and  increasing  enthusiam  for  this  system  is  the  result  of  our  conversion  and 
actual  use.” 

“CyCare  has  made  me  look  like  a data  processing  pro  with  no  abnormal  effort  on  my  part.” 

Frances  Weier,  Administrator 
Doctors  Clinic,  Ltd. 

Two  Rivers,  Wisconsin 
(9  physicians) 


CyCare  200 

Distributed  System 

“Five  years  of  experience  with  CyCare  are 
what  made  us  stick  with  them  when  we  decided 
to  upgrade  our  data  processing.” 

Salvatore  J.  Moreno,  Business  Manager 
Mt.  Kisco  Medical  Group 
Mt.  Kisco,  NY 
(23  physicians) 

The  advantages  of  in-house  processing  coupled 
with  large  service  bureau  flexibility. 


CyCare  300 

Turnkey  System 

“We  spent  almost  nine  months  evaluating 
suppliers.  CyCare  offered  us  the  flexibility  and 
support  our  group  required.” 

Jim  Stolhanske,  Administrator 
Park  Nicollet  MedCenters 
Minneapolis,  Minnesota 
(210  physicians) 

Offers  Medical  Schools  (CyCare  400)  and 
HMO’s  (CyCare  500)  complete  independence 
from  service  bureaus. 


North  America’s  leading 
provider  of  data  processing 
services,  software  and 
systems  to  medical  group 
practices. 


I’m  interested  in  information  about... 

□ CyCare  100  □ CyCare  200  □ CyCare  300 
□ CyCare  400  □ CyCare  500 


Contact  the  CyCare  office  nearest  you  or  send  in  the  coupon. 


Dubuque,  IA  (319)  556-3131 
Spokane,  WA  (509)  326-4220 
Willowdale,  Ont.  Canada 
(416)  499-4100 
Atlanta,  GA  (404)  955-0868 
Denver,  CO  (303)  696-1796 


Dallas,  TX  (214)  934-2745 
Chicago,  IL  (312)  296-1950 
Minneapolis  (612)  831-3319 
San  Diego,  CA  (619)  569-8266 
Portland,  OR  (503)  684-1460 
Cherry  Hill,  NJ  (609)  667-8894 
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Send  this  Coupon  to: 
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Zip 


CyCare  Systems,  Inc. 
1011  E.  Touhy  Avenue 
Des  Plaines,  IL  60018 
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Revision  of  malpractice  claims  reporting 
procedures  favored 


The  Legislature’s  Joint  Audit  Committee  voted 
in  June  to  draft  legislation  requiring  that  all  mal- 
practice claims  be  reported  to  the  Medical  Exam- 
ining Board.  Senator  Gary  George  (D-Milwaukee), 
committee  co-chairman,  indicated,  however,  that  the 
legislation  might  be  softened  in  response  to  concerns 
raised  by  the  State  Medical  Society. 

Several  representatives  of  the  State  Medical  So- 
ciety were  at  the  hearing  to  address  recommenda- 
tions made  by  the  Legislative  Audit  Bureau  in  a 
recent  evaluation  it  made  of  the  MEB. 

SMS  Immediate  Past  President  Gerald  Kemp- 
thorne,  MD,  Spring  Green,  spoke  on  peer  review 
and  impaired  physician  issues  contained  in  the 
report.  While  he  said  the  Society  is  currently  revising 
its  public  information  materials  on  physician  impair- 
ment to  point  out  that  patients  have  a right  to  report 
cases  of  suspected  impairment  directly  to  the  Exam- 
ining Board,  he  cautioned  the  Committee  that  the 
fact  that  a physician  has  a problem  with  drinking  or 
drugs  does  not  necessarily  mean  he  is  practicing 
bad  medicine. 

Doctor  Kempthorne  said  the  Society  first  tries  to 
get  an  impaired  physician  to  seek  help.  If  the  physi- 
cian doesn’t,  the  Society  reports  him  or  her  to  the 
Medical  Examining  Board. 

Rick  Reas  of  the  SMS  Physicians  Alliance  staff 
told  the  Committee  that  a distinction  must  be  made 
between  malpractice  claims  and  malpractice  settle- 
ments and  that  only  settlements  should  be  con- 
sidered for  referral  to  the  MEB. 

“In  1982  physicians  prevailed  in  53%  of  all  mal- 
practice claims,’’  Reas  pointed  out.  “It  makes  no 
sense  to  refer  all  malpractice  claims  when  less  than 
half  even  ‘appear’  to  be  meritorious.” 

Reas  said  that  the  Society  would  support  referral 
of  claims  settled  for  more  than  $25,000  or  involving 
the  death  of  a patient,  or  referral  of  all  settlements 
if  insurance  companies  were  prohibited  from  settling 
claims  without  the  consent  of  the  insured  physician. 


Persons  interested  in  the  Impaired  Physician 
Program  may  call  608/257-6781  or  toll-free  in 
Wisconsin:  1-800-362-9080  and  explain  their 
concern  to  Mr  John  LaBissoniere  or  Mr.  H B 
Maroney  of  the  State  Medical  Society  staff. 
The  caller’s  identity  will  be  kept  in  complete 
confidence. 


“Physicians  have  no  voice  in  settlement  deci- 
sions,” Reas  said.  “It  is  inappropriate  to  initiate  an 
investigation  of  unprofessional  conduct  based  solely 
on  an  insurance  company’s  economically  motivated 
settlement  practices.” 

Vaughn  Demergian,  MD,  a member  of  the  SMS 
Medical  Liability  Committee,  explained  that  insur- 
ance companies  often  settle  claims  because  it  is 
cheaper  to  settle  than  to  fight.  Doctor  Demergian 
suggested  that  a panel  of  physicians  screen  these 
cases  and  determine  whether  referral  to  the  regula- 
tory board  is  warranted.  ■ 

Board  to  form  task  force 
on  cost  containment 

The  “Preferred  Provider  Organization”  (PPO)  has 
suddenly  emerged  as  the  new  boy  on  the  block  who 
is  going  to  contain  costs.  It  is  conceived  by  many  as 
the  answer  to  the  Health  Maintenance  Organization 
(HMO). 

PPOs  are  difficult  to  discuss  because  there  is  no 
clear-cut  definition  of  one  in  the  sense  that  they  have 
many  variations  and  possibilities  insofar  as  organiza- 
tion is  concerned.  This  is  cited  by  its  proponents 
as  one  of  the  real  advantages — it  can  be  tailored  to 
the  local  situation. 

The  classic  impression  that  most  physicians  have 
of  the  PPO  is  that  it  is  a business-as-usual,  fee-for- 
service  approach  which  portends  cost  containment 
by  the  providers,  be  they  hospital  or  physician,  dis- 
counting their  fees.  Some  of  this  discount,  of  course, 
will  be  compensated  by  the  fact  that  there  will  be  no 
uncollectable  debts,  and  the  bills  will  be  paid 
promptly  with  a minimum  of  expense  to  the  pro- 
vider. 

PPOs  may  be  made  up  of  a collection  of  physi- 
cians independently  practicing,  or  as  a hospital  staff, 
or  as  a medical  society.  They  may  be  operated  by  a 
hospital,  or  they  may  well  be  sponsored  and  run  by 
an  insurance  company.  It  is  possible  to  have  any 
combination  of  above,  and  I am  sure  there  are  other 
programs  that  may  be  sponsored  by  business  or 
labor. 

On  the  surface  the  PPO  has  a great  appeal  to 
physicians — if  they  belong  to  one — because  it  pro- 
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poses  to  guarantee  patients  with  the  traditional  fee- 
for-service  medicine,  no  risk  to  the  physician,  and 
the  patient  still  has  free  choice  of  physician.  Patients 
obviously  have  the  advantage  of  saving  some  money 
if  they  use  a preferred  provider,  but  they  still  have 
the  freedom  of  choice.  If  they  go  out  of  the  system, 
it  will  cost  them  additional  money  out  of  their 
pockets.  It  also  has  appeal  to  the  purchasers  of  in- 
surance because  they  feel  they  are  getting  something 
at  less  cost  that  doesn’t  sacrifice  quality.  I am  sure 
that  nonphysician-controlled  PPOs  also  enjoy  this 
type  of  approach  because  it  gives  them  a means  and 
an  opportunity  in  the  future  to  manage  physicians 
and  the  cost  of  medical  care,  or  at  least  they  see  that 
as  a potential. 

Senator  Offner,  in  his  recent  pronouncements 
favoring  the  development  of  this  approach,  has 
stressed  that  it  is  a cost-containment  measure  be- 
cause of  the  discounts,  and  it  also  provides  utiliza- 
tion control. 

The  purpose  in  expressing  my  thoughts  on  this 
subject  is  to  emphasize  utilization  control.  No  cost- 
containment  program  is  going  to  succeed  without 
utilization  control.  In  my  view  the  key  in  the  PPO 
approach  is  that  physicians  must  retain  their  utiliza- 
tion review  prerogative.  It  hardly  needs  to  be  said 
that  if  this  power  falls  into  the  hands  of  the  insur- 
ance companies,  the  government,  or  other  people 
who  don’t  understand  the  total  situation,  it  will  lead 
to  drastic,  and  I believe,  unhappy  changes  in  the 
quality  of  medical  care  now  being  received  by  the 
American  public.  The  basic  problem  is  that  we  have 
not  really  “struck  up  the  band”  within  the  medical 
profession  to  back  the  peer  review  organizations  that 
have  been  in  existence  and  to  truly  strengthen  them 
and  make  sure  that  they  are  doing  an  adequate  job. 
At  times  this  may  reflect  our  concern  about  hos- 
pitals and  their  futures,  but  it  becomes  imperative 
that  we  control  utilization  rather  than  others. 

The  reason  for  emphasizing  utilization  control  is 
that  recent  conversations  with  some  business  leaders 
indicate  that  they  do  not  feel  PPOs  are  the  way  of 
the  future,  because  without  guaranteed  utilization 
control  there  is  no  incentive  to  control  costs.  Pro- 
viders reduce  their  reimbursement  by  percentage 
discount,  but  can  compensate  for  this  by  seeing  pa- 
tients more  often  or  doing  things  that  might  have 
borderline  indications  or  benefits.  One  man  com- 
mented that  he  felt  HMOs  provided  incentive  for 
cost  containment,  but  not  PPOs. 

It’s  going  to  be  an  interesting  and  controversial 
few  years  as  the  profession  finds  out  which  way 
things  are  going.  Through  our  Medical  Society,  it  is 
vital  for  us  as  physician  members  to  accept  the  philo- 
sophy that  we  must  be  involved  and  control  utiliza- 
tion before  the  insurance  companies  and  the  govern- 
ment take  this  whole  matter  out  of  our  hands.  ■ 
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Physician  Brie% 


• Physician  members  of  Stale  Medical  Society  of  Wisconsin 


Michael  Finkel,  MD,*  Eau  Claire,  recently  became 
associated  with  the  medical  staff  at  Victory  Memo- 
rial Hospital,  Stanley.  Doctor  Finkel  graduated  from 
Washington  University  School  of  Medicine,  St 
Louis,  Mo,  and  completed  his  internship  at  St 
Luke’s  Presbyterian  Hospital  in  Chicago.  His  resi- 
dency was  served  at  Strong  Memorial  Hospital  in 
Rochester,  NY.  He  also  is  a member  of  the  medical 
staff  at  Sacred  Heart  and  Luther  hospitals  in  Eau 
Claire. 

Robert  A Narotzky,  MD,*  Eau  Claire,  has  joined 
the  medical  staff  of  Victory  Memorial  Hospital  in 
Stanley.  Doctor  Narotzky  graduated  from  North- 
western University  Medical  School  and  completed 
his  internship  and  residency  at  Mayo  Graduate 
School  of  Medicine,  Rochester,  Minn.  A neuro- 
surgeon, Doctor  Narotzky  also  is  a member  of  the 
medical  staff  at  Sacred  Heart  and  Luther  hospitals 
in  Eau  Claire. 

Alfred  Murrie,  MD,  Eau  Claire,  recently  became  as- 
sociated with  the  medical  staff  of  Victory  Memorial 
Hospital,  Stanley.  Doctor  Murrie  graduated  from 
the  Javeriana  University  Medical  School,  Bogota, 
Columbia,  South  America,  and  served  his  internship 
at  Jefferson  Hospital,  Roanoke,  Va.  He  completed 
his  residency  in  neurosurgery  at  Jackson  Memorial 
Hospital,  Miami,  Fla.  He  also  is  a member  of  the 
medical  staff  at  Sacred  Heart  and  Luther  hospitals 
in  Eau  Claire. 

Gene  Tipler,  MD,  Eau  Claire,  is  joining  the  medical 
practice  of  Kenneth  R Humke,  MD,*  Chilton,  in 
September.  Doctor  Tipler  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School,  Madison,  in 
1980,  and  is  finishing  his  family  practice  residency 
at  Luther  Hospital  in  Eau  Claire. 

Judy  Lottmann,  MD,  Sparta,  who  recently  joined  the 
Sparta  Clinic,  Ltd,  has  become  Board  certified  by 
the  American  Board  of  Surgery.  Doctor  Lottmann 
graduated  from  the  University  of  Chicago  Pritzker 
School  of  Medicine  and  completed  her  residency 
training  at  St  Paul-Ramsey  Medical  Center  in  Min- 
nesota. She  also  is  on  the  medical  staff  at  St  Mary’s 
and  Tomah  Memorial  hospitals. 

Manucher  J Javid,  MD,*  Madison,  professor  and 
chairman  of  the  Division  of  Neurosurgery  at  the 
University  of  Wisconsin  Medical  School,  Madison, 
recently  received  the  Alumnus  of  the  Year  Award  for 
service  to  research  and  education  from  his  alma 
mater,  University  of  Illinois  College  of  Medicine, 
Chicago. 


George  E Breadon,  MD,*  Monroe,  recently  was 
elected  a fellow  of  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery.  He  has  been  as- 
sociated with  the  Monroe  Clinic  since  completing  his 
residency  in  otolaryngology  at  the  Mayo  Clinic  in 
1977. 

Sherman  P Vinograd,  MD,  Madison,  medical  direc- 
tor of  St  Mary’s  Hospital  Medical  Center,  recently 
received  one  of  the  highest  awards  of  the  Aerospace 
Medical  Association  for  his  contributions  to  the  be- 
ginnings of  American  medical  research  in  space. 
Doctor  Vinograd  received  the  Hubertus  Strughold 
Award  for  “dedication  and  distinguished  contribu- 
tions to  the  advancement  of  the  science  and  art  of 
space  medicine  for  allied  science  and  man  space 
flight.”  The  award,  named  for  the  85-year-old  sci- 
entist who  is  generally  regarded  as  the  father  of  space 
medicine,  was  presented  in  May  in  Houston,  Tex,  at 
the  association’s  annual  meeting.  Doctor  Vinograd 
was  director  of  biomedical  research  at  the  National 
Aeronautics  and  Space  Administration  prior  to 
coming  to  St  Mary’s  in  1979. 

Raymond  W Quandt,  MD*  retired  the  end  of  July 
from  general  practice  in  Jefferson.  Prior  to  starting 
his  practice  in  1946,  Doctor  Quandt  served  in  the 
Army  Medical  Corps  in  India  and  Burma.  He  has 
been  associated  with  the  Fort  Atkinson  Memorial 
Hospital  and  at  one  time  was  chief-of-staff.  Doctor 
Quandt  also  has  served  as  president  of  the  Jefferson 
County  Medical  Society.  In  1977  he  was  named 
“Man  of  the  Year”  by  the  local  Chamber  of  Com- 
merce. Being  a pilot,  Doctor  Quandt  served  as  a 
medical  examiner  for  the  FAA.  In  his  retirement 
Doctor  Quandt  plans  to  do  some  traveling,  including 
flying. 

William  B A J Bauer,  MD,*  Ladysmith,  recently 
won  18th  place  in  the  1983  “Yarns  of  Yesteryear” 
contest.  His  entry,  “Cash  on  Delivery,”  tells  of  a 
trip  on  snowshoes  to  deliver  a baby  in  an  isolated 
log  cabin  along  the  Flambeau  River.  Doctor  Bauer 
received  his  award  at  the  Spring  conference  of  the 
Wisconsin  Writers  Association  (WRWA)  held  at 
Fond  du  Lac.  The  contest  is  sponsored  annually  by 
the  University  of  Wisconsin  Extension  Arts  Develop- 
ment Unit,  WRWA,  and  Stanton  and  Lee  Pub- 
lishers, Inc. 

Dean  A Emanuel,  MD,*  Marshfield,  recently  was  ap- 
pointed program  director  of  the  National  Farm 
Medicine  Center  project  of  the  Marshfield  Medical 
Foundation.  Doctor  Emanuel  also  is  president  of  the 
Marshfield  Medical  Foundation. 
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PHYSICIAN  BRIEFS 


James  F Guhl,  MD,*  Elm  Grove,  recently  was 
elected  president  of  the  Arthroscopy  Association  of 
North  America.  Doctor  Guhl,  an  orthopaedic  sur- 
geon, is  one  of  the  original  pioneers  in  operative 
arthroscopy.  He  is  a member  of  the  faculty  at  the 
Medical  College  of  Wisconsin,  Milwaukee. 

W Joseph  Kellner,  MD,  Green  Bay,  has  joined  the 
Beaumont  Clinic,  Ltd,  Green  Bay,  in  the  Depart- 
ment of  Pediatrics.  Doctor  Kellner  graduated  from 
the  University  of  Wisconsin  Medical  School,  Mad- 
ison, and  completed  his  internship  and  residency 
training  at  the  University  Hospital  and  Clinics  and 
also  at  Madison  General  Hospital. 

Rodolfo  J Mirandilla,  MD,  Wautoma,  recently 
became  associated  with  the  medical  staff  of  Wau- 
toma Memorial  Clinic.  Doctor  Mirandilla  graduated 
from  the  University  of  Santo  Tomas  Medical 
School,  Manila,  The  Philippines.  He  practiced  in 
Manila  for  13  years  before  coming  to  the  United 
States.  He  was  a founder  of  the  Philippine  Academy 
of  Family  Practice  in  1960.  Doctor  Mirandilla  com- 
pleted a surgical  residency  in  Ohio  and  also  was  on 
the  medical  staff  for  the  State  Hospital  Medical 
Surgical  Unit  in  Richmond,  Ind,  prior  to  joining  the 
Wautoma  Memorial  Clinic. 

Michael  F Ries,  MD,*  Brownsville,  recently  retired 
from  medical  practice  in  the  Brownsville  Medical 
Center  after  completing  his  50th  year  of  practice, 
48  of  which  were  spent  in  Brownsville.  Leland  Fried- 
rich, MD,  also  of  the  Clinic,  has  practiced  in  the  vil- 
lage over  37  years  and  is  joining  the  Fond  du  Lac 
Clinic  September  1 . MDs  Steven  Bandow  and  Philip 
Keller,  who  recently  Finished  their  family  practice 
residencies  at  St  Mary’s  Hospital  Medical  Center, 
Madison,  will  be  joining  the  Clinic. 

J LeRoy  Sims,  MD,*  Madison,  has  retired  from  the 
faculty  of  the  University  of  Wisconsin  after  37  years 
of  affiliation  with  the  institution.  Doctor  Sims  grad- 
uated from  the  University  of  Texas  Medical  School 
and  in  1946,  after  serving  with  the  United  States 
Army  in  World  War  II,  joined  the  faculty  at  the 
University.  Doctor  Sims  is  now  in  charge  of  a post- 
graduate education  program  for  the  medical  staffs 
in  several  Southern  Wisconsin  hospitals. 

David  A Nye,  MD,*  Eau  Claire,  has  joined  the  med- 
ical staff  at  Victory  Memorial  Hospital  in  Stanley. 
A member  of  the  active  medical  staff  of  Sacred 
Heart  and  Luther  hospitals  in  Eau  Claire,  Doctor 
Nye  graduated  from  the  University  of  Vermont 
School  of  Medicine  in  Burlington,  and  completed 
his  residency  training  in  Montefiori  Hospital  in 

Pittsburgh,  Pa.  . , 

continued  on  page  42 


“Outstanding  Filipino  in  the  Midwest” 

A Menomonee  Falls  surgeon,  Uriel  Romey  Lim- 
joco,  MD,  has  been  named  the  “Outstanding  Fili- 
pino in  the  Midwest”  in  the  field  of  medicine  by  the 
Cavite  Association  of  America. 

The  award  is  given 
annually  to  “recognize 
Filipinos  whose 
achievement  in  their 
field  of  endeavor  has 
contributed  to  the  pres- 
tige of  the  Filipino 
people  or  to  the  im- 
provement of  the  Fili- 
pino communities  in 
the  United  States. 

Doctor  Limjoco  re- 
ceived the  award  June 
11  in  Chicago  as  part 
of  a Philippine  Inde- 
pendence Week  celebration. 

A graduate  of  the  University  of  Philippines  Med- 
ical School,  Doctor  Limjoco  taught  anatomy  there 
before  coming  to  the  United  States.  He  interned  at 
Deaconess  Hospital  in  Milwaukee  and  completed  his 
general  surgery  residency  at  the  University  of  Wis- 
consin Hospital  in  Madison  in  1967.  While  in  his 
residency.  Doctor  Limjoco  attended  graduate  school 
and  received  a Masters  Degree  in  Physiology. 

Currently  the  senior  general  surgeon  at  Falls  Med- 
ical Group  in  Menomonee  Falls,  Doctor  Limjoco  is 
certified  by  the  American  Board  of  Surgery. 

He  has  served  as  chief  of  the  Section  of  Surgery 
and  president  of  the  medical  staff  at  Community 
Memorial  Hospital  in  Menomonee  Falls. 

Active  in  both  medical  and  community  affairs, 
Doctor  Limjoco  has  served  as  president  of  the  fol- 
lowing organizations:  University  of  Philippines 
Alumni  Association  in  Wisconsin,  Waukesha  Unit 
of  the  American  Cancer  Society,  and  Waukesha 
County  North  Unit  of  the  American  Cancer  Society, 
and  the  Deaconess  Intern  Residents  Association. 

Doctor  Limjoco  is  currently  president  of  the  Wis- 
consin Division  of  the  American  Cancer  Society  and 
has  made  several  television  appearances  and  radio 
talks  as  well  as  published  in  local  newspapers  to  en- 
courage public  awareness  of  cancer  and  its  control. 
He  also  has  initiated  the  involvement  of  the  National 
Honor  Society  with  the  Cancer  Society’s  Great 
American  Smokeout. 

He  is  an  alternate  delegate  of  the  Waukesha 
County  Medical  Society  to  the  State  Medical  Society 
of  Wisconsin. 


Doctor  Limjoco 
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RECALL 

NOTICE. 


We  hereby  announce  the  follow- 
ing recall:  heart  patients,  surgery  patients, 
orthopedic  patients,  and  perfectly  healthy 
patients  who  are  due  for  preventive 
maintenance. 

The  point  is  that  we’ll  recall  any 
of  your  patients,  automatically,  at  what- 
ever interval  you  specify  up  to  five  years. 

The  cost?  Barely  a dime  each, 
plus  postage. 

You  don’t  lick  a stamp.  You  don’t  address  an  envelope. 
You  don’t  forget  a single  patient.  It’s  an  absolutely  effortless 
way  to  serve  your  people  better. 

Actually,  issuing  recall  notices  is  just  one  small  service 
of  Management  Systems  of  Wausau.  By  plugging  into  our 
master  computers,  your  statements  and  collection  notices 
can  also  be  mailed  automatically 

Our  computer  systems  will  be  customized  to  your 
needs  and  desires.  They  can  lead  to  higher  collection  rates, 
faster  accounts-receivable  turnaround  time,  greater  financial 
management  and  control,  better  use  of  staff  time,  and  more. 

No  need  for  additional  staff  or  technical  education. 
We  train  your  people  and  guide  them  every  step  of  the  way 
Even  if  you  are  already  computerized,  it  may  pay  to 
talk  to  us.  All  we’re  offering  is  better  efficiency  better  control, 
better  support,  and  better  service  for  your  patients. 

With  less  effort. 


MANAGEMENT 
SYSTEMS 

of  WAUSAU 

® 

1 800  826-0028.  We  work  hard  to  support  you. 

In  Wisconsin:  1 800  472-0023 


PHYSICIAN  BRIEFS 


Ted  Sugimoto,  MD,  Cumberland,  recently  became 
associated  with  the  Cumberland  Memorial  Hospital 
medical  staff.  Doctor  Sugimoto  graduated  from  the 
University  of  Minnesota  Medical  School  in  1978  and 
completed  his  surgical  residency  in  Saginaw,  Mich. 

Helen  A Dickie,  MD,*  Madison,  who  graduated 
from  the  University  of  Wisconsin  Medical  School, 
Madison,  recently  retired  from  its  faculty.  Doctor 
Dickie  graduated  in  1937  and  has  practiced  at  Uni- 
versity Hospital  since  1940.  She  holds  a “Master- 
ship,” the  highest  honor  of  the  American  College  of 
Physicians  and  received  the  UW  Medical  School’s 
Medical  Alumni  Citation  this  year.  Doctor  Dickie 
will  continue  to  conduct  a conference  a week  on 
chest  diseases  at  the  Veterans  Administration  Hos- 
pital in  Madison. 

John  S Poser,  MD,  Columbus,  is  currently  on  the 
medical  staff  of  the  Columbus  Community  Hos- 
pital. Doctor  Poser  graduated  from  the  University 
of  Northwestern  Medical  School  and  completed  his 
internship  at  Cottage  Hospital,  Santa  Barbara, 
Calif.  He  completed  a residency  in  surgery  at  St 
John’s  Hospital,  Grosse  Point,  Mich,  and  then  went 


to  Boston  University  Medical  Center  and  completed 
a plastic  surgery  residency.  Doctor  Poser  also  is  on 
the  medical  staff  of  the  Poser  Clinic. 

Michael  J Moran,  MD,*  Sheboygan,  recently  was 
certified  by  the  American  Board  of  Urology.  Doctor 
Moran  who  has  been  in  medical  practice  with  Chris- 
topher A Graf,  MD,*  Sheboygan,  since  1981,  grad- 
uated from  Rush  Medical  College  in  Chicago,  111. 

M Ahmad  Shah,  MD,  Shullsburg,  has  joined  the 
Shullsburg  Clinic  medical  staff.  A member  of  the 
American  Society  of  Abdominal  Surgery,  Doctor 
Shah  completed  his  surgical  residency  at  Presby- 
terian University  of  Pennsylvania  Medical  Center  in 
Philadelphia,  Pa. 

Edward  P Horvath,  Jr,  MD,*  Marshfield,  has  been 
named  medical  director  of  the  National  Farm  Med- 
icine project  of  the  Marshfield  Medical  Foundation. 
Doctor  Horvath,  a specialist  in  occupational  med- 
icine at  the  Marshfield  Clinic,  headed  the  Center’s 
feasibility  study  committee  whose  work  culminated 
in  the  announcement  of  the  NFMC  project.  ■ 


FORT  CRAWFORD 
MEDICAL  MUSEUM 

PRAIRIE  DU  CHIEN,  Wl 


• Registered  national  historic  landmark 

• 19th  century  medicine  on  display 

• Unique  health  education  exhibits 

• Medical  art  show 

Open  daily  May  1 through  October  31 
10  a.m.  to  5 p.m. 

Adults  $1  Children  $.50 


Three  building  complex  owned  by  the  Charitable.  Educational  and  Scientific 
Foundation  of  the  State  Medical  Society  of  Wisconsin 
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Before  delivery,  Anusol " Ointment*  rapidly, 
temporarily  relieves  the  itching,  burning,  and 
pain  of  hemorrhoids  of  pregnancy  and  other 
anorectal  disorders.  Used  concomitantly, 

Tucks " Pads  add  cooling,  soothing  comfort  to 
tender  anorectal  tissues.  Tucks  also  serve  as  a 
hygienic  rectal  wipe,  gently  cleansing  away 
potentially  irritating  fecal  residue. 

THEY  WORK  SO  WELL  TOGETHER! 


‘Anusol  Ointment  contains  PRAMOXINE  HCl-a  non- 
"caine,"  topical  anesthetic  derived  from  morpholine 
and  generally  recognized  as  safe  and  effective  for 
external  use.  Pramoxine  is  as  potent  as  benzocaine 
but  appears  to  be  less  sensitizing.  Its  distinct  struc- 
ture tends  to  minimize  the  risk  of  cross-sensitivity. 
Pramoxine  acts  within  three  to  five  minutes,  and  its 
anesthetic  effect  can  last  as  long  as  several  hours.  In 
addition,  Anusol  Ointment  contains  emollient,  lubri- 
cant, wound-healing,  and  protectant  ingredients. 


After  delivery,  Anusol  Ointment  and 
Tucks  Pads  work  well  together  to  maintain 
their  complementary  relief  of  postpartum 
hemorrhoids. 

After  episiotomy  or  other  vaginal/ rectal 
surgery,  Tucks  serve  also  as  an  ideal  hygienic 
wipe  or  wet  compress. 

In  nonpregnant  women,  Tucks  are  a useful 
vaginal  wipe  during 
menstrua- 
tion or 
after 

napkin  or 
tampon 
change. 


Cool! 


Comfort! 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains.  NJ  07950 


© 1983  Warner-Lambert  Company 
PD-85-JA-1441-P-1  (12-82) 


Gounty  Societies 


• Physician  members  of  Stale  Medical  Society  of  Wisconsin 


Waukesha  MDs  offer  advice  to 
residents  on  choosing  an  MD 


WAUKESHA:  The  Waukesha  County  Medical 
Society  and  the  Waukesha  County  Dental  Society 
teamed  up  recently  to  give  the  public  information  on 
how  to  choose  a physician  or  dentist  in  the  Wau- 
kesha community. 

The  two  groups  submitted  the  following  infor- 
mation to  the  Waukesha  Freeman  for  publication: 

“As  a newcomer  to  the  county,  finding  a doctor 
or  dentist  in  a non-emergency  shouldn’t  be  a prob- 
lem. 

“To  get  in  touch  with  a doctor,  telephone  the 
Waukesha  County  Medical  Society  at  414/784- 
3747  or  visit  the  office  at  850  Elm  Grove  Road, 
Elm  Grove. 

“Tell  what  kind  of  attention  you  need,  and  the 
secretary  will  give  you  the  names  of  doctors  in  your 
area.  You  make  the  choice. 

“If  you  want  to  know  something  about  the 
doctors’  backgrounds,  their  education  and  profes- 
sional experience,  the  society’s  office  can  fill  you  in. 

“There  is  a Family  Practice  Center  in  Waukesha 
that  exists  primarily  to  train  medical  school  grad- 
uates to  specialize  in  being  family  doctors — general 
practitioners. 

“Call  414/544-5959.  There  is  a three-month  wait- 
ing list,  however. 

“The  Waukesha  County  Dental  Society  can  help 
in  finding  a dentist.  Call  the  group’s  secretary, 
Michael  Inda,  1111  Delafield  Street,  414/547-1333. 

“As  secretary,  he’ll  provide  the  names  of  avail- 
able dentists,  usually  three,  from  which  you  can 
choose. 

“If  you’re  looking  for  a dentist  in  Milwaukee, 
call  the  Wisconsin  Dental  Association  at  414/276- 
4528  or  visit  the  office  at  633  West  Wisconsin 
Avenue  in  Milwaukee.” 

BROWN:  In  May  more  than  200  people  attended  the 
joint  meeting  of  the  Brown  County  Medical  Society 
and  its  Auxiliary.  G Robert  Kaftan,  MD,*  president 
of  the  Brown  County  Medical  Society,  presided.  Mrs 
Judy  Palay,  president  of  the  Auxiliary,  noted  that 
1983  is  the  50th  anniversary  of  the  birth  of  the 
Brown  County  Medical  Society  Auxiliary.  Doctor 
Kaftan  presented  the  “Medical  Service  Award”  for 
1983  to  Mr  Frank  Joswick  of  Pulaski  for  his  many 
contributions  including  his  key  role  in  bringing  two 
physicians  to  Pulaski,  his  work  on  the  Board  of  the 
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County  Commission  on  Aging,  and  his  community 
service  to  Pulaski  on  the  Economic  Development 
Committee.  Mrs  Lucianna  Flitch,  Green  Bay,  also 
was  honored  by  receiving  the  “Outstanding  Member 
Award”  from  the  Auxiliary.  The  award  was  pre- 
sented by  Mrs  Charlotte  Freedman  who  noted  her 
work  as  president  of  the  Church  Women  United  of 
Green  Bay,  secretary  of  the  “Mayor’s  Committee 
for  a Cleaner  and  More  Beautiful  Green  Bay,” 
board  member  of  Beilin  Hospital,  and  past  president 
of  the  Service  League  of  Green  Bay.  Roger  L von 
Heimburg,  MD,*  reported  on  recent  developments 
with  Governor  Earl’s  proposed  budget  and  urged 
members  to  attend  the  legislative  breakfast.  David 
P Donarski,  MD*  and  Michael  J O’Neill,  MD*  con- 
ducted the  program  which  concerned  “the  chal- 
lenges of  a medical  marriage.” 

CLARK:  At  the  July  Clark  County  Medical  Society 
meeting  held  in  Loyal,  William  F Schorr,  MD,* 
Marshfield,  was  the  guest  speaker.  He  spoke  on 
“Common  Dermatological  Problems.” 

COLUMBIA-M ARQUETTE- ADAMS:  The  summer 
meeting  of  the  Tri-County  Medical  Society  of  Co- 
lumbia-Marquette-Adams,  was  held  in  June  in 
Portage.  Thirty-four  members  and  guests  were 
present  to  hear  P Joan  Chesney,  MD,  Madison  pedi- 
atrician, speak  on  “Update  on  Antiviral  Agents.” 
Lanny  Hardy,  field  consultant  for  the  SMS’s  Physi- 
cians Alliance,  also  spoke  on  the  HMOs  and  offered 
the  services  of  SMS  in  assistance  to  physicians  in- 
dividually or  collectively  in  these  matters. 

JEFFERSON:  At  the  May  meeting  of  the  Jefferson 
County  Medical  Society,  James  Vergeront,  MD, 
medical  epidemiologist  from  the  Wisconsin  Division 
of  Health,  spoke  on  AIDS — Acquired  Immune  De- 
ficiency Syndrome.  Also  discussed  was  Earl  R 
Thayer’s  report  to  the  House  of  Delegates  at  the 
Annual  Meeting  held  in  Milwaukee  and  the  PPO 
Amendment  to  the  State  Budget.  John  C Heffel- 
Finger,  MD,*  secretary-treasurer,  presided  over  the 
meeting  and  encouraged  members  to  call  their  legis- 
lators. 

JEFFERSON:  Twenty-four  members  were  present  at 
the  June  meeting  of  the  Jefferson  County  Medical 
Society  to  hear  Earl  R Thayer,  secretary  and  general 
manager  of  the  State  Medical  Society,  speak  on 
“The  Outlook  for  Medicine  in  Wisconsin.” 
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MILWAUKEE:  The  Board  of  Directors  of  the  Med- 
ical Society  of  Milwaukee  County  held  an  extra- 
ordinary retreat  session  in  May  at  the  American 
Club  in  Kohler. 

The  object:  to  review  the  Society’s  position  on 
cost  containment  proposals,  review  membership  re- 
cruitment efforts,  and  to  review  the  Society’s  rela- 
tionship with  the  community. 

Containing  the  escalation  of  healthcare  costs  is 
obviously  one  of  the  highest  priorities  of  government 
and  business.  To  address  these  concerns,  the  MSMC 
Board  of  Directors  directed  each  Medical  Society 
committee  to  make  cost  containment  suggestions  as 
a permanent  part  of  their  committee’s  agenda. 

President  Richard  Fritz,  MD,  will  name  a new 
seven-member  permanent  Task  Force  on  Cost  Con- 
tainment. This  Task  Force  will  use  committee  sug- 
gestions and  their  own  concepts  as  tools  for  working 
with  local  businesses  which  are  seeking  to  gain  a 
handle  on  escalating  healthcare  costs. 

Preparations  have  begun  on  a second  MCMS 
newsletter.  The  publication,  now  in  the  initial  plan- 
ning stage,  will  first  be  sent  to  all  licensed  physicians 
in  Milwaukee  County  and  will  focus  on  cost  contain- 
ment ideas  and  strategies  developed  by  the  Task 
Force  and  other  Society  Committees. 

OUTAGAMIE:  At  the  May  meeting  of  the  Outagamie 
County  Medical  Society  26  members  were  present  to 
hear  Rick  Reas,  executive  assistant  of  the  Physicians 
Alliance  Division  of  the  State  Medical  Society,  speak 
on  “Malpractice — Trends  Locally  and  Nationally.” 
Election  of  officers  for  the  year  1983-84  took  place 
and  they  are  as  follows:  John  R Lindstrom,  MD,* 
Appleton,  president;  Henry  Chessin,  MD,*  Apple- 
ton,  vice-president;  and  Marvin  L Hall,  MD,* 
Appleton,  secretary-treasurer.  The  next  meeting  will 
be  held  on  September  15. 

WINNEBAGO:  Forty-one  members  of  the  Winne- 
bago County  Medical  Society  met  June  2 in  Osh- 
kosh. Kenneth  M Viste  Jr,  MD,*  Oshkosh,  spoke 
to  the  group  on  “The  Political  Situation  of  the  State 
Medical  Society.”  Thomas  J Luetzow,  MD,*  Lar- 
sen, was  accepted  into  membership.  The  next  meet- 
ing will  be  held  September  1 . ■ 


“WATS”  LINE  FOR  MEMBERS 

The  in-WATS  (toll-free)  line  can  be  used  to  contact 
anyone  at  SMS  headquarters  (330  East  Lakeside 
Street,  Madison)  from  anywhere  within  the  State  of 
Wisconsin  between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 


Radio  dispatched  truck  fleet  for 

INDUSTRY,  INSTITUTIONS, 
SCHOOLS,  ETC. 

AUTHORIZED  PARTS  & SERVICE  FOR 
CLEAVER— BROOKS 

Throughout  Wisconsin  and  Upper  Michigan 

SALES 

Boiler  room  accessories 
O,  trims 

Cleveland  controls 

and-Car  automatic  bottom  blowdown  systems 

SERVICE— CLEANING  ON  ALL  MAKES 

Complete  Mobile  Boiler  Room  Rentals 

Stevens  Point— 715/344-7310 
Green  Bay— 414/494-3675 
Madison— 608/249-6604 

PBBS  EQUIPMENT  CORP. 

5401  N Park  Dr-PO  Box  365Butler,  Wl  53007 
Phone:  414/781-9620 


For  rent: 

physician-owned 
vacation  home 

“Circle  Hill”  is  a delightful,  all-brick,  vacation 
home  located  on  a 26-acre  wooded  plot  one 
hour  north  of  Green  Bay  in  beautiful  Oconto 
County. 

The  1600-square-foot  “cabin”  features  a mag- 
nificient  stone  fireplace  in  the  “L”-shaped 
living/dining  room,  two  bedrooms,  each  with 
bath,  and  a beautiful  view  of  a spring-fed  lake 
with  one-quarter  mile  of  private  shoreline. 
“Circle  Hill”  sits  gracefully  on  a knoll  overlook- 
ing both  the  lake  and  an  elegant  cedar  woods. 
A picturesque  stream  courses  through  the 
property.  Total  privacy  is  assured. 

For  further  information  call  Ms  B Mangless 
at  41 4/494-5839  after  6:00  pm. 
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Raymond  R Richards,  MD,  79,  Eau  Claire,  died  Apr  8,  1983 
in  Rochester,  Minn.  Born  May  4,  1903  in  Chetek,  Doctor  Rich- 
ards graduated  from  the  University  of  Illinois  Medical  School 
in  1928  and  served  his  internship  at  Anker  Hospital,  St  Paul, 
Minn.  He  practiced  in  Whitehall  and  Blair  before  moving  to  Eau 
Claire  in  1942.  Doctor  Richards  retired  from  medical  practice 
in  1982.  He  was  a Charter  Fellow  of  the  American  Academy  of 
Family  Physicians  and  had  served  as  president,  in  1956,  of  the 
Wisconsin  Academy  of  Family  Physicians.  He  was  a member 
and  served  as  secretary  and  president  of  the  Eau  Claire-Dunn- 
Pepin  County  Medical  Society.  He  also  was  a member  of  the 
State  Medical  Society  of  Wisconsin  and  American  Medical  As- 
sociation. Surviving  are  his  widow,  Alice;  three  daughters, 
Susan  McKinly,  Minneapolis,  Minn;  Betsey  Bush,  Knoxville, 
Tenn;  and  Faith  Adamson  of  Destin,  Fla. 

Theodore  J Nereim,  MD,  79,  Mt  Horeb,  died  Apr  13,  1983  in 
Madison.  Born  Nov  18,  1903  in  Aurora,  111,  Doctor  Nereim 
graduated  from  the  University  of  Illinois  Medical  School  in  1932 
and  served  his  internship  at  Grant  Hospital  in  Chicago.  Active 
in  the  affairs  of  the  State  Medical  Society  of  Wisconsin,  Doctor 
Nereim  served  as  speaker  and  vice-speaker  of  the  House  of  Del- 
egates and  served  on  many  committees  of  the  Society.  He  also 
was  president  of  the  Dane  County  Medical  Society,  Wisconsin 
Academy  of  Family  Physicians,  and  had  served  as  vice-presi- 
dent of  the  American  Academy  of  Family  Physicians.  He  was 
medical  director  of  Madison  General  Hospital’s  School  of  Nurs- 
ing and  had  served  as  vice-chief  of  the  medical  staff  at  the  hos- 
pital. He  served  as  assistant  commissioner  of  health  in  the 
Division  of  Health  in  Madison,  and  was  medical  director  of  the 
Madison  Alcoholic  Treatment  Center  in  1947-54.  Doctor 
Nereim  was  a member  of  the  “50  Year  Club”  of  the  State  Med- 
ical Society  and  also  was  a member  of  the  American  Medical 
Association.  Surviving  are  his  widow,  Marion;  a son,  Thomas 
of  Carol  Stream,  111;  and  two  daughters,  Mrs  Edward  (Fois) 
Wilder  of  Edina,  Minn,  and  Anne  of  Madison. 

Conde  Flanner  Conroy,  MD,  79,  Milwaukee,  died  Apr  15, 
1983  in  Milwaukee.  Born  May  6,  1903  in  Montgomery,  Ala, 
Doctor  Conroy  graduated  from  the  Marquette  University  School 
of  Medicine  in  1928  and  completed  his  internship  at  Milwaukee 
County  General  Hospital.  Surviving  are  two  daughters,  Mrs 
Margaret  Chmielewski,  Houston,  TX;  Mrs  Patricia  Watkins, 
Amery;  and  a son,  John  of  Arlington,  TX. 

Ferdinand  0 Grassl,  MD,  61,  River  Falls,  died  Apr  20,  1983 
in  River  Falls.  Born  Nov  27,  1921  in  Stratford,  Doctor  Grassl 
graduated  from  the  University  of  Wisconsin  Medical  School, 
Madison,  in  1955  and  served  his  internship  at  Madison  General 
Hospital.  Ficensed  in  Wisconsin  in  1956,  Doctor  Grassl  became 
associated  with  the  River  Falls  Medical  Clinic  and  remained 
there  until  he  retired  in  1979.  He  then  devoted  fulltime  to  his 
fishing  lure  (Double  00)  manufacturing  and  distribution  busi- 
ness. He  was  a member  of  Pierce-St  Croix  County  Medical  So- 
ciety, the  State  Medical  Society  of  Wisconsin,  and  the  American 
Medical  Association.  Surviving  are  his  widow,  Margaret;  one 
daughter,  Patricia,  Montana;  and  one  son,  Fred  of  Roberts. 

Leonard  J Deysach,  MD,  74,  Wauwatosa,  died  May  10,  1983 
in  Wauwatosa.  Born  Aug  10,  1908,  Doctor  Deysach  graduated 
from  Marquette  University  School  of  Medicine  in  1932  and 
served  his  internship  at  St  Joseph’s  Hospital,  Milwaukee.  He 
practiced  medicine  in  Milwaukee  until  he  retired  in  1982  and 
was  on  the  medical  staff  of  St  Joseph’s  Hospital.  He  was  a 
member  of  The  Medical  Society  of  Milwaukee  County,  the 
State  Medical  Society  of  Wisconsin,  and  American  Medical 
Association.  Surviving  are  his  widow,  Geraldine;  and  three 
sons,  Lawrence;  Dr  Robert  E;  and  James  L. 


Kenneth  L Haman,  MD,  72,  Waupaca,  died  May  14,  1983  in 
Neenah.  Born  Jan  27,  1911  in  Monroe,  Wis,  Doctor  Haman 
graduated  from  Marquette  University  School  of  Medicine  in 
1942  and  served  his  internship  at  Milwaukee  County  General 
Hospital.  He  served  in  the  United  States  Army  Air  Force  from 
1943-1946  during  World  War  11.  Doctor  Haman  opened  his 
medical  practice  in  Waupaca  in  1953.  He  was  a member  of  the 
Waupaca  County  Medical  Society,  the  State  Medical  Society  of 
Wisconsin,  and  the  American  Medical  Association.  Surviving 
are  his  widow,  Beatrice;  and  four  sons,  John,  Waupaca;  Daniel, 
Wichita  Falls,  Tex;  Robert,  Madison;  and  Paul  of  Waupaca. 

Daniel  J Schroeder  Jr,  MD,  46,  Amery,  died  May  14,  1983  in 
Amery.  Born  Feb  23,  1937  in  Breckenridge,  Minn,  Doctor 
Schroeder  graduated  from  the  University  of  Wisconsin  Medical 
School,  Madison,  in  1965  and  served  his  internship  at  Maricopa 
County  General  Hospital,  Phoenix,  Ariz.  He  has  been  a member 
of  the  medical  staff  of  the  Cornwall  Clinic  since  1966.  He  had 
served  as  president  of  the  Board  of  Northern  Pines  Guidance 
Clinic,  Cumberland,  and  also  had  served  as  president  of  the 
Polk  County  Medical  Society.  He  was  a member  of  the  Amer- 
ican Academy  of  Family  Physicians,  a member  of  the  State 
Medical  Society  of  Wisconsin,  and  the  American  Medical 
Association.  Surviving  are  his  widow,  Sharon;  and  three  sons, 
Tom,  Appleton,  and  Steve  and  David  at  home. 

Arthur  A Pleyte,  MD,  Milwaukee,  died  May  20,  1983  in  Mil- 
waukee. Born  Sept  26,  1881  in  Milwaukee,  Doctor  Pleyte  grad- 
uated from  Marquette  University  School  of  Medicine  in  1913 
and  served  his  internship  at  Milwaukee  County  General  Hos- 
pital. His  residency  was  completed  at  the  Wisconsin  State  San- 
itorium  at  Wales.  He  was  assistant  superintendent  at  the  Sani- 
torium  until  1917  when  he  resigned  to  enter  private  practice  in 
Delafield.  In  1918  he  joined  the  United  States  Army  Medical 
Corps  and  returned  to  private  practice  at  Delafield  in  1919.  He 
joined  the  medical  staff  of  the  Wisconsin  Anti-Tuberculosis 
Association  in  1920  and  in  1951  became  the  medical  director.  He 
retired  from  the  Association  in  1958.  Doctor  Pleyte  was  the 
author  of  many  articles  on  scientific  and  popular  phases  of 
tuberculosis  control.  He  was  a member  of  The  Medical  Society 
of  Milwaukee  County,  the  State  Medical  Society  of  Wisconsin, 
and  American  Medical  Association.  Surviving  are  his  widow, 
Esther;  and  two  daughters,  Mrs  Jane  Everitt,  San  Francisco, 
CA,  and  Mrs.  Carol  VanDerslice,  of  Belgium,  Wis. 

Ken  R Momtaz,  MD,  47,  Manitowoc,  died  May  24,  1983  in 
Manitowoc.  Born  June  11,  1937  in  Urmia,  Iran,  Doctor  Mom- 
taz graduated  from  Tehran  Medical  School  in  1960  and  served 
his  internship  and  residency  at  MacNeal  Memorial  Hospital, 
Berwyn,  111.  He  practiced  medicine  for  nine  years  at  the  Link 
Clinic  in  Mattoon,  111,  and  returned  to  Iran  to  practice  for  three 
years  prior  to  joining  the  Manitowoc  Clinic  in  1980.  He  was  a 
member  of  the  Manitowoc  County  Medical  Society,  the  State 
Medical  Society  of  Wisconsin,  and  the  American  Medical  As- 
sociation. Surviving  are  a son,  Cameron,  and  daughter,  Roya, 
of  Manitowoc. 

Gwilym  Davies,  MD,  80,  Waukesha,  died  June  9,  1982  in 
Waukesha.  Born  Mar  30,  1902  in  Waukesha,  Doctor  Davies 
graduated  from  Northwestern  University  School  of  Medicine  in 
1932  and  served  his  internship  at  Denver  General  Hospital  in 
Colorado.  After  his  internship  Doctor  Davies  went  to  Africa, 
and  for  seven  years  he  treated  and  trained  the  natives.  He  re- 
turned to  Waukesha  for  a few  years  and  then  served  in  the 
United  States  Navy  during  World  War  IF  In  1946  he  again 
returned  to  Waukesha  and  opened  his  family  practice  until 
1976  when  he  retired.  He  was  a member  of  Waukesha  County 
Medical  Society,  State  Medical  Society  of  Wisconsin,  and  the 
American  Medical  Association.  Surviving  are  his  widow  and 
five  daughters.  ■ 
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Now  you  can  transfer  patients  with  severe 
head  injuries  by  air  or  ground  ambulance, 

...even  if  intra-cranial  pressure  monitoring  (ICP)  is  required 
to  determine  the  most  effective  treatment  modality. 


BMRA  critical  care  ambulance  teams  serve  rural  and 
metropolitan  communities  coast  to  coast.  We  stand 
ready  with  pilots,  fully  equipped  aircraft  and  specially 
trained  medical  crews  to  serve  your  critical  care 
needs.  We  set  the  highest  standards  in  air  ambulance 
service;  providing  services  and  equipment  that  are 
not  available  in  many  intensive  care  units. 


We  provide: 

• Full  physiolgic  monitoring  by  critical  care  nurses 
utilizing  state-of-the-art  life  support  equipment. 

• Hemodynamic  monitoring,  intraortic  balloon  pump 
and  advanced  respiratory  therapy  techniques. 

• Bio-medical  telemetry  to  physician  medical  control. 

• Air  or  ground  mobile  intensive  care  units. 


Secretary,  clerk.., 

electronic  mailman 


Now  you  can  have  the  added  convenience  and 
cost-saving  potential  of  electronic  insurance 
claims  submission  capability  with  a Medical 
Computer  System  from  Advance  Technology 
Associates. 

You  can  also  send  your  statements  at  the  touch 
of  a button.  The  statements  are  received  by 
selected  United  States  Post  Office  centers, 
printed  there  and  mailed  directly . . . saving  you 
significant  time  and  cost.  Without  having  to 
handle  any  paper! 

For  many  years  ATA  has  built  its  reputation  by 
providing  state-of-the-art  Medical  Computer 
Systems.  An  ATA  Medical  System  can  help  make 
your  business  management  more  efficient  and 
cost-effective  with  automatic  billing  procedures 
and  easy,  instant  access  to  your  own  patient 
account  information. 

Adding  an  “electronic  mailman”  to  your  staff  is 
just  one  more  reason  why  you  should  call  us 
today  to  see  what  advanced  technology  can  do 
for  you. 


ENDORSED  BY  \^S1D1^ 

SMS  SERVICES,  INC.  ^ ^ 


FOR  MEMBERS  OF  THE  STATE 
MEDICAL  SOCIETY  OF  WISCONSIN 


PITA 

advanced  technology  associates 


Medical  Computer  Systems 
47 1 0 West  North  Avenue 
Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


Medical  "fellow  fc^es 

RATES:  50<D  per  word,  with  a minimum  charge  of  $20.00  per  ad.  BOXED  AD  RATES:  $32.00  per  column  inch. 
DEADLINE:  Copy  must  be  received  by  the  20th  of  the  month  preceding  month  of  issue;  e.g.,  copy  for  the  August 
issue  is  due  July  20.  Send  copy  to:  Wisconsin  Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
(area  code  608)  257-6781 ; or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


Family  Practitioner.  Immediate  opening  in  Eastern  South 
Dakota.  Guaranteed  income,  AR  average  90%,  no  State  Income 
Tax.  Twenty-one  bed  hospital,  65-bed  skilled  nursing  home,  52- 
bed  ICF.  Established  practice  in  an  attractive  community,  ex- 
cellent school  system,  recreational,  and  cultural  activities.  Con- 
tact Chuck  Schulz,  Administrator,  PO  Box  128,  Lake  Preston, 
SD  57249;  phone  605/847-445 1 . 8/83 

General  Surgeon,  BE/BC  wanted  for  well-equipped,  small 
community  hospital  in  northern  Wisconsin,  pleasant  setting  near 
lakes,  abundant  outdoor  recreation,  stable  economy.  Benefits 
and  coverage  of  multispecialty  group  practice.  Contact:  James 
R Keuer,  MD,  Lakeland  Medical  Associates,  Ltd,  PO  Box  549, 
Woodruff,  Wis  54568;  ph  715/356-3292.  8-10/83 

Ear,  Nose  & Throat,  Head  & Neck  medicine  and  surgery 
Board  certified  practitioner  needed  to  join  busy  one-man  prac- 
tice in  Ashland  at  entrance  to  Apostle  Islands.  Full  range  of 
ear,  nose  and  throat  pathology;  facial  plastic  available  on  mod- 
erate basis  as  well  as  head  and  neck  surgery.  Allergy  practiced. 
Well  computerized  office  with  own  x-ray  unit;  2nd  office  in 
Ironwood,  Mich.  Address  all  inquiries  to  Dr  James  A Hamp, 
2101  Beaser  Ave,  Ste  1,  Ashland,  Wis  54806.  p8/83 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401 , or  call  collect  7 1 5/847-335 1 . 6tfn/82 


US  Air  Force  Medical  Corps  currently  is  accepting  ap- 
plications for  physicians  in  the  following  specialties: 
Orthopedic,  Ear,  Nose  & Throat,  Obstetrics/Gyne- 
cology, General  Surgeons.  For  further  information,  call 
collect.  MSGT  Charles  Brown  Jr,  414/258-2430.  7-9/83 


La  Crosse-Neonatologist  needed  to  be  co-director  of 
14-bed,  Level  III,  Regional  Infant  Intensive  Care  Unit 
in  modern  350-bed  hospital.  Position  either  hospital- 
employed  or  member  of  50-physician  multispecialty  clinic 
with  four  pediatricians.  CT  scanner  and  complete  ultra- 
sound available.  Consultants  available  in  neurosurgery 
and  pediatric  cardiology-neurology-surgery.  Complete 
transport  team  with  four  neonatal  nurse  clinicians.  La 
Crosse  is  a progressive,  family-oriented  city  of  50,000 
in  the  beautiful  Mississippi  River  Valley  with  a medical 
referral  area  of  greater  than  200,000.  Exceptional  cul- 
tural, educational  and  recreational  opportunities  locally. 
Contact  P S Shultz,  MD,  Medical  Director,  Skemp- 
Grand view-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse, 
Wis  54601;  ph  608/782-9760.  8-10/83 


La  Crosse,  Wl— Otolaryngologist  needed  to  join  50-physi- 
cian multispecialty  group  to  share  expanding  ENT  patient  load 
with  one  other  young.  Board  certified  otolaryngologist.  Modern 
350-bed  hospital  (presently  with  one  ENT  specialist),  adjacent 
to  clinic,  has  well  equipped  and  staffed  OR,  extensive  x-ray 
coverage  (including  CT  and  ultrasound),  and  24-hour  ER  staff- 
ing. Clinic  offers  attractive  and  equitable  compensation  pack- 
age, including  first-year  guarantee  plus  incentive,  and  generous 
fringe  benefits.  La  Crosse  is  a progressive,  family-oriented  city 
of  50,000  in  the  beautiful  Mississippi  River  Valley  with  a med- 
ical referral  area  of  approximately  175,000.  Exceptional  cul- 
tural, educational,  and  recreational  opportunities  locally.  Con- 
tact P S Shultz,  MD,  Medical  Director,  Skemp-Grandview-La 
Crosse  Clinic,  815  S 10th  St,  La  Crosse,  Wis  54601;  ph  608/ 
782-9760.  8-10/83 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty-bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153;  or  call  collect 
414/834-2201.  p8-l 1/83 

Emergency  Physician  for  free-standing  emergency  center  in 
Madison.  Contact  David  A Goodman,  MD,  165  West  Goodland 
St,  Sun  Prairie,  Wis  53590;  ph  608/837-8414.  8-10/83 

Lady  Ob-Gyn  and  Male  Pediatrician  wish  to  relocate  prac- 

tice in  Wisconsin.  Both  in  mid-30s.  Family-oriented,  Board 
eligible.  Licensed  in  Wisconsin  and  three  other  states.  Available 
Spring  1984.  Please  write  to  Dept  522  in  care  of  the  Journal.  8/83 


Milwaukee,  Wisconsin 
Opportunity 

Family  Practitioner- Emergency 
Room  Physician 

WANTED  to  staff  Urgent  Care  Centers,  a 
part  of  Milwaukee  Medical  Clinic.  The 
position  offers  flexible  hours,  excellent 
compensation,  full  or  part-time  responsi- 
bility and  affiliation  with  Southeastern 
Wisconsin’s  premier  multi-specialty  clinic 
of  60  physicians. 

For  further  information  please  submit 
your  curriculum  vitae  to  the  Medical 
Director,  Milwaukee  Medical  Clinic,  SC, 
3003  West  Good  Hope  Road,  Milwaukee, 
Wisconsin  53217. 
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PHYSICIANS  EXCHANGE  continued 


Obstetrician-Gynecologist,  Board  certified  or  eligible,  to  join 
18-physician  multispecialty  clinic  with  2-physician  Ob/Gyn  de- 
partment. Located  in  a beautiful  Wisconsin  lakeshore  com- 
munity of  35,000.  Competitive  salary,  complete  fringe  benefits, 
generous  vacation  time.  Send  CV  to:  Administrator,  Manitowoc 
Clinic,  SC,  PO  Box  3008,  Manitowoc,  Wis  54220.  7-12/83 

Young  General  Surgeon  wanted  to  join  3-physician  surgery 
department  in  18-physician  multispecialty  clinic.  Located  in 
Wisconsin  lakeshore  community  of  35,000.  Prefer  availability 
by  Jan  1,  1984.  Send  CV  to  Robert  Dernlan,  MD,  FACS,  Man- 
itowoc Clinic,  SC,  601  Reed  Ave,  Manitowoc,  Wis  54220. 

7- 12/83 

Diagnostic  Radiologist  available  for  locum  tenens.  Edward 
H Kolner,  MD,  32  Heritage  Circle,  Madison,  Wis  53711;  ph 
608/273-2564.  8/83 

Internal  Medicine — Milwaukee.  Share  office  space  or  associa- 
tion with  established  internist.  Recent  death  of  associate.  Ex- 
cellent patient  referral.  Location  downtown  on  Lake  Michigan. 
Good  parking  available.  Office  equipped  with  lab,  EKG,  and 
x-ray.  Send  inquiries  with  CV  to  Dept  521  in  care  of  the  Journal. 

8- 10/83 

Excellent  opportunity  in  community  needing  ENT,  OBG,  GU, 
GP,  or  pediatrician.  Fully  equipped,  very  active  and  long-estab- 
lished family  practice  for  immediate  takeover.  C L Qualls, 
MD,  711  Lakeshore  Dr,  Beaver  Dam,  Wis  53916;  ph  414/885- 
6188  or  885-4813.  p8/83 

Family  Physician  to  join  three-man  family  and  general  prac- 
tice group  in  the  heart  of  North  Central  Wisconsin  vacationland. 
First  year  guaranteed  salary.  Numerous  fringe  benefits.  Clinic 
across  from  hospital.  Send  CV  to:  O M Francisco,  MD,  221  E 
Washington  Ave,  Tomahawk,  Wis  54487;  ph  715/453-2147. 

5tfn/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and  Endo- 
scopy. We  are  located  in  a fast  growing,  scenic,  lake 
country  area  between  Milwaukee  and  Madison  and  can 
offer  excellent  hospital,  schools,  and  recreational  facil- 
ities. Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/ 569-2300. 

lOtfn  / 82-c3tfn  / 83 


Two  Residency-Trained  Family  Physicians  needed  to 
expand  established  family  practice  in  Tomah,  Wisconsin 
(population  7,000).  Current  physician  (ABFP  certified) 
wants  to  reduce  his  high  patient  volume  and  incorporate 
more  elements  of  contemporary  family  medicine  into  the 
practice.  Attributes  include  good  professional  support, 
attractive  and  equitable  compensation  package,  good 
prospects  for  further  recruitment,  viable  79-bed  local 
hospital,  growing  community,  tremendous  recreational 
resources,  and  formal  association  with  50-physician 
multispecialty  group.  Practice  family  medicine  the  way 
you’ve  been  trained  and  without  constraints  from  other 
specialists.  Contact  P S Shultz,  MD,  Medical  Director, 
Skemp-Grandview-La  Crosse  Clinic,  815  S 10th  St,  La 
Crosse,  Wis  5460 1 ; ph  608/782-9760.  8-10/83 


Immediate  opportunities  for  qualified  physicians  who  possess 
excellent  clinical  and  communication  skills  to  join  longstanding 
group  of  Emergency  Physicians.  Positions  available  in  a popular 
Wisconsin  area  bordering  Illinois.  If  interested,  send  resume  to 
Barbara  Wilczynski,  Medical  Emergency  Service  Associates 
(MESA),  SC,  15  S McHenry  Road,  Suite  2,  Buffalo  Grove,  IL 
60090  or  call  collect  312/459-7590.  6tfn/83 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  Pulaski,  Wisconsin,  with  busy  Board  certified  family 
practitioner.  Opportunity  for  partnership.  Excellent  recrea- 
tional, education,  hospital,  and  civic  advantages.  Send  cur- 
riculum vitae  to  Pixie  Litt,  940  S St  Augustine  St,  Pulaski, 
Wis  54162;  ph  414/822-31 1 1 . p7/83 

Family  Practice  opportunity  to  join  3-physician  Family  Prac- 
tice group  in  Southeastern  Wisconsin,  city  of  85,000.  First  year 
guaranteed  salary  and  equal  call  rotation  schedule.  Contact 
Family  Practice  Associates,  6530  Sheridan  Rd,  Kenosha,  Wis 
53140;  ph  414/658-2516.  7tfn/83 

Three  to  Four  Family  Practitioners  needed  to  staff  three 
satellites  of  a 34-physician  multispecialty  group  in  beautiful 
small  communities  in  East  Central  Wisconsin.  Attractive  income 
arrangements,  association  membership  possible  after  one  year, 
pension  and  profit  sharing,  extensive  fringe  benefits.  Contact 
R B Windsor,  MD,  1011  North  8th  St,  Sheboygan,  Wis  53081; 
ph  414/457-4461.  7tfn/83 

Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  26  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  W1  53406;  ph  414/886- 
5000.  4tfn/83 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 

University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison.  Wisconsin  53715 
Phone:  608/263-4095 

7/83;  6/84 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


50 


WISCONSIN  MEDICAL  JOURNAL,  AUGUST  1983:VOL.  82 


PHYSICIANS  EXCHANGE  continued 


Family  Practice,  OB/GYN  and  Plastic  Surgery  positions 
available  with  an  18-member  muitispecialty  group  corporate 
practice.  Modern  clinic  facility  in  Northeastern  Wisconsin  city 
of  100,000  enjoying  a healthy  and  stable  economy.  Excellent 
recreational,  educational,  hospital,  and  civic  advantages.  Please 
call  collect  or  write:  W J Mommaerts,  Clinic  Manager,  West  Side 
Clinic,  sc,  1551  Dousman  St,  Green  Bay,  Wis  54303;  ph  414/ 
494-5611.  7-10/83 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  W1  53024.  6tfn/82 

OB/GYN  specialists.  Enjoy  the  security  of  group  practice  with 
the  freedom  of  independent  practice.  If  you  are  Board  certified 
or  Board  eligible  in  OB/GYN,  we  have  an  interesting  oppor- 
tunity for  you.  Two  specialists  are  needed  immediately  to  form 
an  independent  OB/GYN  practice  in  a very  desirable  Northern 
Wisconsin  community  with  a drawing  population  of  70,000. 
Active  practice  assured.  All  major  specialists  available  for  con- 
sultation. Business  and  technical  advice  will  be  provided.  Out- 
standing personal  benefit  programs  available.  Good  income  po- 
tential. New  35  million  dollar  hospital.  For  further  information 
write:  Administrator,  PO  Box  1646,  Wausau,  Wis  54401 . 6-8/83 

Family  Practice  opportunity  to  join  a four-physician  family 
practice  group  in  south  central  Wisconsin  city  of  15,000.  Pleas- 
ant community  atmosphere  within  1-1  Zi  hours  of  Madison  and 
Milwaukee.  Excellent  recreational  area.  First  year  guaranteed 
salary.  Contact:  Chad  Burchardt,  Business  Manager,  Medical 
Associates  of  Beaver  Dam,  SC,  1200  N Center  St,  Beaver  Dam, 
Wisconsin  53916;  tel:  414/887-7101.  6-8/83 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621 . lltfn/82 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  lltfn/82 

Neurologist  needed  to  join  multispecialty  group  of  34-physi- 
cians dedicated  to  primary  care  in  East  Central  Wisconsin  com- 
munity. City  population  48,000,  drawing  area  100,000.  At- 
tractive income  arrangements,  association  membership  possible 
after  one  year,  pension  and  profit  sharing,  extensive  fringe 
benefits.  Contact  R B Windsor,  MD,  1011  North  8th  St,  She- 
boygan, Wis  53081;  ph  414/457-4461 . 7tfn/83 

Pediatrician  BE/BC  wanted  to  join  general  pediatrician  in  solo 
practice.  Write  Gene  Numsen,  MD,  1700  Clark  St,  Stevens 
Point,  Wis  54481;  or  call  (office)  715/341-1500  or  (home)  715/ 
341-3168.  5-8/83 

Pediatrician(s)  wanted  to  join  two  young  internists  in  practice 
in  Greater  Milwaukee  area.  Board  certified  or  eligible.  Terms 
negotiable.  Contact  Dept  523  in  care  of  the  Journal.  8-12/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

OB/GYN  practice  for  sale.  Excellent  economic  opportunity  in 
the  City  of  Waukesha  for  immediate  takeover  of  20-year  old 
practice.  All  equipment  and  furniture  are  modern  and  up-to-date 
along  with  reliable  and  well-trained  staff.  Contact  J Bunke,  217 
Wisconsin  Ave,  Waukesha,  Wis  53186;  ph  414/542-0461 . 

g8-9/83 

Medical  practice  or  equipment  for  sale  in  Milwaukee.  Com- 
pletely equipped  office  with  a modern  x-ray  machine.  I am  retir- 
ing. Please  call  414/272-0250  for  an  appointment.  8/83 


MISCELLANEOUS 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous  serv- 
ice. Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905.  8eom/83 
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Meetir^/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50c  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


SEPTEMBER  9-10,  1983:  Wisconsin  Surgical  Society,  Pioneer 
Inn,  Oshkosh.  g2-8/83 

SEPTEMBER  9-11,  1983:  Wisconsin  Society  of  Anesthe- 
siologists, 36th  Fall  Scientific  Meeting,  Paper  Valley  Hotel, 
Appleton.  g6-8/83 

SEPTEMBER  12-13,  1983:  Emergency  Care — Handling  the 
Tough  Ones,  Sheraton  Inn,  Madison.  Sponsored  by  The  Wis- 
consin Chapter  of  the  American  College  of  Emergency  Physi- 
cians and  the  Emergency  Department  Nurses  Association. 
ACEP  Category  I credit  applied  for.  Contact:  Arlene  Meyer  at 
608/257-678 1 or  in-state  toll-free  1 -800/362-9080.  g8/83 

SEPTEMBER  15-17,  1983:  Annual  Meeting  of  the  Wisconsin 
Society  of  Internal  Medicine,  at  the  Abbey  on  Lake  Geneva. 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983 

Wisconsin  Surgical  Society,  Sept  9-10,  1983,  Pioneer  Inn, 
Oshkosh 

Wisconsin  Society  of  Anesthesiologists,  Sept  9-11,  1983, 
Paper  Valley  Hotel,  Appleton 

Madison  Society  of  Anesthesiologists  (cosponsored  by 
Wisconsin  Society  of  Anesthesiologists),  1st  Tuesday  of 
each  month  from  Oct  1983  to  May  1984,  Sheraton, 
Madison 

Wisconsin  Chapter:  American  College  of  Emergency 
Physicians,  Sept  12-13,  1983,  Sheraton  Inn,  Madison 
Wisconsin  Society  of  Internal  Medicine  & Wisconsin 
Chapter:  American  College  of  Physicians,  Sept  15-17, 
1983,  The  Abbey,  Lake  Geneva 

Wisconsin  Society  of  Pathologists,  Sept  23-24,  1983, 
Radisson  Hotel,  La  Crosse 

Wisconsin  Otolaryngological  Society,  Sept  29-30,  1983, 
Olympia  Village,  Oconomowoc 

Wisconsin  Society  of  Radiation  Oncologists/ Wiscon- 
sin Radiological  Society  joint  meeting,  Oct  8,  1983, 
Sheraton  Inn,  Madison 

Wisconsin  Allergy  Society,  Oct  15-16,  1983,  American 
Club,  Kohler 

Wisconsin  Neurological  Society,  Oct  28-30,  1983,  Paper 
Valley  Hotel,  Appleton 

Wisconsin  Orthopedic  Society,  Nov  4,  1983,  Paper  Valley 
Hotel,  Appleton 

Wisconsin  Chapter:  American  College  of  Surgeons, 
Dec  10,  1983,  Hyatt  Regency-Milwaukee 


Info:  Kim  Marggraf,  Executive  Director,  WSIM,  611  East 
Wells  St,  Milwaukee,  Wis  53202  (phone:  414/276-6445).  g2/83 

SEPTEMBER  16-17, 1983:  Orthopedics  in  Primary  Care , Mad- 
ison. Sponsored  by  University  of  Wisconsin  School  of  Medicine, 
Division  of  Orthopedic  Surgery  and  University  of  Wisconsin- 
Extension,  Department  of  Continuing  Medical  Education.  AMA 
Category  1,  AOA  Category  2-D,  AAFP  elective,  and  University 
of  Wisconsin-Extension  Continuing  Education  Hours — all  9 
hours.  Program  to  feature  Roger  Bannister,  MD,  the  first  runner 
to  break  the  four-minute  mile.  Held  in  conjunction  with  Run- 
ner’s Injuries,  to  be  held  the  evening  of  Sept  16,  also  featuring 
Dr  Bannister.  Info:  Sarah  Aslakson,  465B  WARF  Bldg,  610 
Walnut  St,  Madison,  Wis  53705;  ph  608/263-2856.  8/83 

SEPTEMBER  23,  1983:  Wisconsin  Oncology  Group  meeting 
at  Wisconsin  Clinical  Cancer  Center,  Madison.  For  further 
information  phone  608/256-1901 , ext  512.  8/83 

SEPTEMBER  24,  1983:  29th  Annual  Fall  Cancer  Conference 
at  the  VA  Hospital,  Madison.  Cosponsored  by  the  Wisconsin 
Clinical  Cancer  Center  and  the  American  Cancer  Society. 
Credit:  3.8  Category  I credit  hours.  Reserved  seating  available 
for  purchase  to  conference  registrants  for  UW  vs  UM  football 
game.  For  further  information  phone  608/256-1901,  ext  512. 

8/83 

SEPTEMBER  23-24,  1983:  Wisconsin  Society  of  Pathologists, 
Radisson  Hotel,  La  Crosse.  g6-8/83 

SEPTEMBER  23-24,  1983:  Diagnosis  and  Management  of 
Neuropathies,  Madison.  Sponsored  by  University  of  Wiscon- 
sin-Extension, Continuing  Medical  Education  and  University 
of  Wisconsin,  School  of  Medicine,  Department  of  Neurology. 
AMA  Category  I,  AAFP,  AOA,  University  of  Wisconsin- 
Extension  CEUs — all  11  hours.  Featured  guest  lecturer:  Sir 
Roger  Bannister,  MD, — 1st  Sub-Four  Minute  Mile  Runner. 
Info:  Sarah  Aslakson,  Continuing  Medical  Education,  465B 
WARF  Bldg,  610  Walnut  St,  Madison,  Wis  53705;  ph  608/ 
263-2856.  8/83 

SEPTEMBER  23-24,  1983:  Seminars  in  Pediatrics.  Madison. 
Sponsored  by  University  of  Wisconsin  Department  of  Pediatrics 
and  University  of  Wisconsin-Extension  Continuing  Medical 
Education.  AMA  Category  I,  AAFP,  AOA,  University  of  Wis- 
consin-Extension CEUs.  Info:  Sarah  Aslakson,  Continuing 
Medical  Education,  465B  WARF  Bldg,  610  Walnut  St,  Madison, 
Wis  53705;  ph  608/263-2856.  8/83 

SEPTEMBER  29-30,  1983:  Wisconsin  Otolaryngological  So- 
ciety, American  Club,  Kohler.  g5-8/83 

SEPTEMBER  30-OCTOBER  1,  1983:  Wisconsin  Heart  As- 
sociation's Advanced  Cardiac  Life  Support  Course,  Marshfield. 
Info:  Office  of  Medical  Education,  Marshfield  Clinic,  1000  N 
Oak  Ave,  Marshfield,  Wis  54449;  ph  715/387-5207.  g5-8/83 
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OCTOBER  8,  1983:  Wisconsin  Society  of  Radiation  Oncolo- 
gists/Wisconsin Radiological  Society  Joint  Meeting,  Sheraton 
Inn,  Madison.  g2-9/83 

OCTOBER  6-8,  1983:  2nd  International  Electrophysiologic 
Basis  for  Diagnosis  and  Management  of  Cardiac  Arrhythmias. 
Performing  Arts  Center,  Milwaukee.  Sponsored  by  Mount  Sinai 
Medical  Center;  Milwaukee  and  University  of  Wisconsin-Exten- 
sion  Continuing  Medical  Education.  Update  of  current  diagnos- 
tic and  therapeutic  approaches — presented  by  internationally 
recognized  authorities.  18  hours  AM  A Category  I credit  and 
UW,  Extension  CEH’s.  Contact:  Sarah  Aslakson,  Continuing 
Medical  Education,  610  Walnut  St,  Madison,  WI  53705;  ph  608/ 
263-2856.  6,8,9/83 

OCTOBER  12-15,  1983:  8th  Annual  Nuclear  Cardiology 
Symposium,  MECCA  and  Hyatt  Regency  Hotel,  Milwaukee. 
Mount  Sinai  Medical  Center,  Milwaukee;  University  of  Wis- 
consin-Extension,  Continuing  Medical  Education;  Cardio- 
vascular Disease  Program,  Milwaukee  Clinical  Campus,  School 
of  Medicine,  University  of  Wisconsin.  AMA  Category  I;  Univer- 
sity of  Wisconsin  CEUs,  VOICE  credit.  Info:  Sarah  Aslakson, 
465B  WARF  Bldg,  610  Walnut  St,  Madison,  Wis  53705;  ph 
608/263-2856.  8-9/83 

OCTOBER  15, 1983:  Wisconsin  Dermatological  Society,  Froeh- 
dert  Hospital,  Milwaukee.  g8/83 

OCTOBER  15-16,  1983:  Wisconsin  Allergy  Society,  American 
Club,  Kohler.  g2-9/83 

OCTOBER  19-22,  1983:  Radiologic  Diagnosis  and  Manage- 
ment of  Acute  Disease  and  Trauma,  Madison.  Sponsored  by 
University  of  Wisconsin  Medical  School,  Radiology  Department 
and  University  of  Wisconsin-Extension,  Continuing  Medical 
Education.  AMA  Category  I,  ACR  credits.  Homecoming  Wis- 
consin vs  Indiana  football  tickets  available.  Info:  Sarah  Aslak- 
son, Continuing  Medical  Education,  465B  WARF  Bldg,  610 
Walnut  St,  Madison,  Wis  53705;  ph  608/263-2856.  8-9/83 

OCTOBER  20,  1983:  The  Veterinarian  and  The  Physician  on 
Common  Ground,  Marshfield.  Info:  Office  of  Medical  Educa- 
tion, Marshfield  Clinic,  1000  N Oak  Ave,  Marshfield,  Wis 
54449;  ph  715/387-5207.  g5-9/83 

OCTOBER  21-22,  1983:  Wisconsin  Psychiatric  Association, 
Olympia  Resort,  Oconomowoc.  g8/83 

OCTOBER  28-30, 1983:  Wisconsin  Neurological  Society,  Paper 
Valley  Hotel,  Appleton.  6-9/83 

NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2-10/83 

DECEMBER  10,  1983:  Wisconsin  Chapter:  American  College 
of  Surgeons,  Hyatt  Regency-Milwaukee.  g7-l  1/83 


OTHERS 


SEPTEMBER  21-24,  1983  (Illinois):  Cardiology  Board  Review 
and  Cardiology  Update— 1983,  at  the  Knickerbocker  Hotel, 
Chicago.  Sponsored  by  the  American  College  of  Chest  Physi- 
cians. Info:  Dale  E Braddy,  American  College  of  Chest  Physi- 
cians, 91 1 Busse  Hwy,  Park  Ridge,  IL  60068.  g8/83 

SEPTEMBER  22-23,  1983  (New  York):  6th  Annual  Current 
Concerns  in  Adolescent  Medicine,  Growth  Disorders  in  Adol- 


escence, Threats  to  Adolescent  Health,  Warwich  Hotel,  New 
York  City.  Sponsored  by  the  Division  of  Adolescent  Medicine 
of  the  Department  of  Pediatrics,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  New  York.  Approved  12 
credit  hours  Category  I,  ACCME.  Info:  Ann  J Boehme,  Con- 
tinuing Education  Coordinator,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  New  York,  1 1042:  ph  212/470- 
2114.  p8/83 

SEPTEMBER  30-OCTOBER  2,  1983  (Florida):  3rd  Annual 
Breast  Imaging  Conference,  Don  CeSar  Hotel,  St  Petersburg. 
Sponsored  by  University  of  Wisconsin-Extension  Continuing 
Medical  Education  and  Ausonics  Corporation.  AMA  Category 
I,  ACR,  UW-Extension  CEUs.  Info:  Sarah  Aslakson,  465B 
WARF  Bldg,  610  Walnut  St,  Madison,  Wis  53705;  ph  608/ 
263-2856.  8/83 

OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy , at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St,  Minneapolis,  MN  55416;  telephone  612/927-3091 . *g  1 -9/83 

OCTOBER  23-27,  1983:  (Illinois):  49th  Annual  Scientific  As- 
sembly, American  College  of  Chest  Physicians,  at  Hyatt 
Regency  Hotel,  Illinois  Center,  Chicago,  IL.  Info:  Dept  of 
Education,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  IL  60068.  g4/83 

OCTOBER  31-NOVEMBER  3,  1983  (Florida):  68th  Scientific 
Assembly  of  Interstate  Postgraduate  Medical  Association  at  The 
Diplomat  Resort,  Hollywood.  Info:  Interstate  Postgraduate 
Medical  Association  of  North  America  (IPMANA),  PO  Box 
1 109,  Madison,  Wis  53701 . g8-9/83 

DECEMBER  7-9,  1983  (Illinois):  Neurology  for  the  Non- 
Neurologist,  The  Westin  Hotel,  Chicago.  Approved  20  CME 
credit  hours  of  AMA  Category  I and  20  elective  hours  of  AAFP 
applied  for.  Info:  University  Office  of  Continuing  Education, 
Rush-Presbyterian-St  Luke’s  Medical  Center,  600  S Paulina, 
Chicago,  IL  60612;  ph  312/942-7095.  8-11/83 

DECEMBER  8-10, 1983  (New  York):  American  Cancer  Society 
National  Conference  on  Advances  in  Cancer  Therapy,  Waldorf- 
Astoria  Hotel,  New  York.  Approved  for  16.5  credit  hours  in 
Category  I of  AMA-PRA  and  15  prescribed  credit  hours  by 
AAFP.  The  program  is  eligible  for  16.5  credit  hours  in  Category 
2-D  of  the  American  Osteopathic  Association.  Info:  Nicholas 
G Bottiglieri,  MD,  Advances  in  Cancer  Therapy  Conference, 
American  Cancer  Society,  777  3rd  Ave,  New  York,  NY  10017. 

g7-10/83 

FEBRUARY  24-MARCH  2,  1984  (Bahamas):  Rheumatology 
Seminar  V,  Paradise  Holiday  Inn,  Nassau.  20  hours  Category 
I prescribed.  For  primary  care  physicians  and  physicians  in- 
volved in  the  care  of  arthritic  patients.  Contact  Minnesota  Med- 
ical Association,  Suite  400,  Health  Associations  Center,  2221 
University  Ave,  SE,  Minneapolis,  Minn  55414;  ph  612/378-1875. 

8,  9,  12/83 


AMA 


DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.  ■ 
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Ne^  Yxj  Can  Uge 

By  EARL  THAYER,  Secrelary/BERNIE  MARONEY,  Assistant  Secretary 


AMA  ISSUES  NEW  PATIENT  MEDICATION  INSTRUCTIONS.  The  American  Medical  Association  is  now 
making  available  to  physicians  and  other  healthcare  providers  20  new  Patient  Medication  Instruction  leaf- 
lets. The  addition  of  the  new  PMIs  increases  to  40  the  number  of  available  AMA  instruction  sheets  covering 
commonly  prescribed  drugs  or  drug  classes.  They  are  part  of  a continuing  project,  launched  in  October  1982, 
under  which  the  AMA  eventually  will  produce  PMIs  for  most  of  the  drugs  prescribed  in  a physician’s  office 
practice.  Each  year,  Americans  have  hundreds  of  millions  of  prescriptions  filled  to  treat  a huge  spectrum  of 
conditions.  Surveys  have  shown,  however,  that  a large  percentage  of  the  prescriptions  may  not  be  fully  ef- 
fective because  the  medications  aren’t  taken  correctly.  The  PMIs  are  a simple  and  inexpensive  method  to 
help  the  physician  communicate  drug  information  to  patients  at  the  time  a prescription  is  written.  They  also 
provide  a permanent  written  resource  for  the  patient  and  his  family.  The  sheets  are  printed  on  both  sides  with 
clear  language  detailing  the  purpose  of  the  drug,  how  it  is  to  be  taken,  and  possible  side  effects.  Space  is  pro- 
vided to  write  in  the  dosage  and  any  special  instructions  the  physician  may  have  for  the  individual  patient. 
The  PMIs  are  bound  in  pads  of  100  sheets,  and  cost  the  physician  50  cents  per  pad  to  defray  postage  and 
handling.  The  20  new  PMIs  are  briefly  described  below: 


Lithium — Used  in  the  treatment  of  certain  mental  and  emotional  disorders  to  counteract  mood  changes, 
notably  the  manic  phase  of  manic-depressive  disorders.  Haloperidoi — Used  to  treat  nervous,  mental,  and 
emotional  conditions  and  to  control  the  effects  of  Tourette’s  disorder.  Hydralazine — Used  to  treat  high 
blood  pressure  by  relaxing  the  walls  of  the  peripheral  arterial  vessels.  Guanethidine — Used  to  treat  high 
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SMS  URGES  WORD  OF  CAUTION  IN  A NATIONAL  MEDICAL  DIRECTORY  SOLICITATION.  Periodically 
physicians  receive  a solicitation  to  be  listed  in  a directory  for  national  distribution.  The  most  recent  one  is  a 
card  from  the  US  Medical  Directory  whose  address  is  a Post  Office  box  number  in  Miami,  Florida.  It  asks 
the  physician  to  return  the  card  with  updated  material  for  the  listing.  An  inquiry  to  the  UW  Medical  Library 
revealed  that  the  latest  edition  of  this  directory  in  the  Library  is  dated  1975  which  leads  the  Library  staff  to 
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EMERGENCY  CARE  SEMINAR.  The  Wisconsin  Chapter  of  the  American  College  of  Emergency  Physicians 
is  sponsoring  a joint  seminar  with  the  Emergency  Department  Nurses  Association  on  “Emergency  Care — 
Handling  the  Tough  Ones,”  September  12-13,  1983  at  the  Sheraton  Inn,  Madison.  ACEP  Category  I credit 
applied  for.  Contact:  Arlene  Meyer  at  608/257-6781,  or  in-state  toll-free  1 -800-362-9080.  ■ 
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Chesley  P Erwin,  MD 


Presidents  Ic^e 


Murder  not  considered  as  one  of  the  fine  arts 


Although  one  may  descend  to  “sabbath  break- 
ing” from  vicariously  participating  (by  newspaper 
proxy)  in  murders  of  which  he  may  have  “thought 
very  little  at  the  time,”  I maintain  that  murder  is  not 
one  of  the  fine  arts,  and  I think  I have  material  to 
prove  it.  By  their  very  graphic,  detailed  presentation 
of  the  gory  details  of  various  murder  cases,  more- 
over, I believe  that  the  media,  almost  in  spite  of 
themselves,  are  convincing  many  readers  (and 
watchers  and  listeners)  that  murder  is  indeed,  not  at 
all  nice.  Several  stories  illustrate  my  point.  All  por- 
tray either  potentially  or  actually  murderous  actions. 
The  lessons  seem  plain,  the  events  worth  brief  por- 
trayals. 

Many  murders  are  crude , even  those  accomplished 
by  little  bullets  fired  from  snub-nosed  guns  carried  in 
milady’s  purse.  I remember  the  story  of  the  lady 
who,  going  toward  her  favorite  tavern  for  uplifting 
discussions  with  her  friends  (as  well  as  other  ex- 
pected delights),  was  knocked  down  by  two  young 
men  rushing  to  do  ill  to  anyone  who  denied  them 
anything.  The  lady  got  to  her  feet,  reached  in  her 
purse,  pulled  out  her  pistol,  and  followed  the  young 
men  into  the  bar.  The  two  young  men,  not  to  be  out- 
done, came  out  of  the  bar  some  few  minutes  later 
with  money  from  all  and  sundry  in  the  bar,  plus  an- 
other gun  (the  lady’s) — plus,  I assume,  some  exper- 
ience, of  whatever  quality.  But  no  one  died  in  this 
episode,  so  the  murder  was  threatened  only,  and  is 
quite  uplifting  enough  to  start  my  list. 

I also  remember  the  story  of  the  two  young  men 
who  went  into  a bar  with  robbery  in  mind.  In  the 
bar,  things  went  wrong — one  robber  shot  the  other 
robber  in  the  foot,  all  of  the  patrons  in  the  bar  drew 
their  guns  and  started  firing,  and  the  situation  deter- 
iorated seriously.  Eventually  all  of  the  guns  but  one 
disappeared,  and  one  body  (one  of  the  robbers)  was 
found.  The  dead  robber  had  one  shot  in  the  top  of 
his  head.  The  bullet  which  I removed  from  his  body 
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did  not  match  that  of  the  one  gun  recovered  (as  I 
later  learned  from  the  ballistics  examiners),  so  the 
wheels  of  justice  could  not  grind  very  fine  in  this 
case.  The  classic  saying  is:  “Whom  the  gods  would 
destroy,  them  they  first  make  mad.” 

Not  an  example  of  the  fine  arts,  either,  is  a case 
from  some  years  ago  of  the  love-lorn  woman  who 
approached  her  boyfriend  whom  she  found  in  bed 
with  another  woman.  She  wielded  a knife,  intending 
(she  later  said)  to  modify  some  parts  of  his  masculine 
anatomy.  But  she  missed,  and  cut  his  femoral  artery. 
She  had  “not  intended  to  kill  him,  just  cut  him,” 
she  said,  as  he  bled  to  death. 

Also  not  an  example  of  fine  art,  or  a laudable 
illustration  of  family  solidarity  is  the  case  of  the  man 
who  shot  his  brother  because  his  brother  was  “burn- 
ing the  pork  chops.”  Food  is  food,  I grant,  but  I 
find  this  reaction  extreme,  and  trust  there  will  be  no 
further  fratricides  based  on  a similar  passionate 
feeling  for  the  importance  of  culinary  expertise. 

And,  finally,  I remember  the  person  who  died  of 
several  liberal  touches  of  arsenic  taken  in  through 
milk  shakes.  Arsenic  has  fallen  into  neglect,  so  that 
now  it  is  rarely  seen  in  toxicologic  studies  (a  century 
ago,  it  ranked  just  behind  the  opiates  in  producing 
death  in  some  parts  of  the  world).  The  milk  shakes 
had  been  provided  by  a spouse,  but  on  whose  devise 
(the  person’s,  or  the  spouse’s),  remained  unrevealed. 
This  was  not  really  an  expression  of  the  fine  arts, 
either. 

I will  spare  my  readers  any  details  on  the  murders 
that  some  people  call  “bashings.”  They  are  not  up- 
lifting, in  any  sense,  nor  do  they  provide  fit  material 
for  most  significant  moral  discussions. 

No,  murder  is  not  one  of  the  fine  arts.  And,  I 
could  tell  you  a few  more  stories  to  clinch  my  point. 
But  maybe,  like  Long  John  Silver,  we  should  “never 
call  it  murder. ”□ 
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Editorials 


WAYNE  J BOULANGER,  MD,  Editorial  Director 


Official  positions  of  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society 


Football  players  wear  helmets 

If  football  players  wear  helmets,  why  can’t 
motorcyclists,  whose  potential  for  serious  injury  is 
far  greater?  This  was  the  question  posed  in  an  article 
entitled  “Helmet  Laws:  The  Battle  Continues” 
which  was  published  in  the  winter  issue  of  the  Jour- 
nal of  American  Insurance. 

In  1962  there  were  approximately  660,400  motor- 
cycles registered  in  this  country.  This  figure  in- 
creased to  nearly  six  million  by  1981,  and  the  num- 
ber of  motorcycle  fatalities  rose  from  759  in  1962  to 
4720  per  year  in  1980.  More  than  350,000  motor- 
cyclists are  injured  each  year,  many  of  them  perma- 
nently disabled. 

Many  of  these  deaths  and  disabling  injuries  could 
have  been  prevented  had  the  victims  been  wearing 
helmets.  Studies  show  that  the  death  rate  for  motor- 
cyclists involved  in  accidents  is  three  times  higher 
than  that  for  occupants  of  other  motor  vehicles  in- 
volved in  crashes.  The  National  Highway  Traffic 
Safety  Administration  reports  that  motorcyclists 
who  choose  not  to  wear  helmets  are  twice  as  likely 
to  die  of  head  injuries  than  helmeted  riders. 

In  the  mid-1960s,  Congress,  in  the  1966  Highway 
Safety  Act,  required  the  states  to  make  helmet  use 
mandatory  for  motorcyclists.  If  a state  did  not  com- 
ply, there  was  the  threat  of  having  its  federal  high- 
way funds  withheld.  Consequently,  by  1975,  47 
states  had  passed  helmet  laws.  The  immediate  effect 
was  readily  apparent.  In  ten  years  the  fatality  rate 
declined  from  12.8  to  6.5  deaths  per  10,000  regis- 
tered motorcycles. 

In  1975  strong  lobbying  by  rider  organizations, 
civil  libertarian  groups,  individual  motorcyclists,  as 
well  as  the  three  states  without  federal-approved  hel- 
met laws  persuaded  Congress  to  strip  the  Depart- 
ment of  Transportation  of  its  power  to  refuse  fund- 
ing. By  1980,  28  states  had  repealed  their  helmet 
laws  or  modified  them  to  apply  only  to  riders  under 
age  18.  Wisconsin  is  one  of  those  requiring  only 
cyclists  under  18  to  wear  helmets.  Immediately  the 
number  of  head  injuries  and  deaths  shot  upward. 

In  states  where  helmets  are  required  the  rate  of 
compliance  is  very  high,  usually  around  95  percent. 
In  states  without  helmet  laws  the  use  drops  to  about 
50  percent.  Where  the  requirement  applies  solely  to 
riders  under  18,  only  55-60  percent  of  them  actually 
wear  head  protection. 

Motorcyclists  continue  to  raise  the  same  tired  old 
arguments.  One  of  these  is  that  helmets  cause  acci- 
dents by  interfering  with  a cyclist’s  vision  or  hearing. 
A typical  helmet  reduces  the  field  of  vision  only 
about  three  percent.  Failure  to  use  eye  protection  has 
been  shown  to  be  a significant  factor  in  motorcycle 
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accidents.  A helmeted  cyclist  can  hear  better  than  a 
car  driver  with  the  windows  rolled  up. 

The  riders  also  have  the  mistaken  belief  that  hel- 
mets cause  injuries  that  otherwise  would  not  have 
happened.  However,  analyses  of  thousands  of 
motorcycle  accidents  have  shown  no  such  effect.  A 
study  in  Los  Angeles  found  that  85  percent  of  cy- 
clists who  died  in  accidents  were  not  wearing  hel- 
mets. 

Another  argument  relates  to  personal  freedom. 
The  belief  that  the  government  does  not  have  the 
right  to  curtail  individual  rights,  even  to  protect  the 
citizen  from  his  own  folly,  has  swayed  many  state 
legislatures.  This  has  not  held  up  in  court  as  at  least 
27  state  high  courts  as  well  as  the  US  Supreme  Court 
have  upheld  the  laws  requiring  helmet  use.  The 
courts  held  that  injuries  to  motorcyclists  carry  a cost 
to  society.  Further  studies  have  shown  that  hospital 
stays  are  longer  for  unhelmeted  riders;  and  the  cost 
to  taxpayers  is  also  significantly  higher,  since  many 
are  uninsured. 

The  increasing  social  burden  as  well  as  rising 
deaths  and  injuries  may  influence  state  legislatures 
in  the  future.  In  1981  Louisiana  became  the  first 
state  in  the  nation  to  reinstate  its  mandatory  motor- 
cycle helmet  law.  This  was  done  after  it  was  found 
in  1980  that  the  annual  motorcycle  deaths  in  Louisi- 
ana rose  124  percent.  Although  motorcycles  com- 
prised only  two  percent  of  the  states  vehicle  popula- 
tion in  1980,  they  accounted  for  10  percent  of  all 
traffic  deaths.  Maryland  and  Ohio  are  also  consider- 
ing strengthening  their  helmet  laws  and  it  seems  time 
for  Wisconsin  to  do  the  same. — VSF 


Old  Fuds 

It  USED  to  be  said  that  there  were  three  ranks  of 
Navy  officers.  These  were  Young  Studs,  Old  Fuds, 
and  Lieutenant  Commanders. 

Recently  the  Department  of  Defense  publicized 
the  need  for  surgeons  in  the  military.  It  was  stated 
that  in  the  event  of  a national  emergency  there  would 
be  enough  surgeons  in  service  to  care  for  only  two  of 
ten  military  casualties.  Consequently,  the  Depart- 
ment of  Defense  is  trying  to  recruit  surgeons  up  to 
age  60  for  reserve  status.  These  reserve  officers 
would  have  to  be  available  on  24-hour  notice. 

It  appears  that  the  recruitment  program  is  not  at- 
tracting droves  of  young  surgeons,  despite  generous 
concessions  for  required  drills  and  meetings. 

There  is  a source  of  surgeons  not  yet  considered 
by  the  military.  These  are  the  “Old  Fuds” — sur- 
geons over  60,  many  have  had  previous  military  and 
combat  experience  as  well  as  years  in  surgery.  Their 
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families  are  grown  and  they  could  often  become 
available  on  short  notice. 

Some  senior  surgeons  still  have  all  their  buttons, 
are  not  too  badly  out  of  shape  and  have  a great  deal 
more  expertise  to  offer  than  they  did  as  very  young 
and  inexperienced  medical  officers  years  ago.  And 
many  still  have  a strong  sense  of  loyalty  and  devo- 
tion to  their  country.  The  military  might  find  a sur- 
prising reservoir  of  surgeons,  Old  Fuds,  Senior 
grade. — VSF 


Too  low 

Not  long  ago  the  Joint  Commission  would  raise 
the  roof  of  any  hospital  that  came  up  with  anything 
more  than  a 5%  cesarean  section  rate  during  the 
course  of  a survey.  Now,  of  course,  C-section  rates 
of  15  to  25%  are  quite  commonplace. 

Recently  WISPRO  was  sharply  critical  of  a small 
community  hospital  because  its  C-section  rate  of 
3.8%  was  considered  too  low.  Actually,  there  had 
been  only  two  cesareans  performed  in  the  course  of 
an  entire  year  and  the  small  number  was  statistically 
insignificant. 

Probably  the  main  reason  for  the  low  percentage 
was  that  it  was  customary  in  that  area  to  send  the 
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high-risk  obstetrical  patients  to  a center  specializing 
in  that  type  of  care. 

Once  again,  WISPRO  should  ask  a few  questions 
prior  to  launching  an  investigation  or  unpleasant 
criticism. — VSFb 
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Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1 109,  Madison,  Wis  53701 . 


Herpes— the  simple  facts; 
a well-done  documentary 

To  The  Editor:  I want  to  commend  the  State  Med- 
ical Society  for  the  sponsoring  of  the  program 
“Madison  Confronts  Herpes:  The  Simple  Facts.” 
The  program  was  most  informative  and  the  facts 
were  presented  in  a simple  fashion  that  was  lucid 
and  educational.  I congratulate  the  State  Medical 
Society  for  sponsoring  this  documentary  program 
which  I’m  sure  has  enhanced  the  public  education 
on  a very  important  subject.  1 am  excited  about  your 
plans  to  do  additional  programs  of  this  type  and  will 
be  happy  to  help  the  State  Medical  Society  in  this 
effort  in  any  way  possible  in  the  future. 

For  the  Bureau  of  Community 
Health  and  Prevention 
Jeffrey  P Davis,  MD 
State  Epidemiologist  and  Chief 
Section  of  Acute  and 
Communicable  Disease 
Epidemiology 
Division  of  Health 
PO  Box  309 

Madison,  Wisconsin  53701  ■ 

Optometrists  respond 
to  Doctor  MacCarthy’s  article 

To  the  Editor:  This  letter  is  in  response  to  three 
separate  but  related  events  of  the  past  18  months. 
Those  events  were:  1 ) meetings  held  last  fall  between 
representatives  of  optometry  and  ophthalmology; 
2)  an  article  appearing  in  this  Journal,  March  1983, 
written  by  Charles  MacCarthy,  MD,  and  3)  the  1982 
approval  by  the  State  Medical  Society  of  a report  of 
its  Ad  Hoc  Committee  on  Health  Practitioners.  This 
letter  explains  my  view  of  those  events. 

Many  of  the  recommendations  made  in  the  report 
were  very  welcome  and  encouraging  from  an  inter- 
professional relations  viewpoint.  For  example,  to 
quote,  in  part:  “ . . . Physicians’  activities  with  ap- 
propriately trained  limited  practitioners  should  in- 
clude supervision,  collaboration,  and  consultation.” 
(Recommendation  1) 

“.  . . Physicians  are  urged  to  confer  and  coop- 
erate in  a team  approach  with  other  qualified  health 
practitioners  whenever  it  is  to  the  benefit  of  the 
patient.”  (Recommendation  2) 

. . Physicians  are  in  need  of  an  expanded  ex- 
posure to  the  education,  training,  and  practice  ac- 
tivities of  other  health  practitioners.”  (Recommen- 
dation 3) 
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“.  . . Physicians  will  benefit  from  the  opportunity 
to  have  other  health  practitioners  included  in  con- 
ferences, panels,  displays,  and  publications.”  (Rec- 
ommendation 4) 

“.  . . A listing  of  other  health  practitioner  groups, 
their  educational  background,  certifications  and 
licensing,  should  be  included  in  the  annual  Blue 
Book  of  SMSW.”  (Recommendation  6) 

“.  . . The  SMSW  should  investigate  the  possibility 
of  a standing  committee  of  its  members  meeting  at 
least  once  a year  with  other  health  practitioners  to 
share  practice  and  educational  concerns.”  (Recom- 
mendation 8) 

These  are  excellent  recommendations,  based  on 
the  assumption  that  all  of  us  are  involved  in  health 
care  primarily  because  we  want  to  provide  services 
in  a manner  which  will  provide  maximum  benefit  to 
our  mutual  patients.  Differences  must  be  set  aside  or 
neutralized  to  allow  each  of  us  to  work  to  the  high- 
est level  of  our  education  and  training,  cooperating 
to  provide  the  world’s  best  health  care.  The  Wis- 
consin Optometric  Association  believes  that  health 
care  is  best  delivered  when  all  providers  can  coop- 
erate as  a team;  and  we  would  gladly  accept  any  in- 
vitations to  participate  as  outlined  in  the  above 
recommendations. 

The  final  recommendation  approved  by  the  Med- 
ical Society  is  central  to  my  reasons  for  writing  to  the 
Journal : “.  . . The  committee  urges  physician 
groups,  that  have  interprofessional  (‘turf’)  problems 
with  other  limited  health  practitioners,  meet  with 
these  groups  on  a timely  basis.  A disinterested  phy- 
sician from  another  specialty  who  is  preferably  a 
member  of  the  standing  Committee  on  Health  Prac- 
titioners (see  recommendation  8)  should  also  be  in 
attendance  to  offer  counsel  and  advice.  An  approp- 
riate report  would  be  submitted  to  the  standing 
Committee  on  Health  Practitioners  for  informa- 
tional purposes.”  (Recommendation  9) 

It  seems  now,  as  it  has  for  years,  that  interpro- 
fessional problems  do  exist  between  my  profession 
and  medicine,  specifically  between  optometry  and 
ophthalmology.  It  has  always  bothered  me  that  the 
two  professions  cooperate  very  well  on  a person-to- 
person  basis,  as  we  share  the  responsibility  for  the 
care  of  thousands  of  patients  each  year,  and  yet  we 
cannot  seem  to  get  along  at  the  state  or  national 
level.  The  manpower  crisis,  oversupply  of  health 
care  providers,  predicted  for  1990  promises  only  to 
intensify  these  interprofessional  problems. 

continued  on  page  10 
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Now  you  can  transfer  respirator  dependent 
patients  by  air  or  ground  ambulance, 


...even  if  they  require 
continuous  ventilator  support  with 
positive  end  expiratory  pressure. 


BMRA  critical  care  ambulance  teams  serve  rural  and 
metropolitan  communities  coast  to  coast.  We  stand 
ready  with  pilots,  fully  equipped  aircraft  and  specially 
trained  medical  crews  to  serve  your  critical  care 
needs.  We  set  the  highest  standards  in  air  ambulance 
service;  providing  services  and  equipment  that  are 
not  available  in  many  intensive  care  units. 

We  provide: 

• Full  physiolgic  monitoring  by  critical  care  nurses 
utilizing  state-of-the-art  life  support  equipment. 

• Hemodynamic  monitoring,  intraortic  balloon  pump 
and  advanced  respiratory  therapy  techniques. 

• Bio  medical  telemetry  to  physician  medical  control. 

• Air  and  ground  mobile  intensive  care  units. 


FAA  approved,  licensed  and  certified 

Licensed  by  the  Minnesota  Departments  of  Health  and  Transportation 
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BMRA  - BIO  MEDICAL  RESEARCH 
■ ASSOCIATES,  INC.  *3 


336  Chester  St.  • St.  Paul,  MN  55107  • Phone  (612)  778-0416 


LETTERS  continued 


I sincerely  believe  that  these  interprofessional  con- 
ferences must  be  held  between  objective,  open- 
minded  providers  and  that  neutral  parties  must  be 
present  at  each  meeting.  The  neutral  parties  seem  to 
serve  to  hold  “territorial  bickering”  to  a minimum, 
to  allow  the  discussions  to  be  held  on  the  highest 
philosophical  plane  and  to  help  keep  the  patients’ 
well-being  and  the  quality  of  health  care  at  the  fore- 
front. 

I was  in  receipt  of  a copy  of  the  report  and  the 
above  recommendations  prior  to  the  first  meeting  of 
the  Interpractice  Committee  on  Vision  Care  called 
by  the  Wisconsin  Department  of  Regulation  and 
Licensing  in  the  summer  of  1982.  I was  disappointed 
through  the  three  meetings  of  that  committee  as  it 
became  obvious  very  early  that  the  representative  for 
the  Medical  Examining  Board  and  the  Section  of 
Ophthalmology  were  not  as  interested  in  arriving  at 
a mutually  acceptable  solution  to  common  problems 
as  they  were  in  getting  optometry  to  accept  their 
prescribed  solution. 

The  problem  identified  by  Dr  Charles  MacCarthy, 
a Wausau  ophthalmologist,  in  his  presentation  to  the 
Interpractice  Committee  and  later  in  an  article  for 
the  March  1983  Wisconsin  Medical  Journal  (pp 
35-38),  was  a small  number  of  alleged  missed  diag- 
noses of  pathology  by  optometrists,  inappropriately 
or  untimely  referred  by  optometrists  to  opthalmolo- 
gists  or  referral  of  suspected  pathology  to  physicians 
other  than  opthalmologists. 

I saw  this  problem  differently  than  Doctor  Mac- 
Carthy and  offered  a set  of  recommendations  on  be- 
half of  the  Wisconsin  Optometric  Association  (copy 
available  upon  request).  These  recommendations 
would  not  be  considered  by  the  representatives  of 
ophthalmology  unless  we,  as  representatives  of  Wis- 
consin optometry,  would  accept  and  distribute  their 
list  of  “mandatory  referral  criteria”  (copy  available 
upon  request).  They  also  wanted  to  change  the  op- 
tometry statute  to  require  that  all  referrals  made  by 
optometrists  be  made  to  medical  eye  specialists 
(ophthalmologists)  only,  regardless  of  the  condition 
suspected  or  availability  of  other  medical  specialists. 

The  checklist  was  unacceptable  on  principle,  as  it 
would  establish  a precedent  repugnant  to  every  in- 
dependent health  care  provider.  None  of  us  who  has 
spent  years  of  education  and  training  to  develop  pro- 
fessional judgment,  honed  by  additional  years  of 
postgraduate  education  and  experience,  could  accept 
the  concept  of  replacing  that  skill  with  twelve  criteria 
on  a chairside  checklist.  We  were  concerned  that 
similar  checklists  might  be  mandated  or  legislated 
by  other  medical  specialties  against  other  independ- 
ent professions  or  even  against  other  medical  special- 
ties. We  felt  that  this  would  not  serve  the  public  well 
and  again  emphasized  the  importance  of  continually 
upgrading  all  health  care  education,  preceding  and 

10 


following  licensure,  as  a more  effective  means  of 
protecting  the  public. 

Similarly,  we  urged  that  present  means  of  public 
protection,  already  in  force  and  effective,  should  be 
utilized  by  the  state’s  ophthalmologists.  That  is,  if  an 
ophthalmologist  observes  optometric  treatment 
which  he  or  she  believes  to  be  in  violation  of  Wiscon- 
sin law,  it  is  his  or  her  duty  to  report  that  incident  to 
the  State  Board  of  Examiners  in  Optometry.  The 
mechanism  exists  for  considering  these  reports,  in- 
vestigating them  for  possible  violations,  and  it 
should  be  utilized!  It  serves  no  purpose  to  publish 
unsubstantiated  outlines  of  cases  except  to  irritate 
members  of  the  profession  involved  and  to  cause  the 
public  to  question  the  author’s  motives. 

Optometry  has  come  a long  way  since  its  origin. 
It  has  moved  from  the  sample  cases  of  itinerant 
“spec  peddlers”  at  the  turn  of  the  century,  through 
the  jewelry  stores  of  the  twenties  and  thirties,  and  on 
into  its  rightful  place  as  a well-respected  member  of 
the  family  of  health  care  providers.  Today’s  optome- 
trists are  well  prepared  to  treat  vision  conditions  not 
requiring  medical  care  and  to  recognize  ocular  and 
systemic  conditions  which  require  referral  to  other 
providers.  This  transition  did  not  occur  overnight 
and  neither  will  it  be  completed,  as  all  professions 
are  always  in  a state  of  change. 

Our  profession  has  improved  over  the  years  from 
within  as  it  grew  to  meet  the  needs  of  our  patients. 
Future  changes  will  also  come  from  within  as  those 
are  the  only  changes  acceptable  to  any  profession. 
Entities  desiring  to  affect  the  future  of  this  or  any 
other  profession  would  do  well  to  heed  that  fact  and 
choose  to  work  with  the  profession  to  make  it  better 
rather  than  against  it. 

In  closing,  I will  again  pledge  my  assistance  per- 
sonally as  well  as  the  cooperation  of  the  Wisconsin 
Optometric  Association  in  any  legitimate  effort  to 
improve  the  health  care  provided  to  Wisconsin  citi- 
zens. We  are  willing  to  listen  to  suggestions,  attend 
meetings,  write  letters,  supply  information,  answer 
questions,  or  do  anything  within  reason  to  achieve 
more  cordial  working  relationships  with  members  of 
the  other  health  professions. 

Medicine  is  the  oldest  and  largest  health  profes- 
sion, and  thus  its  activities  are  critical  to  improving 
interprofessional  relations  and,  more  importantly, 
the  health  care  delivery  systems  in  Wisconsin.  I 
thank  you  for  the  spirit  of  cooperation  embodied  in 
the  report  of  the  Ad  Hoc  Committee,  and  for  taking 
the  time  to  read  this  letter  and  consider  its  contents. 
Wisconsin’s  health  care  is  envied  by  people  around 
the  world  . . . Together  we  can  make  it  even  better. 

Charles  B Brownlow,  OD 
Immediate  Past  President 
Wisconsin  Optometric  Association 
415  East  Ann  Street 
Weyauwega,  Wisconsin  54983H 
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SMS  Services,  Inc. 


Announcing!  A new  auto,  homeowners,  personal  umbrella 
insurance  plan  for  SMS  members  and  their  employees. 

PCP  Personal,  Comprehensive  Protection 

A tailored,  exclusive  policy  for  SMS  members  and  their  employees.  It  makes  your 
liability  and  property  coverage  easy  to  handle,  more  efficient  and  more  economical. 


HOW  PCP  GIVES  YOU 
MORE  FOR  YOUR  MONEY 

EXCLUSIVE  DISCOUNTED  RATES 
FOR  SMS  MEMBERS 

The  potential  mass  purchasing  power 
of  over  5,000  SMS  members  was  a 
factor  in  the  development  of  rates.  This 
Exclusive  Low  Rate  is  also  available  to 
employees  of  SMS  members. 

ONE  CONTRACT 

Now,  in  one  policy,  you  can  cover  your 
auto(s),  home(s)  and  your  personal 
umbrella.  The  insurance  company 
saves  administrative  expenses  and  you 
save  premium  dollars. 

BLANKET  COVERAGE 

Instead  of  one  limit  of  coverage  for 
your  home,  another  for  separate  struc- 
tures like  your  garage,  and  still  another 
for  your  personal  possessions,  PCP 
protects  you  overall  with  a single 
higher  amount  of  coverage. 


REPLACEMENT  COST 

The  amount  of  your  property  insurance 
coverage  is  automatically  adjusted 
annually.  Losses  are  adjusted  on  the 
basis  of  replacement  value  at  the 
time  of  loss. 

5 YEAR  GUARANTEE 

After  60  days,  we  guarantee  to 
continue  your  property,  liability  and 
auto  coverage  for  5 years— unless  you 
don’t  pay  your  premium,  or  you  sell 
your  home,  or  if  a member  of  your 
family  has  his  or  her  driver’s  license 
revoked. 

PERSONAL  UMBRELLA 
POLICY 

★ Up  to  $5,000,000  is  available 

★ Extends  the  limits  of  auto  and  home 
owner  coverages  up  to  $5,000,000 

★ In  addition,  personal  injury,  assault, 
battery,  libel  and  slander  are  covered 
perils 


SPECIAL  BENEFITS 
DISCOUNTED  RATES 

For  members  of  the  State  Medical  Society 
of  Wisconsin 

HOW  DO  I FIND  OUT 
WHAT  MY  RATES  WILL  BE? 

For  a rate  quotation  call  Continental 
Insurance  Company’s  Wisconsin 
Administrator: 

MANSON  INSURANCE 
Wausau,  Wisconsin 
715-845-4371,  or  toll-free 
1-800-472-1544,  or 

complete  and  mail  the  attached  reply  card. 


AVAILABLE  THROUGH: 

SMS  SERVICES,  INC. 


Also  see  reverse  side  ► 


REQUEST  FOR  PCP  QUOTE 


Name Phone  No.  ( ) Best  time  to  contact: 

Address:  

Value  of  Home: Deductible:  □ $100  □ $250  □ $500  (Home  Owners  and  Auto  Collision) 

Personal  Umbrella:  □ $1,000,000  □ $3,000,000  □ $5,000,000 

Automobiles:  Pleasure  To  & From  Collision 


Year 

1. 

Make  and  Model 

Only 

n 

Work 

□ 

Business 

□ 

(if  desired) 

□ Yes  □ No 

2. 

□ 

□ 

□ 

□ Yes 

□ No 

3. 

□ 

□ 

□ 

□ Yes 

□ No 

4. 

□ 

□ 

□ 

□ Yes 

□ No 

Drivers:  (Full  name,  including  middle,  Date  of  Birth,  Sex)  Indicate  Vehicle  Driven 


1. 

2. 

3. 

4. 


Any  accidents  or  convictions  in  past  5 years  Yes  No  (If  yes,  please  explain  below) 


PCP  Personal,  Comprehensive  Protection 

This  coverage  is  available  through  SMS  SERVICES,  INC.,  the  State  Medical 
Society’s  wholly  owned  subsidiary  and  Agent  of  Record  . . . working  full  time  for 
you  to  provide  top  quality  insurance  plans  ...  at  the  lowest  possible  cost. 


SPECIAL  FEATURES: 

★ One  policy  for  your  auto,  home, 
recreational  vehicles,  watercraft  and 
personal  umbrella 

★ Easy  payment  plans 

★ Blanket  coverage  on  your  home  and 
personal  property 

★ Replacement  Cost  Coverage  on  home 
and  personal  property 

★ Property  damage,  bodily  injury  and 
liability  coverage  up  to  $500,000 

★ Coverage  guaranteed  for  five  years 

★ Inflation  protection 

★ Towing 

★ Auto  loss  of  use  (Rental) 

★ Special  claims  handling 

★ Toll-free  policy  service 


SERVICE  FEATURES 

POLICY  SERVICE 

For  the  following  services,  call  MANSON 
INSURANCE  at  the  above  number(s): 

★ Rate  quotations 

★ Contract  and  endorsement  issue 

★ Claims  service 

MARKETING  AND  BILLING  SERVICE 

Call  SMS  SERVICES,  INC., 

Madison,  Wisconsin  at 
608-257-6781,  or  toll-free 
7-800-362-9080 


No  Postage 
Necessary 
If  Mailed 
In  The 
U.S. 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO.  4 MADISON,  Wl 


POSTAGE  WILL  BE  PAID  BY 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 

P.O.  BOX  1109 

MADISON,  WISCONSIN  53791 


SPECIAL  CLAIMS  HANDLING 

We  make  it  as  convenient  as  possible  to 
file  a claim.  Only  one  estimate  is  needed 
for  an  auto  claim,  and  you  may  get  it  from 
the  local  repair  shop  you  prefer. 

Adjusters  are  available  in  your  area  for 
home  and  property  damage  claims.  You 
will  be  contacted  within  48  hours  of 
reporting  your  claim  and  reimbursement 
will  be  prompt  and  hassle-free. 

CLAIMS  OCCURRING  IN  WISCONSIN 

Call  Continental  Insurance  Company’s 
Wisconsin  Administrator: 

MANSON  INSURANCE 
Wausau,  Wisconsin 

715-845-4371,  or  toll-free  1-800-472-1544 

CLAIMS  OUTSIDE  WISCONSIN 

The  Nationwide  Continental  Companies 
toll-free  number  is  1-800-447-2200 
(except  in  Illinois,  call  1-800-322-2402). 


THE  INSURANCE  COMPANY, 
STABLE  AND  SAFE 

This  insurance  is  underwritten  by  The 
Continential  Insurance  Companies,  one 
of  the  largest  casualty  companies  in  the 
world. 

WHO  IS  ELIGIBLE? 

All  members  of  the  State  Medical  Society 
of  Wisconsin  and  their  employees. 

WHAT  IS  THE  NAME 
OF  THIS  POLICY? 

Personal  Comprehensive  Protection 

which  will  be  referred  to  as  “PCP”  here. 


Also  see  reverse  side 


ENDORSED  FOR 

STATE  MEDICAL  SOCIETY  MEMBERS 
BY  SMS  SERVICES,  INC. 

P.O.  Box  1109 
Madison,  Wisconsin  53701 
(608)  257-6781 
or  toll-free:  (800)  362-9080 


SMS  Services,  Inc. 


Scientific  Medicine 


VICTOR  S FALK,  MD,  Medical  Editor 


Geriatric  Medicine  II  (Part  II)  . . . Steven  R Gambert,  MD,  Guest  Editor 


Hematologic  problems  in  the  elderly 

Joseph  J Mazza,  MD,  Marshfield,  Wisconsin 


ABSTRACT.  A brief  broad  overview  of  the  common  hem- 
atologic problems  encountered  in  the  elderly  is  presented 
with  emphasis  on  anemias  and  hematologic  malignancies. 
Attention  is  also  focused  on  the  frequent  nutritional  in- 
adequacies of  this  age  group  and  the  increased  incidence 
of  Hodgkin's  disease  and  acute  leukemia  in  patients  over 
age  60. 

The  gamut  of  hematologic  problems  in  the  elderly 
ranges  from  a simple,  easily  correctable  iron-de- 
ficiency anemia  to  a rapidly  progressing  acute  leu- 
kemia. Frequently,  the  hematologic  abnormalities 
are  the  accompanying  features  of  an  underlying  sys- 
temic disease  that  need  further  elucidation  by  the 
clinician. 

The  biologic  processes  of  aging  have  been  associ- 
ated with  the  tendency  for  older  persons  to  become 
relatively  more  anemic  than  younger  adults,  due  to 
the  effect  of  aging  on  bone  marrow  function  and  re- 
serve. It  has  been  suggested  that  there  is  a slow  but 
consistent  decline  in  the  proliferative  capacity  of  the 
bone  marrow  that  occurs  with  aging  and  that  this 
diminishing  activity  may  be  responsible  for  the  de- 
creasing hemoglobin  levels  and  leukocyte  count  that 
occur  with  age.1-2'3  However,  this  decline  in  marrow 
activity  as  reflected  by  the  decrease  in  the  peripheral 
blood  parameters  has  been  subject  to  much  con- 
troversy and  does  not  seem  to  have  clinical  signifi- 
cance.4 In  fact,  because  so  many  factors  are  in- 
volved and  affect  bone  marrow  function  and  re- 
serve, there  is  no  unanimity  on  the  matter. 

It  has  been  shown  that  platelets,  white  blood  cells 
and  the  differential  blood  count  do  not  change  ap- 
preciably with  age,  and  clotting  remains  essentially 
unchanged.5  Therefore,  any  significant  changes  that 


From  the  Department  of  Medicine,  Section  of  Hematology,  Marsh- 
field Clinic  and  the  Marshfield  Medical  Foundation,  Inc,  Marshfield. 
Reprint  requests  to:  Joseph  J Mazza,  MD,  Marshfield  Clinic,  1000  North 
Oak  Ave,  Marshfield,  Wis  54449.  Copyright  1983  by  the  State  Medical 
Society  of  Wisconsin. 

Part  I appeared  in  the  August  1983  issue. 
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occur  in  these  parameters,  with  or  without  overt  clin- 
ical manifestation,  must  be  investigated  thoroughly. 
In  most  instances  the  anemia  occurring  in  the  elderly 
can  be  evaluated  and  managed  by  the  primary  care 
physician.  However,  when  there  are  multiple  abnor- 
malities noted  on  the  peripheral  blood  smear  by  the 
experienced  laboratory  technologist,  a hematologist 
or  internist  with  a special  interest  in  hematology 
should  be  consulted  to  further  assess  the  patient’s 
clinical  and  hematologic  status  in  order  to  rule  out  a 
primary  hematologic  disorder. 

Anemia.  Anemia  is  by  far  the  most  common  hem- 
atologic disorder  in  the  geriatric  population.  Much 
can  be  learned  from  the  initial  automated  hemo- 
gram. If  anemia  is  present,  one  should  carefully  re- 
view the  red  blood  cells  (RBC),  morphology,  and  in- 
dices. Such  information  will  enable  the  clinician  to 
determine  if  the  anemia  is  microcytic  hypochromic, 
normochromic  normocytic,  or  macrocytic.  With  this 
information  he  can  then  direct  his  examination 
toward  the  common  causes  of  these  types  of  anemia 
in  the  elderly.  If  abnormalities  of  multiple  cell  lines 
are  noted  on  the  initial  hemogram,  a primary  hem- 
atologic disorder  should  be  considered  in  the  diag- 
nostic evaluation. 

When  the  RBC  indices  are  decreased  in  the  anemic 
patient,  ie,  microcytic  hypochromic  anemia,  iron  de- 
ficiency can  be  assumed  if  the  serum  ferritin  level  is 
decreased.  A low  serum  ferritin  level  enables  one  to 
rule  out  other  causes  of  a hypochromic  microcytic 
anemia  that  occur  in  the  elderly,  eg,  acquired  sidero- 
blastic anemia.  A normal  or  elevated  serum  ferritin 
level,  however,  does  not  rule  out  the  possibility  of 
the  patient  being  iron-deficient. 

Blood  loss  from  the  gastrointestinal  tract  is  the 
most  common  cause  of  iron  deficiency  in  the  elderly 
and  a full  investigation  of  the  gastrointestinal  tract 
should  be  carried  out  to  identify  the  site  of  bleeding. 
However,  the  nutritional  status  and  dietary  habits  of 
these  patients  should  be  carefully  evaluated.  The  im- 
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portance  of  adequate  iron  intake  and  absorption  of 
iron  from  the  gut  are  paramount  for  normal  bone 
marrow  function  and  output  of  normally  hemoglo- 
binated  red  blood  cells.  Other  factors  are  also  im- 
portant in  making  available  the  necessary  iron  for 
maintaining  sufficient  erythropoiesis  to  prevent 
anemia,  but  inadequate  dietary  needs  is  a well  doc- 
umented, common  cause  of  a variety  of  anemias  in 
the  elderly. 

Hemolytic  anemias.  A sudden  fall  in  the  hemo- 
globin level  without  evidence  of  bleeding  should  alert 
the  clinician  to  the  possibility  of  hemolysis.  Some- 
times the  hemolytic  process  is  insidious  and  the  pa- 
tient does  not  become  symptomatic  until  the  anemia 
becomes  moderately  severe.  An  increase  in  the  re- 
ticulocyte count  or  increased  polychromasia  noted 
on  the  peripheral  smear  inspected  by  the  technologist 
are  also  signs  of  hemolysis.  A positive  direct 
Coombs’  test  should  raise  strong  suspicion  that  the 
anemia  is  on  an  immunologic  basis.  Both  cold  and 
warm  antibodies  are  frequent  causes  of  hemolysis  in 
the  elderly  and  these  serologic  findings  are  com- 
monly seen  in  systemic,  immunologic  disorders  and 
lymphoreticular  malignancies.  The  nonimmune 
hemolytic  anemias  are  most  frequently  caused  by 
drug  ingestion,  nutritional  deficiencies,  malignan- 
cies, and  infections.  Diffuse  intravascular  coagula- 
tion (DIC)  is  commonly  a serious  complication  as- 
sociated with  a variety  of  malignant  diseases  and  sys- 
temic infections  which  can  lead  to  a severe,  brisk 
hemolytic  process  requiring  prompt  attention  and 
correction. 

The  most  common  type  of  anemia  seen  in  the 
older  age  population  is  a normochromic  normocytic 
anemia.  This  is  frequently  associated  with  a variety 
of  rather  vague,  nonspecific,  sometimes  confusing 
symptoms  that  are  very  common  in  this  age  group 
and  not  suggestive  of  any  one  particular  disorder. 
This  anemia  is  often  referred  to  as  the  “anemia  of 
chronic  disease.”  It  is  part  of  the  clinical  picture  of 
many  diseases  and  disorders  that  can  be  broadly  cat- 
egorized as  chronic  inflammatory  diseases,  chronic 
infections,  neoplastic  diseases;  and  it  is  frequently 
seen  in  chronic  renal  disease.  Diabetes  is  also  a 
common  cause  of  a normochromic  normocytic 
anemia  owing  to  its  effect  on  numerous  organ  sys- 
tems causing  significant  dysfunction.  Nutritional  de- 
ficiencies also  may  be  a factor  contributing  to  this 
type  of  anemia  in  the  elderly.  Poor  dietary  habits 
with  improperly  balanced  meals  along  with  irregular 
eating  habits  may  contribute  to  deficiency  states  and 
eventually  to  anemia.  In  this  type  of  anemia,  the 
serum  iron  and  iron-binding  capacity  are  characteris- 
tically low  while  the  serum  ferritin  is  normal  or  ele- 
vated. The  bone  marrow  iron  stores  are  usually  ade- 
quate and  the  reticulocyte  count  is  decreased.  Fre- 
quently the  physician  must  examine  the  patient  re- 
peatedly at  various  time  intervals  and  look  carefully 
at  the  laboratory  data  to  obtain  helpful  information 
to  pursue  the  clinical  evaluation  on  such  patients. 
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When  the  presenting  anemia  appears  macrocytic 
on  the  peripheral  blood  smear  or  according  to  red 
blood  cell  indices,  emphasis  must  again  be  placed  on 
the  importance  of  obtaining  a detailed  history  and 
information  about  the  elderly  anemic  patient’s  die- 
tary habits  and  nutritional  status.  It  is  not  uncom- 
mon to  see  folic  acid  deficiency  concurrent  with  vita- 
min B12  deficiency  in  the  anemic  patient.  The  mal- 
absorption syndrome  caused  by  megaloblastic 
changes  in  the  gastrointestinal  tract  of  the  B12  de- 
ficient patient  can  sometimes  lead  to  folic  acid  de- 
ficiency due  to  poor  absorption  of  folate  in  the  prox- 
imal small  bowel.  Usually  this  anemia  is  charac- 
teristically macrocytic  and  easily  correctable  by  sup- 
plementing the  deficient  factor,  making  it  readily 
available  for  normal  bone  marrow  erythropoiesis. 
Also,  it  is  not  uncommon  to  see  iron  deficiency  in 
the  patient  with  B12  deficiency  since  patients  with 
pernicious  anemia  have  gastric  achlorhydria  and  are 
unable  to  absorb  sufficient  iron  from  the  diet.  Gas- 
tric carcinoma  with  occult  bleeding  also  has  been  as- 
sociated with  pernicious  anemia.  When  these  situa- 
tions exist,  it  is  necessary  to  give  multiple  approp- 
riate hematinics  to  correct  the  anemia. 

Leukopenia  and  thrombocytopenia.  These  two  fre- 
quently acquired  hematologic  abnormalities  in  the 
elderly  are  most  commonly  associated  with  or  in- 
duced by  medications.  The  mechanisms  involved 
may  vary.  Bone  marrow  suppression  and  peripheral 
destruction  of  leukocytes  or  platelets  due  to  im- 
munological alterations  have  been  well  documented. 
Because  the  elderly  are  frequently  on  multiple  med- 
ications, one  must  be  cognizant  of  these  problems 
and  frequent  periodic  monitoring  of  blood  counts  is 
recommended  to  avert  a serious  hematologic  situa- 
tion. Commonly  used  antibiotics,  diuretics,  anti- 
inflammatory agents,  antidepressants,  antianxiety 
agents,  hypnotics,  sedatives,  and  anticonvulsants 
have  been  associated  with  these  acquired  hemato- 
logic abnormalities.  In  order  to  get  a better  appreci- 
ation for  the  magnitude  of  this  problem,  the  reader 
is  referred  to  the  extensive  growing  list  of  specific 
agents  causing  leukopenia  or  thrombocytopenia.6-7 

Hematologic  malignancies.  Generally  the  hemato- 
logic malignancies  are  considered  under  two  broad 
categories:  (1)  the  lymphoproliferative  diseases  and 
(2)  the  myeloproliferative  diseases.  Of  these  two 
major  categories,  the  most  common  type  of  hem- 
atologic malignancies  seen  in  a geriatric  age  popula- 
tion is  of  the  lymphoproliferative  or  lymphoreticular 
types  of  diseases.  These  include  the  lymphomas, 
dysproteinemias,  and  chronic  lymphocytic  leukemia. 

Non-Hodgkin’s  lymphoma,  both  the  diffuse  and 
nodular  types,  is  characterized  by  large  peripheral 
lymphadenopathy,  abdominal  masses,  and  spleno- 
megaly. Usually  the  nodular  type  progresses  slowly, 
and  frequently  the  patient  is  asymptomatic  even 
when  widespread  disease  is  evident  on  physical  ex- 
amination. The  diffuse  type  of  lymphomas  usually 
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progresses  more  rapidly  and  requires  more  prompt 
therapeutic  intervention.  Of  the  dysproteinemias, 
multiple  myeloma  and  Waldenstrom’s  macrogam- 
maglobulinemia  are  most  frequently  encountered  in 
persons  over  the  age  of  60. 8 These  diseases  are  char- 
acterized by  high  levels  of  gammaglobulin  in  the 
plasma,  and  in  the  case  of  multiple  myeloma,  mul- 
tiple lytic  bone  lesions.  The  bone  marrow  picture  in 
both  myeloma  and  Waldenstrom’s  macrogamma- 
globulinemia  is  abnormal  and  shows  an  increased 
number  or  proliferation  of  large  abnormal  plasma 
cells  and  lymphocytes.  In  some  instances  the  bone 
marrow  picture  in  Waldenstrom’s  macrogamma- 
globulinemia  is  indistinguishable  from  that  of 
chronic  lymphocytic  leukemia  because  of  the 
marked  proliferation  of  lymphocytes  that  can  be 
seen  in  both  diseases. 

Chronic  lymphocytic  leukemia  is  the  most  com- 
mon type  of  leukemia  seen  in  the  western  world.  It 
is  much  more  frequently  seen  in  patients  over  the  age 
of  60  and  the  majority  of  patients  in  whom  this 
diagnosis  is  made  are  usually  asymptomatic  at  the 
time  of  presentation.  The  clinical  course  of  chronic 
lymphocytic  leukemia  is  characterized  by  an  indolent 
phase  during  which  time  the  patient  remains  asymp- 
tomatic, and  the  hematologic  parameters  with  the 
exception  of  the  white  blood  cell  count  remain  nor- 
mal. The  duration  of  this  phase  of  the  disease  varies 
greatly  and  no  treatment  is  required.  Eventually, 
however,  the  disease  progresses  as  is  evidenced  by 
the  continued  rise  in  the  white  blood  cell  count. 
Usually  there  is  a concomitant  slowly  falling  hemo- 
globin level  and  platelet  count  to  below  normal.  As 
the  disease  progresses,  fatigue  and  purpura  ensue 
and  treatment  becomes  necessary.  The  degree  of  pe- 
ripheral adenopathy  and  splenomegaly  present  in 
these  patients  varies  greatly  and  seems  to  have  no  re- 
lationship to  the  degree  of  lymphocytosis  present. 
When  treatment  is  indicated  in  chronic  lymphocytic 
leukemia,  it  can  usually  be  done  on  an  outpatient 
basis  without  significant  adverse  side  effects  from 
the  medications.  Because  most  patients  with  chronic 
lymphocytic  leukemia  develop  hypogammaglobu- 
linemia at  some  time  during  the  course  of  the  dis- 
ease, frequent  infections  are  a common  complication 
and  treatment  should  be  prompt  and  aggressive.  A 
Coombs’  positive  hemolytic  anemia  and  hemorrhage 
secondary  to  chronic  persistent  thrombocytopenia 
are  less  common  complications  of  this  disease  and 
also  require  prompt  therapy. 

The  high  incidence  of  Hodgkin’s  disease  in  the 
elderly  can  be  shown  clearly  in  the  epidemiology 
studies  done  by  MacMahon9  and  others.10  The  bi- 
modal  age-incidence  curve  shows  a peak  incidence  of 
Hodgkin’s  disease  in  young  adults  followed  by  a 
second  peak  after  age  50  that  reaches  its  maximum 
height  at  about  age  70.  Analysis  of  the  data  col- 
lected from  Stanford  University  Medical  Center 
shows  a significantly  greater  proportion  of  cases  in 
the  older  age  population  with  advanced  stage  dis- 
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eases  (Stages  III  and  IV)  and  a significantly  worse 
prognosis. 1 1 

Myeloproliferative  diseases.  These  diseases  are 
commonly  considered  as  variations  of  a proliferating 
abnormal  bone  marrow.  They  are  characterized  by  a 
high  peripheral  count  of  one  or  multiple  cell  lines. 
Anemia  is  not  a usual  component  of  the  initial  hem- 
ogram in  these  diseases;  and,  in  fact,  the  hemoglobin 
level  is  always  elevated  in  polycythemia  rubra  vera 
and  frequently  normal  or  elevated  in  early  myeloid 
metaplasia  and  primary  thrombocytosis.  Progressing 
fatigue,  weight  loss,  and  decreased  work  tolerance 
are  common  complaints  of  patients  with  these  dis- 
eases despite  the  normal  hemoglobin  level.  Chronic 
granulocytic  leukemia  is  found  much  less  frequently 
in  the  elderly  than  polycythemia  rubra  vera,  primary 
thrombocytosis,  and  myeloid  metaplasia  with  myel- 
ofibrosis. Commonly,  the  only  symptoms  patients 
with  these  diseases  complain  of  are  fullness  and  dis- 
comfort in  the  left  upper  quadrant  and  early  satiety. 
These  are  usually  a consequence  of  an  enlarged 
spleen  that  is  easily  palpable  on  physical  examina- 
tion in  the  majority  of  patients  with  these  diseases.12 
Treatment  of  all  these  diseases  is  usually  carried  out 
with  myelosuppressive  agents.  Alkylating  agents 
(Leukeran®  and  Myleran® ) and  P32  are  commonly 
used  for  this  purpose  with  gratifying  results.  How- 
ever, polycythemia  rubra  vera  with  no  significant  in- 
crease in  the  peripheral  white  blood  cell  count  or 
platelets  may  be  controlled  with  periodic  phleboto- 
mies alone. 

In  some  instances  there  may  be  qualitative  as  well 
as  quantitative  abnormalities  on  the  initial  hemo- 
gram and  peripheral  smear  with  an  accompanying 
bone  marrow  which  does  not  lend  to  categorization 
of  the  myeloid  abnormality  into  a specific  disease 
category  as  mentioned  above.  Abnormalities  of  both 
proliferation  and  maturation  in  multiple  cell  lines  of 
the  marrow  with  sometimes  accompanying  refrac- 
tory anemia  is  not  infrequently  seen  in  the  elderly.  In 
these  instances  where  the  bone  marrow  abnormali- 
ties and  dysfunction  are  obvious  but  are  confusing 
and  vary  from  patient  to  patient,  they  may  be  cat- 
egorized as  a “myelodysplastic  syndrome”  and  con- 
sidered preleukemic.'3  Such  bone  marrow  abnormal- 
ities do  not  usually  respond  well  to  therapy  and  fre- 
quently progress  to  a more  typical  leukemic  state. 
Supportive  therapy  with  transfusions  is  frequently  all 
that  is  necessary  to  maintain  the  patient  as  an  out- 
patient and  allow  him  to  live  a relatively  normal  ex- 
istence. 

Special  attention  should  be  made  of  acute  leu- 
kemias in  the  elderly.  Acute  leukemia  in  the  adult  is 
usually  of  the  nonlymphocytic  type.  Mortality  rates 
for  acute  leukemia,  derived  from  various  sources  of 
data,  show  a peak  incidence  in  adults  during  the 
sixth,  seventh,  and  eighth  decades  of  life.14  In  a 
recent  ten-year  study  done  at  the  Marshfield  Clinic, 
55%  of  the  adults  (greater  than  18  years  of  age)  who 
were  diagnosed  as  having  acute  leukemia  were  over 
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the  age  of  60  (unpublished  data).  Prognosis  for  both 
acute  lymphocytic  leukemia  and  acute  nonlympho- 
cytic  leukemia  in  adults  is  uniformly  poor  and  treat- 
ment is  fraught  with  numerous  serious  complica- 
tions. The  elderly  or  geriatric  age  group  tolerate 
chemotherapy  for  acute  leukemia  less  well  than 
younger  adult  patients  and  in  a recent  large  multi- 
center study  of  acute  leukemia,  the  mortality  rate 
during  induction  phase  of  therapy  for  those  patients 
over  the  age  of  60  was  35%. 15 

Summary.  Hematologic  abnormalities  leading  to 
clinically  significant  problems  in  the  elderly  are  quite 
common  and  must  be  handled  appropriately.  A 
basic  knowledge  of  the  special  problems  peculiar  to 
the  geriatric  age  group  will  help  expedite  and  make 
more  efficient  their  evaluation  and  treatment.  As  a 
larger  segment  of  our  population  moves  into  that  age 
group,  this  knowledge  will  become  more  imperative 
for  the  physician. 
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Aging— immunologic  changes — autoimmunity 

Sailendra  Basu,  MD,  Wausau,  Wisconsin 


There  are  important  changes  in  the  immunolog- 
ical system  as  a person  ages,  and  the  system  can  be 
divided  into  two  components,  central  and  peri- 
pheral: the  thymus  and  bone  marrow  comprise  the 
central  part  of  the  immunological  system  and  the 
peripheral  portion  consists  mainly  of  T and  B cells. 

It  has  been  reported  that  approximately  90%  of 
the  immunological  changes  that  occur  in  the  elderly 
result  from  changes  in  the  cell  and  the  remaining 
10%  are  due  to  changes  in  environment  in  which  the 
lymph  cells  function.1 

Central  immunologic  system.  With  onset  of  matu- 
rity there  is  a decrease  in  lymphatic  mass  in  the 
thymus  gland.  In  normal  human  aging  thymus  de- 
generation occurs  gradually,  beginning  shortly  after 
sexual  maturity;  and  by  age  50  it  is  15%  or  less  of 
its  maximal  attainable  size.2  This  decrease  primarily 
results  from  an  atrophy  of  epithelial  cells  located  in 
the  cortex.  Histologically,  the  lymph  cells  are  re- 
placed by  many  macrophages  in  the  lipoid  granules;3 
and  a decrease  in  the  level  of  thymic  hormones  has 
been  observed  following  atrophy  of  the  thymus.4 
Although  the  size  of  lymph  nodes  and  spleen  remain 
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unchanged,  there  are  diminished  germinal  centers 
and  an  increased  number  of  plasma  cells  and  macro- 
phages.5 

Peripheral  immunologic  system— B cells  and  T 
cells.  Little  information  is  available  regarding  age- 
related  bone  marrow  changes  in  man.  In  animal  ex- 
periments the  rate  of  B lymphocyte  formation  de- 
creases as  the  animal  ages.6  It  is  not  known  whether 
similar  changes  occur  in  man.  The  number  of  B 
lymphocytes  in  the  blood  does  not  decline  with  age.6 
No  decline  or  small  decrease  in  T lymphocyte  num- 
ber6’7 has  been  observed.  Although  numbers  may 
not  change  much,  this  does  not  necessarily  indicate 
normal  functioning.  T cells  are  important  in  allo- 
graft rejection,  delayed  type  hypersensitivity,  sur- 
veillance against  tumor,  and  some  autoimmune  re- 
actions. T cell  mediated  functions  appear  to  decline 
with  senescence.  Although  a decrease  in  the  de- 
layed type  of  hypersensitivity  to  common  microbial 
antigens  has  been  reported  in  the  elderly,8  others 
have  reported  no  change  in  delayed  type  hypersensi- 
tivity.9 Although  controversial,  T cell  function  in  the 
delayed  type  of  hypersensitivity  has  been  found  to 
vary  with  age.  When  an  individual  is  challenged  with 
a new  antigen  (DNCB)  with  which  he  or  she  has  not 
been  previously  sensitized,  there  is  a decline  in  the 
magnitude  of  reaction  in  the  aged.9'10'11 
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Several  studies  in  mice  suggest  that  various  T cell 
functions  decline  with  age. 1 Other  experiments,  how- 
ever, have  shown  no  decline  in  the  delayed  type  of 
hypersensitivity  in  aged  mice.  This  apparently  con- 
tradictory finding  may  be  due  to  differences  in  ex- 
perimental design,  with  the  latter  study  comparing 
old  mice  with  immunologically  immature  ones.1 

Age-related  T cell  function  has  been  studied  in 
vitro.  With  age,  the  number  of  T cells  which  pro- 
liferate in  response  to  mitogens  appears  to  decline. 
In  addition  there  also  is  a decline  in  the  number  of 
divisions  which  the  remaining  T cells  undergo. 7-8-12-13 

With  aging,  it  also  has  been  observed  that  there  is 
a decrease  in  the  ability  of  T cells  to  produce  growth 
factors  following  appropriate  stimulation.  There 
also  is  a decreased  response  of  other  T cells  to  the 
growth  factors.14 

As  mentioned  earlier,  the  absolute  number  of  B 
cells  in  the  peripheral  blood  does  not  appear  to 
change  with  age.9  It  is  important  to  remember,  how- 
ever, that  the  number  of  B cells  in  the  blood  does  not 
represent  the  total  number  of  B cells  in  the  body. 
With  immunoglobulins  the  level  of  IgG  and  IgA 
probably  increases  with  age,  however,  the  IgM  level 
remains  constant.7-15  Certain  antigenic  responses  of 
the  B cells  that  require  T cell  assistance  may  dimin- 
ish strikingly  with  age.16  The  rapid  production  of 
antibody  to  introduced  antigen  has  been  found  by 
some  to  be  diminished;8-17  other  workers  have  shown 
the  response  to  be  normal.18  Recent  studies  have 
shown,  however,  that  older  animals  do  not  produce 
high  affinity  antibody  as  well  as  the  younger  ones.19 
This  is  important  because  high  affinity  antibody  is 
essential  in  combating  infection.  This  important  ob- 
servation has  not  been  proved  in  man.  However, 
it  is  known  that  although  lower  antibody  titers  have 
been  found  in  the  aged  following  administration  of 
influenza  vaccine,  mortality  from  this  illness  is  ef- 
fectively reduced  by  vaccination.18  With  a decrease 
in  the  rapid  production  of  antibody  to  introduced 
antigen  and  the  high  affinity  antibody,  there  is  an  in- 
crease in  monoclonal  immunoglobulin  spikes,  amy- 
loid disease,  and  autoimmune  antibodies. 

Monoclonal  spikes  of  serum  protein,  which  are 
not  associated  with  multiple  myeloma  or  Walden- 
strom’s macroglobulinemia,  increase  with  age;  ie, 
benign  monoclonal  gamopathy  with  a generally 
good  prognosis  increases  with  age.  If  followed  long 
enough,  however,  some  workers  believe  that  these 
cases  will  progress  either  to  multiple  myeloma  or 
Waldenstrom’s  macroglobulinemia. 

Aging  and  autoimmunity.  Some  argue  that  many 
diseases  having  a greater  prevalence  in  the  aged,  such 
as  amyloidosis,  cancer,  maturity  onset  diabetes  mel- 
litus,  senile  dementia,  and  vascular  disease,  all  in  one 
way  or  another  display  features  of  immune  dysfunc- 
tion. An  increase  in  the  levels  of  rheumatoid  factor, 
antibody  to  thyroid  and  gastric  components,  and  to 
the  various  nuclei,  erythrocytes  and  other  antigens  in 
the  aged  has  been  reported.19  Furthermore,  auto- 
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antibodies  were  more  prevalent  in  aged  females.  In 
this  study  some  of  the  autoantibodies  declined  in 
persons  aged  75  to  80  years,  but  rose  sharply  there- 
after. The  authors  suggested  that  this  age  incidence 
curve  could  be  explained  by  the  fact  that  more 
deaths  occurred  in  persons  with  positive  autoanti- 
bodies, and  those  persons  having  negative  autoanti- 
bodies lived  longer.  There  was  a significant  associa- 
tion of  autoantibodies  with  vascular  disease  and 
renal  insufficiency.  Although  this  apparent  associa- 
tion may  be  attributed  to  purely  age-related  changes 
in  both,  even  in  younger  subjects,  thyroid,  gastric, 
and  smooth  muscle  antibodies  have  been  associated 
with  electrocardiographic  abnormalities,  cerebro- 
vascular disease,  and  symptoms  of  ischemic  dis- 
ease.20 Further  study  from  the  same  subjects  showed 
that  those  persons  who  had  a greater  number  of 
autoantibodies  than  randomly  selected  age-sex 
matched  controls  had  a higher  mortality.20  Those 
subjects  with  autoantibodies  to  liver  nuclei  had  the 
greatest  risk;  those  subjects  with  rheumatoid  factor 
had  the  least  risk.  A higher  death  rate  due  to  vascu- 
lar disease  in  males  and  cancer  in  both  sexes  was 
found  in  those  cases  with  autoantibodies.20 

Walford  proposed  that  faulty  immunological  re- 
actions are  involved  in  the  aging  process,  which  he 
likened  to  a form  of  autoimmune  disease.19-21  Al- 
though autoimmune  diseases  are  not  prevalent  in 
the  aged,  all  agree  that  autoimmune  antibodies  in- 
crease with  age.  It  does  not  mean,  however,  that  they 
are  innocuous,  as  the  autoimmune  bodies  can  break 
down  tissues.22 

It  is  known  that  immunological  processes  that 
fight  infection  work  better  at  higher  temperatures, 
although  autoantibody  production  also  increases  at 
higher  temperatures.23  It  also  has  been  reported  that 
fish  living  at  15  C live  longer  than  those  living  at 
20  C.24  Dietary  restrictions  in  rats  and  mice  result  in 
prolonged  life;25  those  animals  on  dietary  restric- 
tions were  hypothermic.  From  these  observations 
some  workers  think  that  man  and  other  species  have 
evolved  a thermal  neutrality  set  point.  With  infection 
body  temperature  rises,  but  with  subsidence  of  in- 
fection temperature  comes  down  and  thereby  dimin- 
ishes the  risk  of  tissue  damage  by  autoimmune 
bodies.3 

Down’s  syndrome  produces  more  signs  of  accele- 
rated aging  than  any  other  disease,  and  the  life  span 
is  decreased.  Pathological  characteristics  in  brain 
tissue  similar  to  that  found  in  Alzheimer’s  disease 
appear  in  all  cases  over  40  years  old.  There  also  is  an 
involution  of  thymus  tissue  and  presence  of  auto- 
immune bodies.21 

T cell  and  B cell  interaction.  Under  normal  condi- 
tions the  immune  system  prevents  the  production  of 
autoimmune  antibodies.  A tolerance  system  exists 
by  which  the  body  does  not  produce  antibody 
against  the  cell’s  antigen.  This  tolerance  system  con- 
sists of  B cells,  B cells  with  the  help  of  helper  T cells, 
and  suppressor  T cells.  The  B cell  population  is 
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active  in  the  tolerance  system  when  the  autologous 
antigen  is  in  high  concentration.  Tolerance  toward 
many  other  autologous  antigens  is  a function  of  T 
helper  cells  and  B cells.  T suppressor  cells  are  called 
in  probably  as  a back  up  system  when  the  other 
tolerance  systems  are  bypassed.2 

Autoidiotypic  antibody.  There  is  another  mechanism 
known  to  modify  the  immune  system.  This  is  the 
production  of  a set  of  autoantibodies  known  as 
“autoantiidiotypic  antibody.”  Autoantiidiotypic 
antibody  is  defined  as  an  antibody  directed  against 
the  binding  site  of  another  antibody.  Autoantiidio- 
typic antibody  can  suppress  or  stimulate  antibody 
response  with  a net  suppressive  effect  as  the  end 
result.  In  experimental  animals  greater  amounts  of 
autoantiidiotypic  antibodies  are  produced  as  the 
animal  increases  in  age.26 

There  is  a dichotomy  in  antibody  production 
against  foreign  antigen  and  against  self  antigen  in 
the  aged:  less  response  in  the  former  and  more  re- 
sponse in  the  latter.  It  has  been  postulated  that  there 
are  two  different  populations  of  suppressor  lympho- 
cytes, one  involving  a response  to  foreign  antigen 
and  the  other  regulating  autologous  antigens.2 

Experimental  methods  to  improve  immunologic 
changes.  Many  methods  have  been  tried  and  have 
been  more  or  less  successful  in  experimental  animals 
to  lower  the  rate,  delay  the  onset,  or  to  restore  im- 
mune function  by:  (a)  tissue  removal,  (b)  dietary 
manipulation,  (c)  genetic  manipulation,  (d)  cell 
grafting,  and  (e)  chemical  methods.  Before  attempt- 
ing therapy  in  man,  however,  more  detailed  knowl- 
edge of  the  relationship  of  aging  vis-a-vis  immuno- 
logical changes,  is  necessary. 

One  group  of  workers2  postulates  that  auto- 
immunity may  be  the  primary  event;  and  changes  in 
the  thymus,  its  hormones,  and  suppressor  T cell 
function  may  be  secondary,  serving  to  compensate 
the  defect  in  the  autoimmunity.  If  that  is  the  case, 
replacing  function  of  the  thymus  by  hormones  may 
actually  accelerate  the  aging  process  by  increasing 
autoimmune  reactions. 

Summary.  As  one  ages,  the  thymus  gland,  espe- 
cially the  cortex,  atrophies.  T cells,  especially  the 
suppressor  cells,  have  been  recently  implicated  as  the 
cause  of  many  age-related  immunologic  dysfunc- 
tions. Although  the  production  of  high  affinity  anti- 
body and  the  rapid  production  of  antibody  dimin- 
ishes with  age,  the  aged  individual  can  still  make 
protective  antibodies  after  immunization.  The  age- 
related  decline  in  immunologic  functions  may  con- 
tribute to  mortality  through  infection  and  cancer. 
While  the  antibodies  to  foreign  antigens  are  decreas- 
ing, the  autoantibodies  increase;  ie,  there  is  an 
immune  function  dysregulation. 

At  this  time  we  do  not  know  whether  the  thymus 
gland  dysfunction  is  a primary  or  secondary  event. 
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Although  immunomodulation  in  the  future  may  be  a 
formidable  tool  to  combat  many  of  the  aging  proc- 
esses, we  must  first  understand  more  about  the  im- 
mune system  and  aging  before  attempts  to  alter  them 
can  be  successfully  initiated. 
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Urinary  incontinence  is  a common  problem  in 
the  elderly  patient  both  at  home  and  in  the  hospital. 
The  prevalence  of  incontinence  in  the  elderly  has 
been  estimated  to  be  approximately  15%  among 
those  living  at  home  and  50%  among  those  living  in 
nursing  homes  and  geriatric  hospitals.12  3 Mild  in- 
continence in  a patient  living  at  home  is  rarely  a sig- 
nificant problem  in  management,  but  severe  in- 
continence can  precipitate  admission  to  a nursing 
home  when  the  patient’s  family  finds  home  manage- 
ment impossible.  In  fact,  incontinence  is  the  reason 
for  one  fifth  of  all  admissions  of  elderly  patients  to 
nursing  homes;4  and  when  admitted,  the  incontinent 
patient  requires  a disproportionately  large  amount 
of  nursing  care.  It  has  been  calculated  that  adequate 
nursing  care  for  an  incontinent  patient  takes  six 
times  longer  than  care  of  a continent  patient.5 

Because  incontinence  is  so  common  in  the  elderly, 
many  patients  (and  unfortunately,  many  physicians) 
feel  that  urinary  incontinence  is  part  of  the  normal 
aging  process  and  that  little  can  be  done  about  it.  In 
fact,  incontinence  is  not  inevitable  with  advancing 
age  and  the  majority  of  elderly  patients  remain  fully 
continent.  Those  who  do  develop  incontinence 
should  be  actively  investigated  in  an  attempt  to  de- 
fine a specific  cause.  The  approach  to  evaluation  of 
the  elderly  patient  should  be  basically  the  same  as 
evaluation  of  any  other  patient  with  incontinence.  In 
particular,  the  orderly  sequence  of  history,  physical 
examination,  and  urologic  investigation  should  be 
done  before  and  not  after  the  insertion  of  a Foley 
catheter. 

The  history  should  include  three  factors  which  are 
particularly  important  in  the  elderly — bowel  habits, 
previous  surgery,  and  medications.  Chronic  con- 
stipation is  the  most  common  cause  of  urinary  in- 
continence in  the  elderly6  and  removal  of  impacted 
feces  may  be  all  that  is  required  for  resolution  of  the 
incontinence.  Previous  operations  (hysterectomy, 
prostatectomy,  etc)  may  have  caused  or  contributed 
to  the  incontinence,  even  operations  many  years 
prior  to  the  onset  of  clinical  incontinence.  Finally, 
many  medications  may  act  as  contributing  factors  to 
the  incontinence;  and  diuretics,  antihypertensives, 
and  psychotropic  drugs  are  commonly  implicated  in 
the  onset  of  incontinence.7 

There  are  also  three  points  to  be  particularly 
stressed  in  the  physical  examination — a full  gyneco- 
logical examination,  assessment  of  the  central  nerv- 
ous system,  and  a rectal  examination.  Estrogen  de- 
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ficiency  of  the  periurethral  tissues  has  been  described 
as  a common  cause  of  mild  stress  incontinence  in 
postmenopausal  women  and  responds  well  to  top- 
ical applications  of  estrogen  cream.8  Central  nervous 
system  assessment  should  include  assessment  of  peri- 
neal sensation,  anal  sphincter  tone,  the  bulbocav- 
ernosus  reflex,  and  lower  limb  reflexes.  Rectal  exam- 
ination is  important  to  check  for  fecal  impaction  and 
for  prostatic  enlargement.  In  addition,  a palpable 
bladder  in  an  elderly  male  with  incontinence  suggests 
the  presence  of  urinary  retention  with  overflow  (par- 
adoxical incontinence). 

The  minimum  laboratory  work  indicated  in  the 
evaluation  consists  of  urinalysis,  urine  culture  and 
sensitivity,  serum  creatinine  and  serum  glucose.  By 
this  stage,  an  obvious  cause  of  incontinence  will  have 
been  found  in  a large  proportion  of  patients,  and  ap- 
propriate treatment  can  be  started  without  further 
investigation.  If  a urologic  evaluation  is  needed  at 
this  point,  then  all  patients  should  have  measure- 
ment of  residual  urine,  an  intravenous  urogram,  and 
a cystoscopy.  Urodynamic  studies  need  not  be  done 
as  a routine  and  may  be  reserved  for  patients  in 
whom  the  diagnosis  is  still  unclear  after  the  above  in- 
vestigations. At  present,  the  urodynamic  tests  which 
are  of  value  in  clinical  practice  are  measurement  of 
urinary  flow,  the  cystometrogram  (CMG),  the  void- 
ing cystourethrogram  (VCUG),  the  sphincter  electro- 
myogram  (EMG)  and  the  urethral  pressure  profile 
(UPP).9  The  CMG  is  used  to  investigate  the  phase 
of  bladder  filling  by  recording  the  pressure/volume 
changes  within  the  bladder  during  filling  at  a con- 
stant rate.  The  urinary  flow  rate  during  voiding 
measures  the  ability  of  the  bladder  to  empty  ef- 
ficiently. By  using  radio-opaque  contrast  material  to 
fill  the  bladder,  the  bladder  can  be  observed  under 
fluoroscopy  during  filling  and  emptying.  This  visual 
information  obtained  from  the  VCUG  is  then  com- 
bined with  the  pressure/volume  changes  recorded  as 
described  above.  In  addition,  an  electromyogram  of 
the  external  urethral  sphincter  is  commonly  recorded 
at  the  same  time  as  the  cystometrogram.  The  EMG 
and  CMG  are  then  correlated  to  see  if  the  bladder 
and  sphincter  are  working  in  a coordinated  manner 
(relaxation  of  the  bladder  and  contraction  of  the 
sphincter  during  filling,  contraction  of  the  bladder, 
and  relaxation  of  the  sphincter  during  emptying). 
The  urethral  pressure  profile  measures  the  pressure 
within  the  urethra  and  indicates  if  this  pressure  is 
high  enough  to  prevent  leakage  of  urine.  It  should  be 
stressed  that  not  all  these  urodynamic  studies  may  be 
indicated  in  the  individual  patient  and  that  studies 
can  be  combined  in  various  ways  to  obtain  the  cor- 
rect diagnosis.  However,  when  indicated,  they  are 
of  great  value  in  the  investigation  of  the  elderly  pa- 
tient.10 
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Once  the  evaluation  has  been  finished,  the  choice 
of  treatment  can  be  made  in  a logical  and  sequential 
manner  rather  than  choosing  at  random  from  the 
large  range  of  available  treatments.  The  most  valu- 
able guide  to  clinical  management  of  a patient  with 
any  voiding  disorder  is  the  simple  classification  pro- 
posed by  Wein.'1  The  Wein  classification  is  based  on 
the  premise  that  the  bladder  has  two  principal  func- 
tions (storage  of  urine  and  emptying  of  urine)  and 
divides  all  voiding  disorders  into  failure  to  store  (in- 
continence) or  failure  to  empty  (retention).  Storage 
of  urine  requires  accommodation  of  increasing 
volumes  of  urine  at  a low  bladder  pressure,  no  in- 
appropriate contractions  of  the  detrusor  muscle,  and 
a closed  bladder  outlet.  Failure  to  store  urine  (in- 
continence) may  be  due  to  bladder  problems  (ab- 
normally high  bladder  pressures  or  abnormal  blad- 
der contractions)  or  bladder  outlet  problems  (per- 
manent or  intermittent  decrease  in  outlet  resistance). 
Usually,  failure  to  store  is  due  to  a combination  of 
bladder  and  bladder  outlet  problems  rather  than  to  a 
single  factor.  All  treatments  for  incontinence  can 
then  be  considered  as  methods  to  reduce  bladder 
pressure  and/or  to  increase  bladder  outlet  resistance. 
Besides  its  simplicity,  the  great  advantages  of  this 
classification  for  the  nonurologist  include  its  orienta- 
tion towards  treatment  and  the  fact  that  effective 
treatment  can  be  given  in  many  cases  without  any 
exact  diagnosis. 

Although  it  is  outside  the  scope  of  this  article  to 
discuss  in  detail  management  of  external  factors 
which  may  precipitate  incontinence,  these  must  ob- 
viously be  taken  into  account.  Correction  of  such 
factors  as  disturbance  of  the  patient’s  normal  en- 
vironment and  routine,  confinement  to  bed  while 
in  the  hospital,  limited  access  to  bathrooms,  and  any 
sudden  emotional  stress  are  as  important  as  the 
specific  treatment  of  the  incontinence  itself.  The 
various  types  of  specific  treatment  can  be  conven- 
iently divided  into  four  groups: 

(1)  For  minor  degrees  of  incontinence,  patients 
may  be  willing  to  accept  this  and  can  manage  well  by 
means  of  pads,  diapers,  reinforced  underwear,  etc. 
I2'13  This  is  obviously  not  ideal  but  may  be  the  most 
practical  treatment  for  many  patients. 

(2)  Methods  to  decrease  bladder  contractility.  The 
drug  most  commonly  used  to  inhibit  bladder  con- 
tractility is  the  anticholinergic  agent  propantheline 
(Probanthine® ),  at  a usual  starting  geriatric  dose  of 
7.5  mg  four  times  daily.  Many  patients  become  re- 
sistant to  the  drug  over  a period  of  months  and  are 
not  able  to  tolerate  progressively  larger  doses  be- 
cause of  the  atropine-like  side  effects.  Patients  who 
develop  resistance  to  Probanthine®  occasionally  re- 
spond to  hyoscyamine  (Cystospaz® ) which  has  sim- 
ilar anticholinergic  actions  to  Probanthine®  . Drugs 
such  as  flavoxate  hydrochloride  (Urispas® ) and  oxy- 
butynin  chloride  (Ditropan® ) have  a direct  antispas- 
modic  action  on  smooth  muscle.  Ditropan® , in  the 
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usual  adult  dose  of  5 mg  twice  daily,  is  the  more  ef- 
fective drug  because  it  also  possesses  a weak  anti- 
cholinergic action.  Imipramine  hydrochloride  (To- 
franil®) also  has  proved  useful  in  facilitating  urine 
storage  in  adults.  The  exact  mode  of  action  is  un- 
clear, but  it  probably  acts  by  stimulating  both  the 
beta  adrenergic  receptors  which  are  present  in  the 
bladder  body  (causing  inhibition  of  bladder  contrac- 
tility) and  the  alpha  adrenergic  receptors  which  are 
present  in  the  bladder  base  (causing  increased  blad- 
der outlet  resistance).  The  usual  dose  of  imipramine 
in  adults  is  25  mg  four  times  daily.  At  this  dosage, 
side  effects  of  blurred  vision,  dry  mouth,  sweating, 
tachycardia,  and  tremor  are  rarely  seen,  although  the 
drug  should  be  used  cautiously  in  any  patient  with 
cardiovascular  disease.  Occasionally,  the  detrusor 
muscle  is  so  persistently  unstable  that  interruption  of 
bladder  innervation  is  required.  This  can  involve 
chemical  subarachnoid  block,  sacral  rhizotomy  or 
(rarely)  open  surgical  denervation  of  the  bladder. 
Very  rarely,  a small  bladder  capacity  can  be  in- 
creased by  isolating  the  cecum  from  the  remainder  of 
the  bowel  and  using  it  to  augment  the  bladder  ca- 
pacity. 

(3)  Methods  to  increase  outlet  resistance.  All  the 
drugs  which  facilitate  the  storage  of  urine  by  their 
actions  on  the  bladder  base  act  by  stimulating  the 
alpha  adrenergic  receptors,  as  is  the  case  with  im- 
ipramine. Somewhat  variable  results  have  been  ob- 
tained with  a number  of  other  drugs  including  ephe- 
drine,  pseudoephedrine  (Sudafed® ) and  phenylpro- 
panolamine (Ornade® ).  None  of  these  drugs  is  con- 
sistently effective,  although  ephedrine  may  be  useful 
on  a short-term  basis.  The  external  urethral  sphinc- 
ter cannot  be  manipulated  pharmacologically  to  in- 
crease bladder  outlet  resistance  since  there  is  no  drug 
available  that  will  selectively  increase  the  contractil- 
ity of  striated  muscle.  Mechanical  compression  by 
external  penile  clamps  has  been  used  for  many  years 
but  remains  unsatisfactory  despite  recent  modifica- 
tions.14 However,  the  use  of  implantable  compres- 
sion devices  to  treat  urinary  incontinence  has  de- 
veloped greatly  in  recent  years.  The  two  most  com- 
mon devices  currently  used  are  the  Kaufman  silicone 
gel  prosthesis,15  and  the  Scott  artificial  sphincter,'6 
both  first  reported  in  1973  and  both  modified  a 
number  of  times  in  the  past  decade.  The  Kaufman 
prosthesis  is  implanted  in  the  perineum  and  applies 
constant  passive  compression  to  a portion  of  the 
urethra.  The  Scott  artificial  sphincter  is  a hydraulic 
device  consisting  of  three  components  connected  by 
tubing:  an  inflatable  cuff  placed  around  the  urethra, 
a two-way  pump  placed  in  the  scrotum  or  labium, 
and  a retropubically  placed  fluid  reservoir.  The  cuff 
around  the  urethra  is  normally  inflated  to  mimic 
the  action  of  the  true  external  urethral  sphincter. 
When  the  patient  wants  to  void,  the  cuff  is  deflated 
by  pumping  the  fluid  from  the  cuff  to  the  reservoir. 
The  bladder  is  then  emptied  and  the  patient  then  re- 
inflates the  urethral  cuff  by  pumping  fluid  in  the  re- 
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verse  direction  from  the  reservoir  to  the  cuff.  Both 
of  these  devices  have  proved  valuable  in  the  treat- 
ment of  many  types  of  incontinence,  particularly 
postprostatectomy  incontinence.  The  Kaufman  de- 
vice, as  it  applies  continuous  pressure  to  the  urethra, 
suffers  from  the  disadvantage  of  urethral  erosion  but 
is  considerably  simpler  and  less  liable  to  mechanical 
failure.  The  Scott  device,  applying  intermittent  pres- 
sure to  the  urethra,  is  more  physiological;  however, 
it  can  only  be  implanted  in  those  patients  who  are 
capable  of  understanding  and  using  the  device.  The 
best  results  with  both  devices  have  been  obtained  in 
low  or  normal  pressure  bladders  because  the  urethra 
can  be  compressed  at  a pressure  high  enough  to 
maintain  continence  but  not  sufficiently  high  to 
cause  urethral  erosion.  Many  patients,  for  reasons 
such  as  dementia,  lack  of  cooperation,  lack  of 
manual  dexterity,  etc,  will  not  be  good  candidates 
for  a Scott  artificial  sphincter. 

(4)  Drainage  must  be  provided  for  patients  who 
fail  to  respond  to  the  above  treatment.  Drainage, 
in  order  of  preference,  can  be  accomplished  by  inter- 
mittent catheterization,  continuous  catheterization, 
or  surgical  urinary  diversion.  Although  catheter 
drainage  may  be  necessary  in  a number  of  cases,  it 
should  never  be  done  until  all  other  forms  of  treat- 
ment have  been  tried. 

Summary.  Effective  treatment  can  be  given  for  the 
majority  of  causes  of  urinary  incontinence  in  the 
elderly.  No  patient  or  physician  should  feel  that  in- 
continence is  “normal”  or  inevitable.  The  bottom 
line  is  that,  with  proper  assessment,  good  treatment 
is  available  for  most  patients. 
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Xerostomia:  Not  a 
phenomenon  of  aging 

Patrick  M Lloyd,  DDS,  Milwaukee,  Wisconsin 

A dry  mouth  is  not  a normal  phenomenon  of  the 
aging  processes.  In  1981  at  the  National  Institute  on 
Aging  Baum1  reported  that  in  healthy  individuals 
there  is  no  diminution  of  stimulated  parotid  saliva 
flow  with  increased  age.  In  1980  Chauncy2  showed 
that  salivary  gland  flow  rate  was  not  age-dependent. 

The  literature  is  replete  with  reports  and  intima- 
tions that  a reduction  in  salivary  gland  function  is  a 
normal  age-related  change.  Advertisements  for 
agents  to  relieve  the  symptoms  of  xerostomia  list 
aging  as  an  etiologic  factor.  Contemporary  texts  and 
current  reviews  in  geriatric  health  care  publicize  this 
misconception. 

Although  the  group  of  elderly  participating  in 
longitudinal  investigations  may  not  be  representative 
of  the  geriatric  population  as  a whole,  they  have  pro- 
vided information  necessary  for  differentiating  true 
age-related  changes  from  alterations  that  merely 
have  a high  prevalence  of  observation  in  the  elderly. 
This  distinction  is  crucial  to  the  proper  selection  of 
treatment  and  the  prognosis  for  the  elderly  patient. 
Age-related  phenomena  are  irreversible  and  progres- 
sive, while  nonaged-related  observations  are  po- 
tentially reversible  with  treatment  and  may  be  ar- 
rested with  proper  management  and  care. 

Pharmacologically-induced  dysfunction.  Medica- 
tions are  the  most  frequently  implicated  cause  of 
xerostomia  in  the  elderly.  There  are  significant  alter- 
ations in  salivary  gland  function  due  to  pathology 
or  irradiation,3  but  the  vast  majority  of  cases  is  the 
result  of  pharmacologic  agents.  Of  the  200  most 
commonly  prescribed  medications  in  the  United 
States  in  1980,  54  are  known  to  cause  “dry  mouth.”4 
Their  mechanisms  of  action  (Table  1)  and  degrees  of 
effect  vary  immensely.  Many  only  moderately  influ- 
ence and  some  drastically  reduce  activity.  In  an  at- 
tempt to  quantify  this  effect  Bahn,5  in  1972,  ranked 
248  medications  according  to  their  potential  to  cause 
xerostomia.  He  graded  each  with  a numerical  value 
ranging  from  1 to  4 with  4 being  the  “least  xeros- 
tomic.”  This  information  was  intended  to  assist 
practitioners  in  the  selection  of  medications  with  less 
potential  for  causing  xerostomia. 

In  1983  Blazer6  reported  that  medications  with 
anticholinergic  properties  are  among  the  drugs  most 
frequently  prescribed  for  the  elderly.  His  concern 
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Table  l7 

Medications  may  induce  xerostomia  by  several  mecha- 
nisms, including: 

1.  Interference  with  transmission  at  parasympathetic 
neuroeffector  junction; 

2.  Interference  with  transmission  at  autonomic  gan- 
glia; 

3.  Actions  at  the  adrenergic  neuroeffector  junction; 

4.  Actions  at  higher  centers. 


Table  T 

The  main  groups  of  medications  which  may  give  rise  to 

xerostomia  are: 

Anticonvulsants 

Muscle  Relaxants 

Antidepressants 

Narcotics 

Antihistamines 

Hypnotics 

Anticholinergics 

Minor/Major 

Diuretics 

Tranquilizers 

Hypotensives 

Sympathomimetics 

dealt  with  the  additive  effect  of  these  medications 
and  the  prevalence  of  anticholinergic  toxicity  in  the 
elderly.  There  are  numerous  other  pharmacologic 
agents  that  cause  xerostomia  (Table  2).  Many  of 
these  also  are  commonly  prescribed  for  the  elderly 
patient.  It  is  the  composite  effect  of  these  medica- 
tions that  so  drastically  reduces  function  and  com- 
promises the  oral  health  of  the  elderly  patient. 

Sequelae  of  xerostomia.  The  dry  mouth  syndrome 
is  generally  manifested  by  complaints  of  a burning 
or  painful  tongue  (glossopyrosis  or  glossodynia),  a 
perverted  or  lack  of  taste  perception  (dysgeusia  or 
ageusia),  dysphagia,  problems  with  mastication,  or 
dysphonia.  A patient  may  express  all  or  one  of  these 
symptoms  which  may  vary  in  degrees  of  severity. 

The  soft  and  hard  tissues  of  the  oral  cavity  are 
dependent  upon  the  secretions  of  the  salivary  glands. 
In  the  absence  of  saliva,  even  after  many  years  of  a 
caries-free  existence,  rampant  and  destructive  car- 
ious lesions  can  appear  throughout  the  mouth.  This 
is  due  to  a loss  of  buffering  capacity  provided  by  the 
high  concentration  of  bicarbonate  in  the  saliva;  a 
reduction  in  the  high  calcium  concentrations  avail- 
able for  maintaining  a highly  calcified  dentition;  and 
a loss  of  the  mechanical  cleansing  properties  of 
saliva. 

Diffuse  gingivitis  is  frequently  detected  in  the  pa- 
tient with  suppressed  salivary  gland  function.  Oral 
hygiene  practices  are  often  less  frequent  because  of 
the  pain  experienced  in  brushing  the  dentition.  As 
this  continues,  the  degree  of  inflammation  and  dis- 
comfort rapidly  increases.  For  the  elderly  patient  not 
able  to  provide  optimum  oral  hygiene  care  due  to  a 
physical  handicap,  a neuromuscular  disorder,  a loss 
of  visual  acuity,  or  deficit  in  short-term  memory, 
the  adverse  effects  of  a dry  mouth  are  more  destruc- 
tive. 


The  effective  utilization  of  removable  dental  pros- 
thesis, both  partial  and  complete,  is  significantly  de- 
pendent upon  salivary  gland  function.  Saliva  pro- 
vides a fluid  film  thickness  between  the  oral  mucosa 
and  the  prosthesis  necessary  for  its  retention  and 
stability  during  function.  Additionally,  it  prevents 
the  hard  acrylic  or  metal  surfaces  from  abrading  the 
soft  tissue  of  the  oral  cavity.  Without  the  lubricating 
and  adhesive  properties  of  saliva  the  patient  with  a 
full  or  partial  denture  will  complain  of  generalized 
intraoral  pain  during  mastication.  Clinically,  the 
soft  tissue  adjacent  to  and  supporting  the  prosthesis 
will  be  erythematous  and  painful  upon  palpation. 

Management  of  xerostomia.  The  first  priority  in 
managing  xerostomia  is  to  return  salivary  gland 
function  to  a normal  level.  This  may  be  accomp- 
lished by  reducing  the  dose  of  the  medication  impli- 
cated in  causing  the  dry  mouth  or  selecting  an  alter- 
nate medication  with  less  antisialagogue  but  similar 
therapeutic  effect.  If  these  options  are  not  available, 
then  emphasis  should  be  placed  on  increasing  the  pa- 
tient’s resistance  to  oral  disease,  thereby  reducing  the 
devastating  consequences  of  xerostomia. 

Patient  education  is  the  most  important  aspect  of 
managing  xerostomia.  They  should  be  informed  of 
the  role  of  saliva  in  oral  health  maintenance.  Advise 
them  to  consult  with  their  dentist  regarding  the  prob- 
lem. 

A comprehensive  oral  healthcare  program  should 
be  established.  This  may  include  frequent  checkups, 
home  use  of  concentrated  fluoride  solutions,  dietary 
modifications,  noncariogenic  lozenges  or  gum,  and  a 
vigorous  brushing  and  flossing  routine. 

Summary.  Xerostomia  is  not  an  age-related  phe- 
nomenon. The  dry  mouth,  observed  in  or  reported 
by  the  elderly,  is  generally  pharmacologically  in- 
duced. This  is  a reversible  alteration  in  a physiologic 
function.  Every  effort  should  be  taken  to  restore  the 
natural  intraoral  protective  properties  provided  by 
the  patients’  own  saliva.  If  this  restoration  is  not 
feasible,  a comprehensive  preventive  oral  healthcare 
program  should  be  initiated  in  cooperation  with  a 
dental  practitioner.  This  will  reduce  the  rampant 
advancement  of  oral  disease  and  lessen  the  severity 
of  the  symptoms  of  xerostomia. 
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Accident  and  fall  prevention  in  the  elderly 

Edmund  H Duthie,  MD  and  Steven  R Gambert,  MD,  Milwaukee,  Wisconsin 


Accidental  death  has  been  well  recognized  in  the 
young  as  a significant  healthcare  problem.  This 
has  received  recent  attention  and  emphasis  with  the 
State  of  Wisconsin’s  requiring  that  children  in  motor 
vehicles  be  properly  restrained  with  the  appropriate 
safety  device.  In  later  life  the  occurrence  of  cardio- 
vascular disease,  cancer,  and  degenerative  diseases 
overshadow  the  problem  of  accidents  and  diverts  the 
clinician’s  attention  away  from  accident  detection 
and  prevention.  Yet,  accidents  still  remain  a leading 
cause  of  death  in  late  life  (fifth  highest  cause)  and 
account  for  a large  measure  of  morbidity.  For  ex- 
ample, it  is  estimated  that  in  the  United  States  alone, 
fractures  resulting  from  either  accidents  or  falls  cost 
approximately  S 1 billion  annually. 

Accidents— types  and  definitions.  Hogue12'3  has 
recently  summarized  the  problem  of  accidents  in  the 
aged  as  an  injury  resulting  from  a transfer  of  energy 
leading  to  bodily  harm.  The  determinants  of  this 
process  are  the  environment,  the  agent  inflicting 
this  injury  (vector),  and  the  host  (person)  being  in- 
jured.. When  evaluating  an  accident  victim  of  any 
age,  it  is  wise  to  keep  these  three  factors  in  mind, 
especially  when  trying  to  determine  causality  and  de- 
vise strategies  for  prevention.  The  three  major 
causes  of  accidental  morbidity  and  mortality  include 
burns,  motor  vehicle  accidents,  and  falls.  The  latter 
will  be  discussed  in  the  most  detail. 

Bums:  Scalds  resulting  from  hot  water  are  a 
major  problem  in  the  elderly.  In  one  study  they  ac- 
counted for  40  percent  of  the  cases  of  hospitalized 
elderly  burn  patients.4  Both  water  temperature  and 
duration  of  contact  with  the  water  determine  the 
seriousness  of  the  scald.  For  example,  tap  water  at 
140  F will  cause  a full  thickness  skin  burn  after  only 
six  seconds  of  skin  contact,  whereas  water  at  120  F 
will  cause  the  same  degree  of  burn  only  after  ten  full 
minutes  of  contact.  A fall  or  syncopal  episode  in  the 
shower  or  near  running  tap  water  is  less  hazardous 
for  the  person  whose  hot  water  heater  is  set  to  de- 
liver a maximum  water  temperature  of  120  F.  The 
Joint  Commission  on  Accreditation  of  Hospitals 
requires  tap  water  not  exceed  a temperature  of 
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110  F.  Clearly,  in  households  where  sick  or  frail  el- 
derly persons  reside,  it  is  important  to  check  the  hot 
water  temperature  in  an  attempt  to  prevent  potential 
problems. 

Motor  vehicle  accidents:  The  elderly  are  often 
victims  of  negative  stereotypes  (ageism)  with  the 
elderly  driver  a prime  example.  We  have  all  heard 
endless  numbers  of  jokes  and  cartoons  depicting  the 
elderly  driver  as  a hazard.  The  clinician  may  be 
asked  by  a family  to  “medically”  limit  the  use  of  an 
automobile.  Although  at  times  this  is  quite  appro- 
priate, it  must  be  emphasized  that  transportation  is 
as  important  to  the  aged  person  as  it  is  to  the  young. 
By  depriving  the  elderly  person  a means  of  ac- 
customed transportation,  he/she  may  become  iso- 
lated, less  active,  and  subsequently  depressed.  In- 
creased dependency  on  family  and  friends  may  be- 
gin to  strain  previously  good  relationships.  The 
decision  to  forfeit  a driver’s  license  is  an  important 
one  and  should  be  made  in  conjunction  with  phy- 
sician and  family.  Alternatives  must  be  well  thought 
out  and  anticipated  in  order  to  avoid  some  of  the 
above  problems. 

Only  a minority  of  US  drivers  are  over  the  age  of 
65  (9.4%). 5 In  general,  older  drivers  drive  fewer 
miles  than  their  younger  counterparts.  Although 
older  drivers  have  a lower  total  number  of  accidents, 
it  is  noteworthy  that  especially  for  the  75-year-old 
and  over  driver,  fatal  car  accidents  are  more  com- 
mon. Unlike  the  young,  excessive  high  speed  does 
not  seem  to  be  a problem  in  most  accidents  involv- 
ing elderly  drivers.  Errors  of  perception  and 
judgment  seem  to  play  a greater  role  in  advanced 
life.  Accident  prevention  might  be  enhanced  if 
motor  vehicles  were  designed  and  tested  with  the 
aged  driver  in  mind;  this  is  especially  true  for  dash- 
board data  displays.  In  addition,  improved  public 
transportation  systems  would  make  it  easier  for  the 
older  patient  to  relinquish  his/her  driving  privilege 
without  being  condemned  to  a lonely  dependent 
existence. 

The  elderly  pedestrian  also  would  benefit  from  in- 
creased use  of  gradually  inclined  curbs  at  crosswalks 
and  a green  walk  light  that  would  permit  more 
leisurely  crossing  of  the  roadway.  Driver  education 
regarding  limited  hearing  and  visual  impairments 
that  may  be  more  prevalent  in  frail  aged  pedestrians 
would  also  be  helpful. 

Falls:  Fatality  resulting  from  a fall  is  extraor- 
dinarily common  in  later  life.  Although  the  elderly 
comprise  only  12  percent  of  the  United  States  popu- 
lation, they  account  for  75  percent  of  deaths  as- 
sociated with  falls.5  This  is  even  more  surprising 
when  one  considers  that  most  of  these  falls  are  not 
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from  unusual  heights  or  associated  with  risky  oc- 
cupations. 

The  subject  of  falls  has  received  much  attention  in 
the  geriatric  literature.611  It  is  of  interest,  however, 
that  in  the  ninth  edition  of  Harrison’s  Principles  of 
Internal  Medicine,  the  index  does  not  list  falls  as  a 
heading.  Likewise,  the  topic  of  falls  is  deleted  from 
most  medical  school  curricula.  Typically,  the  phy- 
sician’s response  to  a fall  is  to  evaluate  the  patient 
for  signs  of  an  injury.  If  one  is  present,  treatment  is 
initiated,  otherwise,  the  patient  is  usually  dismissed. 
Rarely  does  the  physician  delve  into  the  reason  for 
the  patient’s  fall.  Optimally,  a fall  should  be  ap- 
proached in  the  same  way  as  any  other  medical  prob- 
lem, such  as  anemia;  ie,  both  are  signs  that  require 
explanation. 

It  has  been  estimated  that  between  30  and  50  per- 
cent of  all  persons  over  age  65  fall  on  occasion.2 
Patients  under-report  falls  to  their  physicians,  mis- 
takenly assuming  that  their  fall  is  solely  a function  of 
their  age.  Unfortunately  some  physicians,  too,  draw 
similar  erroneous  conclusions.  Therefore,  when 
performing  a review  of  systems  in  an  aged  patient, 
the  doctor  should  specifically  ask  about  falls.  Prop- 
ensity for  falling  rises  with  each  successive  decade 
after  the  seventh,  with  women  having  at  least  twice 
the  prevalence  of  falls  as  men  of  similar  age. ' 1 

Falls— host  factors.  What  is  it  about  old  age  that 
promotes  falling?  Is  age  itself  a factor  or  are  the 
illnesses  associated  with  aging  major  determinants? 
The  answers  to  these  questions  are  not  completely 
known. 

Studies  examining  gait  and  posture  in  aged  in- 
dividuals show  changes.  Elderly  subjects  tend  to 
sway  more  when  standing  erect  in  one  spot."  Gait 
also  is  altered  with  age,  such  that  elderly  men  have 
slight  anteflexion  of  the  upper  trunk,  flexion  of  arms 
and  knees,  less  arm  swing,  and  shorter  step  length.12 
Elderly  women  have  shortened  step  length  and  a 
more  narrow  based  gait  resembling  a waddle.13 
Another  factor  to  consider  is  the  maintenance  of 
blood  pressure  upon  rising  from  the  recumbent 
position.  Baroreceptor  sensitivity  declines  with  in- 
creasing age.  In  a survey  of  community  dwellers 
over  age  65  in  Scotland,  it  was  found  that  nearly  one 
out  of  four  (24%)  persons  tested  had  a systolic  blood 
pressure  drop  upon  rising  of  20  mm  Hg  or  more.14 
Normally  with  age  there  are  changes  in  vision  (opaci- 
fication of  the  lens,  yellowing  of  the  lens,  less  lens 
distensibility  and  pupillary  miosis)  and  hearing 
(sensorineural  high  frequency  loss)  that  also  may 
alter  one’s  sense  of  balance. 

Numerous  disease  entities  can  predispose  to  or 
cause  falls.  Falls  may  actually  result  from  syncope. 
In  this  case,  etiologies  such  as  seizures,  cardiac  ab- 
normalities (aortic  stenosis,  complete  heart  block, 
sick  sinus  syndrome,  tachyarrhythmia),  vascular 
disease  (subclavian  steal,  vertebral-basilar  insuf- 
ficiency), and  metabolic  abnormalities  (hypo- 
glycemia) need  to  be  considered.  Falls  may  result 
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from  neurologic  illness  such  as  stroke  with  resultant 
hemiplegia,  Parkinson’s  disease,  peripheral  poly- 
neuropathy, cerebellar  dysfunction,  spinal  cord 
disease,  and  dementia.  The  latter  is  an  especially 
important  consideration  in  the  institutionalized 
elderly  population  where  there  is  a high  prevalence 
of  dementia.  Diseases  that  lead  to  postural  hypo- 
tension also  may  be  a factor  in  falling.  These  include 
hypovolemia  for  any  number  of  reasons  (including 
diuretic-induced  hypovolemia,  excessive  vomiting 
or  diarrhea,  occult  gastrointestinal  bleeding),  idio- 
pathic orthostatic  hypotension,  or  autonomic  neuro- 
pathy associated  with  diabetes  or  alcoholism.  Drugs 
may  be  associated  with  falls  through  a number  .of 
mechanisms.  Psychotropic  drugs  can  lead  to  leth- 
argy, thus  diminishing  one’s  ability  to  recognize  or 
avoid  environmental  hazards.  These  agents  (es- 
pecially the  phenothiazines  and  tricyclic  antidepres- 
sants) also  have  antiautonomic  effects  that  can  lead 
to  postural  hypotension.  Antihypertensive  drugs 
also  may  interfere  with  the  autonomic  nervous  sys- 
tem; and  the  elderly  patients  on  hypertensive  medi- 
cations, therefore,  should  have  both  their  recumbent 
and  upright  blood  pressure  measured  routinely  to 
avoid  problems. 

Osteoarthritis,  a common  problem  in  the  elderly, 
can  affect  sensory  input  from  joints  as  well  as  pre- 
vent a patient  from  being  able  to  quickly  recover 
when  balance  is  lost.  It  becomes  apparent  that  the 
list  of  factors  and  illnesses  which  may  be  associated 
with  falling  is  formidable.  The  clinician,  through 
careful  history-taking,  physical  examination,  and 
selected  laboratory  testing  (possibly  including  elec- 
trocardiography, electroencephalography,  and 
Holtor  monitoring)  should  in  most  cases  be  able  to 
pinpoint  a precise  etiology  for  the  problem  and 
begin  specific  therapy. 

Falls— environmental  factors.  Despite  a thorough 
evaluation,  the  physician  still  will  not  be  able  to  de- 
termine an  exact  etiology  of  the  fall  in  approxi- 
mately 50  percent  of  cases.  Some  authors  term 
these  falls  “accidental”  or  “innocent.”  In  these 
cases  it  is  presumed  that  some  inherent  aging  process 
or  environmental  hazard  such  as  a waxed  floor, 
slippery  walk,  or  improperly  tacked-down  carpet 
is  responsible  for  the  fall.  Physician  response  in 
such  instances  should  be  positive  and  constructive 
rather  than  nihilistic.  The  physician  should  assess 
sensory  function  (eyesight,  hearing)  and  treat  any 
deficits  noted.  Both  the  patients  and  his/her  family 
should  be  instructed  as  to  the  necessity  of  adequate 
lighting  in  stairwells  and  other  fall-prone  areas. 
Uniform  light  with  fluorescent  or  glazed  bulbs  will 
diminish  glare,  something  difficult  for  the  senescent 
eye  to  cope  with.  Bare  light  bulbs  should  be  avoided! 
The  patient  should  be  counseled  about  over-the- 
counter  drug  and  alcohol  use,  both  of  which  may 
contribute  to  errors  in  judgment  and  subsequent 
falls.  If  the  patient  uses  adaptive  devices  (walker, 
cane,  wheelchair)  to  assist  functioning,  it  may  be 
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necessary  to  review  with  the  patient  proper  and  safe 
use  of  this  equipment.  Since  patients  and  family  may 
purchase  such  equipment  without  first  consulting 
their  physician,  ascertaining  information  regarding 
such  devices  and  at  times  an  evaluation  by  a phy- 
siatrist  may  prove  useful  in  assessing  the  adequacy 
and  safety  of  such  purchases.  At  times  it  is  necessary 
to  advise  the  patient  to  abandon  his/her  use  of  such 
devices  or  purchase  a more  appropriate  item.  The 
physiatrist  also  can  assist  in  evaluating  the  patient’s 
stance  and  gait.  In  a large  open  area,  such  as  a gym 
or  physical  therapy  department,  careful  obser- 
vation of  stance  and  gait  can  pinpoint  potential 
problems.  Gait  training  under  the  direction  of  a phy- 
siatrist may  be  indicated. 

Finally,  a home  visit  for  a safety  evaluation  may 
be  needed.  This  is  especially  useful  in  those  persons 
suffering  from  repeated  episodes  of  falling  without 
known  etiology.  Once  again,  an  evaluation  by  a 
physiatrist,  physical  therapist,  or  occupational  thera- 
pist may  maximally  assist  the  physician  in  this  re- 
gard. Nurses  who  make  home  visits  also  are  in  a 
position  to  advise  both  patient  and  doctor  of  prob- 
lems in  the  home  such  as  loose  throw  rugs,  danger- 
ous bathroom  facilities,  stairway  without  rails,  and 
the  like. 

The  patient  who  recurrently  falls  at  home  is  often 
frightened  and  the  family  is  concerned.  Fear  of  fal- 
ling can  lead  to  social  isolation  with  fear  of  leaving 
the  house.  Although  a nursing  home  may  be  sug- 
gested as  a solution,  falls  can  occur  in  any  setting. 
Any  pathological  condition  leading  to  falls  will  con- 
tinue until  the  astute  clinician  detects  the  exact  prob- 
lem. In  addition,  a new  unfamiliar  environment  can 
actually  exacerbate  falling.  To  allay  anxieties  that 
may  exist  about  falling  and  not  being  discovered, 
elderly  patients  who  live  alone  should  have  a 
“Buddy”  system  whereby  at  least  once  daily  there  is 
some  contact  made  with  the  patient.  Unanswered 
phone  calls,  lack  of  attendance  at  meals /social 
events,  or  failure  to  gather  delivered  mail,  news- 
papers, or  milk  also  can  provide  clues  that  some- 
thing is  amiss;  however,  such  a system  is  too  un- 
reliable. 

Summary.  For  the  elderly,  injury  and  death  resulting 
from  accidents  is  a source  of  economic  loss  and  con- 
siderable suffering.  Physicians  who  care  for  the  aged 
should  specifically  question  patients  about  problems 
potentially  leading  to  accidents  as  well  as  whether 
problems  presently  exist.  Preventive  strategies 
should  be  suggested  to  avert  major  problems  in  the 
future.  Table  1,  as  adapted  from  Hogue,3  sum- 
marizes recommendations  to  clinicians  regarding 
accidents  in  late  life. 
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Table  1 — Recommendations  to  clinicians 
regarding  accidents  in  late  life 


1 . Encourage  physical  activity  as  tolerated 
throughout  life. 

2.  Encourage  women  to  maintain  calcium  intake 
of  between  1000  and  1500  mg  elemental 
calcium  daily. 

3.  Instruct  the  elderly  what  to  do  in  case  of  emergency 
and  train  professionals  to  deal  with  these  problems. 

4.  Keep  floors  free  from  irregularities  and  loose  rugs. 

5.  Advise  handrails  and  adequate  lighting  for 
stairways  and  bathrooms. 

6.  Encourage  proper  footwear  (low,  broad  heels 
on  shoes). 

7.  Support  improved  vehicular  and  roadway  design 
and  public  transportation. 

8.  Advise  use  of  self-extinguishing  matches  and 
cigarettes,  as  well  as  nonflammable  clothing. 

9.  Hot  water  heaters  should  be  set  maximally  at  120  F. 

10.  Improve  social  networks  for  persons  living  alone 

(“Buddy”  system,  etc). 
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Osteoporosis 

Steven  R Gambert,  MD,  Milwaukee,  Wisconsin 

Osteoporosis  is  a disorder  characterized  by  paucity 
of  bone  in  the  axial  skeleton  as  well  as  in  the  periph- 
eral bones. 12  Bones  which  are  structurally  weak 
place  the  patient  at  risk  of  fracture  from  minimal 
stress  or  trauma.  Even  such  daily  occurrences  as 
opening  a window,  falling  from  a standing  position, 
or  picking  up  a grocery  bag  or  grandchild  may  place 
enough  stress  on  the  weakened  bones  to  result  in  a 
fracture  or  a collapsed  vertebra.  Although  osteo- 
porosis is  most  commonly  seen  in  women  of  north- 
ern European  origin,  men  and  women  of  all  races 
can  be  affected. 

ETIOLOGY.  The  exact  pathogenesis  of  osteoporosis 
is  unknown.  Biochemical  analyses  of  bone  tissue 
from  affected  individuals  do  not  show  any  defect  in 
either  the  organic  matrix  or  inorganic  portion  of  the 
bone;  ratios  of  inorganic  to  organic  matter  and  of 
calcium  to  phosphorus  are  normal.  The  problem  is 
an  absolute  paucity  of  bone  per  unit  volume.  In  a 
study  using  tetracycline  labelling  to  delineate  rates 
of  bone  growth  and  turnover,  the  majority  of  osteo- 
porotics  exhibited  diminution  of  trabecular  bone 
volume;  50  percent  had  decreased  osteoblastic  ac- 
tivity, and  approximately  10  percent  had  a high  rate 
of  bone  remodeling.3  Several  studies  have  shown  an 
increase  in  plasma  levels  of  immunoassayable  para- 
thyroid hormone  without  any  other  manifestations 
of  hyperparathyroidism.4  5 

In  animals,  osteoporosis  can  be  produced  experi- 
mentally by  feeding  a diet  low  in  calcium  with  ade- 
quate amounts  of  Vitamin  D.  It  is  now  generally 
agreed  that  insufficient  intake  of  calcium  is  a major 
contributor  to  osteoporosis.  Further  contributing 
to  negative  calcium  balance  is  the  normal  physiologic 
decline  in  calcium  absorption  with  increasing  age6'7 
as  well  as  immobility  in  certain  individuals.8  Another 
possible  etiologic  factor  includes  excessive  con- 
sumption of  acid  with  resulting  increased  urinary 
calcium  loss.8'9  Acid  can  be  taken  in  either  the  form 
of  protein  (acid  ash)  or  phosphoric  acid  found  in 
soda. 

A well-recognized  hormonal  cause  for  osteo- 
porosis is  a deficiency  of  estrogenic  hormones.  Al- 
though estrogen  receptors  in  bone  cells  have  not  as 
yet  been  identified,  it  is  well  known  that  osteo- 
porosis develops  quickly  following  a bilateral  oopho- 
rectomy and  can  be  prevented  by  estrogen  ther- 
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apy.810'11  It  has  been  postulated  that  estrogen  ex- 
erts an  effect  on  bone  metabolism  indirectly,  either 
through  altering  calcium  metabolism,  or  increas- 
ing the  rate  of  1 ,25-dihydroxyvitamin  D.'2 

Numerous  other  factors  may  contribute  to  osteo- 
porosis, including  alcohol  ingestion,'3  obesity,14 
smoking,15  caffeine  intake,16  and  ingestion  of  certain 
diuretics,  antibiotics,  antacids,  and  steroid  hor- 
mones. 

CLINICAL  PRESENTATION  AND  EVALUATION. 

Although  fractures  are  the  most  dreaded  complica- 
tion of  osteoporosis,  radiologically,  osteoporosis  can 
be  suspected  prior  to  any  clinical  expression  of  the 
disease.  When  fractures  do  occur,  however,  a very 
severe  and  disabling  pain  results.  With  healing,  pain 
abates  and  activities  of  daily  living  may  once  again 
be  resumed  until  the  next  fracture  occurs.  Some 
patients  have  gone  as  long  as  ten  years  between 
fractures,  leading  a relatively  normal  life  during  this 
pain-free  interval. 

In  evaluating  the  patient  for  osteoporosis,  it  is  es- 
sential that  other  illnesses  be  excluded;  there  is 
nothing  specific  upon  which  to  base  a diagnosis,  and 
osteoporosis  remains  a disease  of  exclusion.  Serum 
calcium,  phosphorus,  alkaline  phosphatase,  creati- 
nine, and  electrolytes  are  all  normal,  as  is  the  urinary 
excretion  of  calcium.  It  is  essential  that  osteoporosis 
not  be  diagnosed  on  radiographic  examination 
alone,  as  osteopenia  may  be  seen  in  numerous  other 
conditions  including  osteomalacia,  a disorder  of 
vitamin  D metabolism.  A confusion  in  these  diag- 
noses will  lead  to  inappropriate  treatment  with 
potentially  harmful  results.  Another  illness  pre- 
senting at  times  with  bone  pain,  osteopenia  on 
x-ray  films,  and  collapsed  vertebrae  is  multiple 
myeloma.  Hyperparathyroidism,  acromegaly, 
hyperthyroidism  and  Cushing’s  disease  also  can  be 
associated  with  osteoporotic  changes  of  the  bones. 
In  addition,  similar  osteoporotic  changes  have  been 
associated  with  chronic  heparin  therapy,17  steroid 
usage,  severe  liver  disease,  and  chronic  anemia 
(Table  1). 

TREATMENT.  Fractures  must  be  treated  support- 
ively  with  analgesics  (avoiding  constipation)  and  en- 
couragement. While  vertebrae  and  ribs  are  allowed 
to  heal  by  themselves,  wrist  fractures  require  a cast 
and  hip  fractures  require  either  pinning  or  total  hip 
replacement.  Following  a collapsed  vertebra,  the 
patient  should  have  one  to  two  weeks  of  limited  ac- 


Table  1 — Differential  diagnoses  of  osteoporosis 

Osteomalacia 

Multiple  myeloma 

Hyperparathyroidism 

Immobilization 

Acromegaly 

Chronic  heparin  usage 

Hyperthyroidism 

Chronic  anemia 

Cushing’s  disease 

Severe  liver  disease 
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tivity.  A properly  fitting,  light  weight  corset  should 
be  obtained  for  use  after  this  period  when  the  patient 
gets  out  of  bed.  The  patient  should  avoid  sitting 
upright  during  early  recovery,  and  use  a semi-prone 
position  to  decrease  unnecessary  pressure  on  the 
collapsed  vertebra. 

Following  complete  healing,  and  excluding  other 
causes  of  the  compression,  long-term  treatment  for 
osteoporosis  should  be  initiated.  This  treatment  also 
is  recommended  for  patients  who  are  susceptible 
to  a fracture  with  etiologic  evidence  of  disease. 

Physical  activity  should  be  encouraged1819  in  an 
attempt  to  strengthen  back  and  abdominal  muscles 
as  well  as  improve  calcium  balance.  A minimum  of 
1500  mg  elemental  calcium  should  be  ingested  daily. 
Since  dairy  products  are  often  not  tolerated  or  de- 
sired by  the  elderly,  supplemental  calcium  tablets 
may  be  necessary.  Adequate  vitamin  D intake  (400 
units /day)  should  be  maintained,  though  excessive 
vitamin  D can  result  in  increased  calcium  loss  from 
the  bone  and  must  be  avoided. 

Many  agents  are  being  studied  for  possible  bene- 
fit in  osteoporosis.  These  include  estrogens,  anabolic 
steroids,  calcitonin,  parathyroid  hormone,  vitamin 
D metabolites,  diphosphonates,  and  fluoride.  Al- 
though some  of  these  agents  have  improved  quanti- 
tative measurements  of  bone  density  as  assessed  by 
computed  tomography,  densitometry,  histomorph- 
ometry,  etc,  almost  none  has  been  shown  con- 
clusively to  diminish  fracture  rates.  Due  to  the 
natural  history  of  osteoporosis  having  long  periods 
in  between  fractures,  it  is  very  difficult  to  assess 
clinically  whether  a given  medication  actually  has  a 
beneficial  effect.  A recent  study20  reported  results 
over  a 12-year  period  on  165  osteoporotic  patients. 
The  overall  fracture  rate  in  the  untreated  group  was 
834  per  1000  patient-years.  Calcium  carbonate  ther- 
apy (1.5  to  2.5  mg  of  elemental  calcium)  lowered  the 
fracture  rate  by  approximately  half  to  419.  Fluoride 
(50  to  60  mg  per  day)  and  calcium,  when  given  to- 
gether, reduced  the  fracture  rates  even  further  to 
210,  although  fluoride  had  no  effect  at  all  in  almost 
half  of  the  patients.  A similar  decline  was  noted  in 
the  group  given  estrogen  (0.625  to  2.5  mg  of  con- 
jugated estrogen  per  day)  plus  calcium.  A final 
group  receiving  calcium,  fluoride,  and  estrogen  had 
a fracture  rate  of  only  35  per  1000  patient-years.  Al- 
though this  reduction  in  fractures  appears  dramatic, 
medication  side  effects  were  great.  Almost  40%  of 
the  patients  receiving  fluoride  had  rheumatic  and/or 
gastric  complications;  13  percent  of  patients  receiv- 
ing estrogens  required  a dilatation  and  curettage  or 
hysterectomy.  Vitamin  D therapy  (50,000  units  once 
or  twice  a week),  useful  only  in  those  also  receiving 
fluoride,  had  to  be  discontinued  due  to  hyper- 
calcemia or  hypercalciuria  in  a quarter  of  cases. 
Additional  studies  are  clearly  needed. 

It  is  now  generally  agreed  that  an  adequate  cal- 
cium intake  is  essential  in  order  to  prevent  or  retard 
bone  loss.  Although  the  postmenopausal  woman 
should  take  between  1 .5  and  2.5  gm  per  day  of  ele- 


mental calcium,  a normal  calcium  balance  through- 
out life  for  most  requires  an  intake  of  between  800 
and  1000  mg  elemental  calcium  daily.  Women  who 
have  not  had  a hysterectomy  should  be  cautioned 
against  taking  continuous  estrogen  therapy  due  to 
the  increased  risk  of  endometrial  carcinoma.  Low 
dose  cyclic  estrogen  therapy  with  or  without  proges- 
terone has  been  recommended  for  postmenopausal 
women.  Due  to  estrogen-related  menstrual  bleeding 
eliminating  an  early  warning  sign  of  cancer,  it  is 
essential  that  close  gynecologic  followup  be  main- 
tained while  on  estrogens.  Vitamin  D,  in  excess 
of  400  units  per  day,  should  be  avoided.  Whether 
other  agents  will  have  effective  results  remains  to  be 
determined.  Medications  must  be  carefully  weighed 
against  potential  risks  or  side  effects. 

SUMMARY.  Osteoporosis  is  a disease  of  exclusion 
characterized  by  a paucity  of  bone  content.  Negative 
calcium  balance  contributes  to  the  degree  of  osteo- 
penia, although  exact  etiology  remains  unknown  at 
this  time.  Maintenance  of  bone  mass  requires  life- 
long prevention  with  adequate  calcium  intake,  exer- 
cise, and  appropriate  estrogen  replacement  when 
indicated.  Additional  research  is  needed  to  define 
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Short-term  cephalosporin  prophylaxis 
in  transurethral  surgery 

PETER  IVERSEN,  MD  and  PAUL  O MADSEN,  MD,  Urology 
Section,  William  S Middleton  Veterans  Administration  Hos- 
pital, and  Dept  of  Surgery,  University  of  Wisconsin  Clinical  Sci- 
ence Center,  Madison;  C/  Therapeutics  5:58-66  (Suppl  A)  1982 

The  effects  of  three  short-term  prophylactic 
cephalosporin  regimens  were  compared  in  a pro- 
spective, randomized,  double-blind  study.  One 
hundred  sixteen  men,  with  sterile  urine  preop- 
eratively,  underwent  transurethral  surgery  (resec- 
tion of  the  prostate  or  bladder  neck,  73;  resection 
or  fulguration  of  bladder  tumors,  38;  or  internal 
urethrotomy,  5).  One  group  received  1 gm  of 
cefotaxime  parenterally  30  to  90  minutes  preop- 
eratively,  every  60  to  90  minutes  during  surgery, 
and  immediately  postoperatively.  In  the  other  two 
groups,  1 gm  of  cefotaxime  or  cefazolin  was  ad- 
ministered according  to  the  regimen  used  in  the 
first  group  and  also  every  eight  hours  for  24  hours 
postoperatively.  All  three  prophylactic  regimens 
significantly  lowered  the  incidence  of  infection 
three  and  five  to  seven  days  postoperatively,  the 
incidence  being  approximately  5%  as  compared 
with  an  incidence  of  about  40%  found  in  an  ear- 
lier study  in  which  a placebo  was  used.  The  results 
with  the  three  regimens  were  not  significantly  dif- 
ferent. Our  data  showed  that  to  prevent  post- 
operative urinary  tract  infection,  prophylactic  anti- 
biotics need  only  be  administered  immediately  peri- 
operatively  in  uninfected  patients  who  undergo 
transurethral  surgery;  longer  prophylaxis  is  un- 
necessary. ■ 
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better  the  pathogenesis  and  appropriate  treatment  of 
osteoporosis. 
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There  are  approximately  22  million  elderly  Amer- 
icans living  today.  One  million  of  these  reside  in 
long-term  care  institutions.  Although  there  has  been 
research  to  date  regarding  the  value  of  medical 
screening  in  these  settings,'  2 little  has  been  written 
regarding  the  periodic  oral  evaluation. 
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Although  most  health  providers  caring  for  the 
elderly  feel  comfortable  in  monitoring  cardiac,  renal 
and  neuromuscular  disorders,  little  attention  is  given 
to  the  oral  environment.  This  may  result  from  a gen- 
eral lack  of  knowledge,  preset  priorities  in  daily  care, 
or  fiscal  or  time  constraints.  It  is  essential  that  the 
healthcare  provider  recognize  the  importance  of  ad- 
equate oral  health  maintenance  in  order  to  ensure  a 
high  quality  of  life  to  these  patients. 

The  oral  environment  plays  a continual  major  role 
throughout  life  in  one’s  psychological  self-esteem, 
nutritional  status,  pleasure  of  food  consumption, 
and  interpersonal  communication  skills.  Alterations 
in  any  of  the  components  of  the  oral  cavity  may  ad- 
versely influence  one’s  entire  physiological  state  as 
well  as  psychological  well-being. 

Almost  all  elderly  have  some  problem  either  with 
tooth  loss,  tooth  decay,  periodontal  disease,  or  de- 
creased salivary  flow,  primarily  resulting  from  med- 
ication usage  or  soft-tissue  disease.  Although  50  to 
60  percent  of  today’s  elderly  are  totally  edentulous, 
a significant  reduction  of  this  number  is  anticipated 
due  to  advancements  in  dental  care.3  Therefore,  the 
elderly  population  of  tomorrow  will  possess  more  of 
their  natural  teeth  and  will  require  increased  care  to 
maintain  health  status  and  function. 

In  the  1976  Wisconsin  Administrative  Code  for 
Nursing  Home  licensure,  every  patient  was  required 
to  have  an  “oral  examination  by  a licensed  dentist 
or  physician  within  six  months  after  admission  un- 
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less  an  acceptable  oral  examination  has  been  per- 
formed within  six  months  prior  to  admission.”  In 
addition,  an  annual  oral  examination  was  required 
to  be  done  by  either  a licensed  dentist  or  physician. 
Provisions  for  daily  oral  health  care  were  to  include 
having  available  assistance  by  nursing  personnel  to 
carry  out  the  dentist’s  recommendations,  as  well  as 
provide  “daily  cleaning  of  the  oral  cavity  and  for 
the  daily  care  of  oral  appliances  according  to  the 
patient  ability.”  Since  this  time,  new  regulations 
have  been  published  with  some  modifications. 

Many  dental  services  are  not  paid  for  by  third- 
party  insurance,  including  Medicare/Medicaid;  it  is, 
therefore,  essential  that  all  health  personnel  who  care 
for  nursing  home  residents  be  familiar  with  the  oral 
health  needs  of  the  elderly  and  develop  ways  to  max- 
imize existing  resources.  We  present  the  following 
as  a guide  to  comprehensive  oral  health  care  for  the 
elderly  patient.  Although  the  content  may  be  mod- 
ified to  include  all  elderly  persons,  we  specifically 
address  the  needs  of  the  growing  number  of  insti- 
tutionalized elderly. 

1.  Periodic  oral  examination 

A comprehensive  oral  examination  should  be  a 
routine  part  of  the  admission  evaluation.  In  most 
cases  the  examination  is  provided  by  a physician  who 
should  carefully  palpate  regional  lymph  nodes;  ob- 
serve all  areas  of  the  oral  mucosa  including  the  floor 
of  the  mouth,  borders  of  the  tongue  and  palatal 
structures;  examination  of  the  gingiva  should  detect 
signs  of  disease  including  erythema,  ulcerations, 
edentulous  changes,  exudate,  and  hemorrhage;  con- 
cerning dentition,  the  examiner  must  carefully  evalu- 
ate the  structures  for  caries  activity,  mobility,  un- 
compensated tooth  loss,  sharp  or  irregular  edges, 
pain  upon  percussion  or  by  history.  A thorough 
history  must  be  obtained  from  the  patient  and  nurs- 
ing staff  or  family  as  to  history  of  dental  treatments, 
specific  problems,  and  masticatory  performance.  In 
addition,  a thorough  diet  and  medication  history  can 
provide  insight  into  potential  problem  areas. 

Recognizing  that  many  physicians  may  not  be 
competent  in  all  of  the  above  assessment  areas,  a 
comprehensive  initial  examination  could  be  more 
appropriately  performed  by  a consulting  dentist. 
After  admission  to  the  nursing  home  and  completion 
of  treatment  as  recommended  from  the  initial  exam- 
ination, the  frequency  of  recall  examination  is  de- 
pendent on  a variety  of  factors.  These  include:  pa- 
tient’s independence  in  activities  of  daily  living; 
supportive  staff  available  to  assist  daily  oral  health 
care;  coincident  disease;  alteration  in  oral  function 
secondary  to  medication  usage  (decreased  salivary 
flow  due  to  medications  with  anticholinergic  prop- 
erties); patient’s  diet;  availability  of  funds  for  dental 
care.  Under  ideal  circumstances,  we  suggest  that  a 
periodic  evaluation  be  done  annually  for  those  with 
dentition  and  every  two  years  for  those  who  are 
edentulous.  Once  again,  a dentist  would  be  the  best 


person  to  perform  these  evaluations,  although  a phy- 
sician willing  to  take  the  time  to  provide  a compre- 
hensive assessment  may  fulfill  many  of  the  needs. 

2.  Daily  Oral  Health  Care 

The  nursing  staff  can  be  a tremendous  asset  in 
maintaining  appropriate  oral  health  care.  Often,  due 
to  time  constraints,  lack  of  knowledge  or  a necessary 
setting  of  priorities,  time  devoted  to  helping  the  pa- 
tient with  oral  hygiene  is  suboptimal.  Many  elderly 
fail  to  remove  prostheses  for  regular  care  resulting  in 
a buildup  of  calcified  dental  plaque  and  adherent 
food  debris.  This  can  result  in  damage  to  the  soft 
tissue  and  adjacent  dentition  as  well  as  reduce  the  ef- 
ficacy of  the  dental  prosthesis.  Failure  to  cleanse 
existing  dentition  will  lead  to  further  tooth  loss  and 
disease  of  the  supporting  structures  of  the  teeth. 
Daily  provision  of  care  should  include  both  an  early 
morning  hygiene  practice  as  well  as,  and  perhaps 
more  significantly,  care  immediately  prior  to  bed- 
time. Due  to  a general  decline  in  salivary  flow  during 
sleep,  and  therefore  a reduction  in  the  “natural”  de- 
fense against  dental  caries  and  soft  tissue  disease, 
this  evening  cleansing  becomes  even  more  impor- 
tant. 

Daily  oral  hygiene  care  should  include  a thorough 
cleansing  of  all  dental  prostheses  by  either  the  pa- 
tient or  staff  as  well  as  brushing  of  all  existing  tooth 
structures  and  soft  tissue.  In  addition,  there  should 
be  an  examination  of  dental  prostheses  for  irregu- 
larities such  as  fractures  in  base,  missing  prosthetic 
teeth  and  sharp  or  potentially  lacerating  edges.  Lack 
of  retention  or  stability  of  a prosthesis  should  not  be 
overcome  with  denture  adhesives  as  these  only  mask 
the  problem  and  provide  a base  for  food  stagnation 
and  altered  taste  of  ingested  food.  The  patient’s 
ability  to  masticate  should  also  be  evaluated.  Note 
should  be  made  and  the  physician  contacted  regard- 
ing any  oral  disease  in  the  hard  or  soft  oral  struc- 
tures. 

3.  Emergency  Dental  Care 

Every  facility  must  have  a licensed  dentist  avail- 
able around  the  clock  for  emergency  care.  Emer- 
gencies can  include  pain,  inability  to  masticate,  spon- 
taneous or  intermittent  hemorrhaging,  or  an  alter- 
ation in  appearance.  The  nursing  staff  should  be 
sympathetic  to  the  patient’s  complaints  and  inform 
the  consulting  dentist  immediately. 

4.  Identification  of  Prostheses 

Since  many  residents  in  long-term  care  institu- 
tions utilize  some  form  of  oral  prosthesis,  it  is  not 
uncommon  for  these  to  be  either  lost  or  inadvert- 
ently exchanged  between  residents.  In  Minnesota  it 
is  required  that  all  oral  prostheses  be  clearly  identi- 
fiable. This  is  best  done  at  the  time  of  initial  fabrica- 
tion; however,  identification  can  be  placed  at  any 
time  thereafter. 
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5.  Inservice  Training 

In  order  to  implement  and  insure  the  proper  de- 
livery of  oral  health  care  for  those  residing  in  long- 
term care  settings,  a strong  educational  program  is 
mandatory.  Not  only  must  the  physician  be  knowl- 
edgeable about  and  willing  to  devote  the  time  to  the 
oral  cavity  but  also  all  nursing  and  allied  health  pro- 
fessionals must  feel  facile  with  this  area.  Until  re- 
cently, an  annual  dental  inservice  training  program 
was  required  at  all  long-term  care  facilities  in  Wis- 
consin. The  quality  of  the  program  varied  greatly 
depending  upon  the  consulting  dentist  and  needs  and 
demands  of  the  facility  staff. 

The  consulting  dentist  should  be  responsible  for 
a comprehensive  educational  experience  to  include 
the  following:  provisions  of  daily  oral  hygiene; 
etiology  of  dental  disease  and  up-to-date  methods 
for  prevention  and  arrestment;  unique  needs  of  the 
geriatric  patient;  ie  oral  manifestations  of  normal 
aging  and  altered  presentation  of  disease  processes 


more  prevalent  in  the  elderly;  relationship  between 
oral  and  general  health  status;  influence  of  medical 
care  on  oral  physiology;  nutritional  intake  as  re- 
lated to  oral  health  status;  appropriate  protocols 
for  handling  dental  emergencies. 

Summary.  For  many  elderly  residing  in  long-term 
care  facilities  the  oral  environment  has  been  neg- 
lected in  light  of  other  apparent  overwhelming 
needs.  It  is  essential  that  this  area  not  be  neglected 
as  proper  oral  health  care  is  essential  for  one’s  total 
well  being. 
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The  population  of  those  age  65  and  older  con- 
tinues to  grow  at  an  alarming  rate.  Although  rep- 
resenting approximately  12  percent  of  the  population 
at  present,  the  number  of  elderly  will  reach  a stag- 
gering 20  percent  by  the  year  2020.  Although  less 
than  6 percent  of  the  elderly  have  enough  chronic 
disability  to  mandate  placement  in  a nursing  home, 
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the  exact  numbers  are  closely  related  to  age. 
Whereas  less  than  2 percent  of  those  age  65  to  70 
reside  in  nursing  homes,  over  10  percent  of  those  80 
years  and  older  need  to  do  so.1 

This  demographic  imperative  has  led  many  health 
providers  to  seek  innovative  means  to  meet  the  chal- 
lenge of  providing  optimal  health  screening  and 
maintenance.  Caring  for  the  elderly,  if  done  cor- 
rectly, can  be  at  times  a time-consuming  and  over- 
whelming task.  One  option  used  by  many  physicians 
has  been  to  employ  “physician  extenders,”  either  a 
physician’s  assistant  or  nurse  practitioner.  In  some 
areas  of  the  State  individual  institutions  have  also 
hired  these  health  professionals. 

Much  confusion  presently  surrounds  the  use  of 
physician  extenders  in  long-term  care  facilities. 
Questions  of  patient  rights,  financial  reimburse- 
ment, and  quality  of  care  continue  to  be  points  of 
major  concern. 

Can  a nurse  practitioner  or  physician  assistant 
take  over  a physician’s  responsibility  for  making  30- 
day  visits  to  patients  in  nursing  homes? 

Can  the  physician  extender  do  this  if  the  physician 
countersigned  the  note  (without  actually  seeing  the 
patient)? 

Is  there  any  prospect  that  the  Board  of  Nursing 
may  rule  to  expand  the  role  of  the  nurse  practitioner, 
to  give  them  privileges  equivalent  to  the  physician  in 
the  long-term  care  facility? 

These  and  other  questions  have  been  asked  of  the 
Division  of  Health  of  the  State  of  Wisconsin  Depart  - 
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ment  of  Health  and  Social  Services.  At  present  the 
answer  to  all  the  above  questions  is  No!  It’s  import- 
ant to  remember  that  nursing  homes  are  regulated  by 
the  Division  of  Health.  At  present  the  30-day  regula- 
tion stipulates  a visit  by  a “physician.” 

It  becomes  easily  apparent  that  to  best  utilize  phy- 
sician extenders  in  long-term  care  settings,  it  is  man- 
datory that  the  physician  be  aware  of  the  rules  and 
regulations  presently  existing  for  their  use  as  well  as 
knowledgeable  regarding  their  training  and  potential 
usefulness.  Misunderstanding  limitations  may  not 
only  place  undue  burdens  on  the  physician  extender 
but  also  lead  to  inadequate  health  care. 

Although  the  physician  extender  is  not  a substitute 
for  a physician,  each  should  be  trained  to  serve  in 
his/her  own  capacity  to  aid  the  physician  and  pa- 
tient. Since  the  physician  has  primary  responsibility 
for  all  medical  services  provided  the  patient,  includ- 
ing those  provided  through  the  use  of  extenders,  the 
physician  is  obligated  to  take  steps  to  assure  him/ 
herself  that  the  extender  has  the  appropriate  skills 
and  knowledge  to  perform  the  expected  services. 

Nurse  Practitioner.  A “nurse  practitioner”  is  a reg- 
istered nurse  who  identifies  him/herself  by  this  title 
to  indicate  a style  of  practice  or  a degree  of  speciali- 
zation. The  term  “nurse  practitioner”  has  no  statu- 
tory or  regulatory  definition,  but  by  common  usage 
within  the  medical  and  nursing  professions  identifies 
the  registered  nurse  who  may  be  in  the  independent 
practice  of  nursing  or  limits  practice  to  a special 
field,  or  both. 

A nurse  practitioner  in  the  long-term  care  setting 
should  ideally  be  able  to  demonstrate  that  he/she  has 
acquired  additional  clinical  skills  and  knowledge, 
either  through  a formalized  training  program  ap- 
proved by  the  Wisconsin  State  Board  of  Nursing  or 
by  equivalency  of  education,  experience,  or  training. 
These  might  include  a certificate  in  one  of  several 
areas:  gerontological,  adult  and  family  (primary 
health);  maternal,  gynecological-neonatal;  pedi- 
atrics; medical-surgical;  community  health;  psychi- 
atric; administration;  education;  anesthesia. 

A nurse  practitioner  may  practice  nursing  inde- 
pendently (including  doing  his/her  own  billing  for 
services),  but  when  functioning  in  a role  which  in- 
cludes “the  execution  of  procedures  and  techniques 
in  the  treatment  of  the  sick,”  such  acts  must  be 
under  “the  general  or  special  supervision  or  direction 
of  a physician,  podiatrist  or  dentist  ...”  Ideally, 
these  activities  should  be  performed  within  the  con- 
text of  specific  written  protocols  and  physician- 
nurse  relationships  of  the  type  outlined  by  the  State 
Medical  Society  of  Wisconsin  and  the  Wisconsin 
Nurses  Association  in  their  jointly  approved 
“Guidelines  for  Implementation  of  Joint  Practice 
of  Physicians  and  Nurses.”2 

In  1980  there  were  over  150  nurse  practitioners 
practicing  in  Wisconsin,  although  current  estimates 
place  this  number  closer  to  300. 3 By  discipline,  12 


percent  specialized  in  Geriatrics,  27  percent  in  Ob- 
stetrics-Gynecology, 10  percent  in  Family  Planning, 
31  percent  in  Family  Health  Care,  9 percent  in  Adult 
Health  Care,  and  11  percent  in  Pediatrics.  Twenty- 
six  of  the  72  counties  in  the  State  had  practicing 
nurse  practitioners  with  30  percent  prepared  through 
a Masters  degree  program,  3 percent  Bachelors,  and 
67  percent  having  graduated  from  a certificate  pro- 
gram that  prepares  registered  nurses  to  practice  in  an 
expanded  role. 

Physician  Assistant  (PA).4-5  The  physician  assistant 
differs  from  the  nurse  practitioner  in  that  he/she 
must  in  all  settings  work  dependently  under  the 
supervision  of  a licensed  physician.  The  physician 
assistant  is  not  permitted  independent  practice. 
Thus,  in  the  role  of  an  extender  to  the  physician  in 
the  long-term  care  setting,  the  physician  assistant, 
like  the  nurse  practitioner,  should  perform  within 
the  context  of  specific  written  protocols. 

Physician  assistants  in  Wisconsin  are  certified  by 
the  Medical  Examining  Board  after  passing  an  exam- 
ination administered  by  the  National  Board  of  Med- 
ical Examiners.  Wisconsin  law  does  not  require  con- 
tinuing medical  education  (CME)  or  periodic  recer- 
tification of  physician  assistants.  However,  many 
PAs  voluntarily  seek  added  certification  from  the 
National  Committee  on  Certification  of  Physician 
Assistants  which  does  require  continued  certification 
with  100  hours  of  CME  credits  every  two  years 
and  a recertifying  examination  every  six  years. 

There  are  over  50  training  programs  offered  at 
medical  schools  and  universities  affiliated  with 
teaching  hospitals  which  educate  PAs  in  basic  and 
clinical  skills.  Approximately  1,500  PAs  graduate 
each  year  nationally. 

Prior  to  admission  into  a PA  program,  candi- 
dates usually  have  at  least  two  years  of  college,  and 
more  commonly  a baccalaureate  degree  plus  one  or 
more  years  of  clinical  experience.  Many  PA  candi- 
dates have  served  as  Medics  in  the  military  service. 
In  Wisconsin,  21  percent  practice  with  a single  physi- 
cian, 62  with  a group  of  physicians,  and  17  percent 
in  an  institution.  The  majority  serve  small  com- 
munities, with  less  than  20  percent  serving  in  cities 
with  greater  than  100,000  population. 

Protocols.  Both  nurse  practitioners  and  physician 
assistants  are  best  able  to  function  in  the  long-term 
care  setting  under  the  direction  of  specific  protocols. 
Protocols  allow  full  collaboration  for  both  inde- 
pendent as  well  as  cooperative  decision-making.  If 
used  appropriately,  protocols  are  not  only  prac- 
tical but  also  insure  quality  care  as  well  as  legal  ref- 
erence. Although  protocols  can  be  made  up  with 
specific  goals  in  mind,  published  protocols  are 
frequently  available  in  professional  books  and  jour- 
nals. These  must  be  reviewed  regularly  to  assure  not 
only  a thorough  understanding  by  all  involved,  but 
also  to  modify  them  as  dictated  by  changing  medical 
practice. 
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It  is  desirable  that  each  facility  (especially  hos- 
pitals, nursing  homes,  and  large  clinics)  providing 
health  care  services  in  which  the  physician  extender  is 
to  be  involved  in  medical  diagnosis,  treatment  or 
prescribing,  establish  a committee  to  develop  and 
oversee  protocols  for  these  practices.  The  committee 
should  include  representation  from  the  medical  staff 
and  administration  as  well  as  a physician  extender 
who  is  knowledgeable  regarding  the  specialty  area. 
The  physician  extender  is  directly  responsible  to  the 
established  committee  or  designated  physician. 

Professional  liability.  The  physician  has  ultimate 
legal  and  moral  responsibility  for  all  medical  care  de- 
livered. The  physician  extender  does  share  account- 
ability, however,  and  may  be  independently  legally 
responsible  for  negligent  actions  taken  in  the  prac- 
tice of  his/her  respective  discipline. 

All  professionals  must  be  cautious  to  not  overstep 
clinical  competence  and  seek  assistance  when  prob- 
lems arise  out  of  their  respective  expertise.  In  the 
long-term  care  setting,  although  physician  extenders 
may  serve  a vital  role,  it’s  important  that  the  physi- 
cian not  shirk  his/her  legal  responsibility.  Under 
Wisconsin  law,  a physician  must  make  visits  to  pa- 
tients in  nursing  homes  either  every  30  or  60  days  as 
determined  on  an  individual  basis.  A visit  by  a phy- 
sician extender  does  not  meet  this  demand  even  if 
countersigned  by  the  physician.  A physician  must 
certify  that  he/she  has  evaluated  the  patient.  An- 
other potential  abuse  of  the  physician  extender  is  in 
employee  physicals  in  long-term  care  settings.  Rule 
H32.05  (8)  1.2. 3. 4.  in  the  Wisconsin  Administrative 
Code  states  that  a physician  must  certify  in  writing 
that  employees  are  free  of  communicable  diseases  in- 


cluding active  tuberculosis.  Any  physician  who 
authorizes  such  an  examination  by  a physician  ex- 
tender does  accept  full  legal  responsibility  and  must 
sign  as  the  physician  of  record.  Facilities  lacking  this 
documentation  are  in  violation  of  state  code  and  can 
be  held  accountable. 

Optimal  working  relationships  are  essential.  Al- 
though health  professionals  must  feel  confident  in 
their  own  respective  roles  and  have  clearly  defined 
duties,  the  physician-physician  extender  relation- 
ship should  be  synergistic.  The  goal  is  to  improve 
health  care.  A successful  approach  is  possible  only 
if  the  health  professionals  have  time  and  experience 
working  together  to  develop  mutual  trust  and  con- 
fidence. Acquired  skills  as  well  as  limitations  must 
be  known.  To  facilitate  an  optimal  working  relation- 
ship, after  the  initial  period  of  collaboration,  the 
health  professionals  should  meet  regularly  to  dis- 
cuss any  problems  that  may  arise;  the  physician 
should  always  be  available  for  consultation  and 
never  shirk  responsibility  when  the  physician  ex- 
tender expresses  uncertainty  or  doubt.  The  use  of 
problem-oriented  records  also  may  facilitate  com- 
munication; care  plans  should  be  developed  jointly. 
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Bendectin  production 
ceases:  Toll-free  number  to 
answer  MD  questions 

Merrell  Dow  Pharmaceuticals,  Inc  an- 
nounced recently  that  it  was  stopping  produc- 
tion of  Bendectin — a drug  widely  used  to  treat 
nausea  and  vomiting  during  pregnancy.  The 
action  was  taken  with  great  reluctance  accord- 
ing to  Merrell  Dow  President  David  B Shar- 
rock.  Despite  extensive  clinical  and  epide- 
miological research  demonstrating  the  safety 
of  the  product,  “significant  adverse  publicity 
continued  to  surround  the  product,”  he  said. 
“Bendectin  is  a victim  of  these  litigious  times. 
Unfortunately,  the  burdens  created  by  litiga- 
tion and  resulting  publicity  have  fallen  on 
physicians,  pharmacists  and  patients  as  well  as 
the  company,”  Sharrock  added. 


The  company  instituted  a three-part  pro- 
gram to  deal  with  the  impact  of  its  decision 
upon  patients  who  have  taken  or  who  are 
taking  Bendectin  for  current  pregnancies. 

Merrell  Dow  advises:  (1)  physicians  and 
pharmacists  that  patients  now  taking  Ben- 
dectin can  complete  their  therapy,  (2)  cus- 
tomers that  the  company  will  offer  a program 
for  handling  unused  stocks  of  Bendectin, 
(3)  physicians  and  pharmacists  that  it  will 
answer  their  questions  via  a toll-free  informa- 
tion number  800-543-1970. 

Merrell  Dow  emphasized  that  it  was  at- 
tempting to  assure  that  supplies  of  Bendectin 
in  the  marketplace  are  sufficient  to  fill  the 
needs  of  patients  currently  completing  therapy 
and  that  there  is  no  reason  for  these  patients 
to  stop  taking  the  medication.  ■ 
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Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

\&lium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2V2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  \bl release  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Valium  (or  \dl release) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  Valium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

Valium 

diazepam/Roche 
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For  a summary  of  product  information,  please  turn  the  page  Z ROCHE 


Valium®  ( diazepam/Roche  ) (tv  Tablets 

Valrelease  ™ ( diazepam/Roche  ) (IV  slow-release  Capsules 

Injectable  Valium®  (diazepam/Roche) (IV 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short  term  relief  of  symptoms 
of  anxiety  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders, 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg , operating  machinery,  driving)  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use  small  veins,  i.e.,  dorsum 
of  band  or  wrist:  use  extreme  care  to  avoid  intra  arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask.  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration.  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity. 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral  Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 Valrelease  capsules  (15  to 
30  mg)  daily  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q i.d.  as  needed,  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunctively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunctively  in  convulsive  disorders — tablets,  2 to  10  mg  b i d to  q.i.d  ; or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  214  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions)  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Milium  has  been  determined  as  the  optimal  daily 

dose. 

Children  Tablets — 1 to  214  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months) 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I V, 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  'Xhrnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M  use:  by  deep  injection  into  the  muscle 

IV  use.  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (I  ml)  given.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Valium  directly  I V,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  I V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  I.V  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I.M.  or  I.V  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  IV  slowly ; for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  I.M.  or  I.V,  repeat  every  3 to  4 hours  if  necessary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every'  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I.V  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (I.V  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  I.V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  I.V  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  I.V  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  prior 
to  procedure.  As  preoperative  medication,  10  mg  I.M  ; in  cardioversion,  5 to 
15  mg  I.V  within  5 to  10  minutes  prior  to  procedure  Once  acute  symptomatology’ 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure,  employ 
general  supportive  measures,  IV  fluids,  adequate  airway.  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

oral  Valium  scored  tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles  of 
100  and  500,  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30. 

injectable  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (dis- 
posable syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 


In  Good  Times  and  Bad, 

Our  Special  Equity  Fund  Has 
Consistently  Outperformed  the  Market 

If  your  equity  fund  hasn’t  performed  well 
over  time,  perhaps  it’s  time  to  consider 
First  Wisconsin  Trust.  We  deliver  results 
year  after  year  after  year  after  year  after. .. 
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SUPERIOR 
PERFORMANCE 


TIME 

PERIOD 

ANNUALIZED  TOTAL  RETURNS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor’s  500 

Consumer 

Price 

Index 

1974-1982 
(nine  years) 

+ 14.7% 

+ 9.4% 

+ 8.8% 

1977-1982 
(six  years) 

+ 16.4% 

+ 10.3% 

+ 9.2% 

1980-1982 
(three  years) 

+ 23.9% 

+ 15.2% 

+ 8.7% 

■’  A;-  - 

PRESERVATION 
OF  PRINCIPAL 


BEAR 

MARKET 

YEARS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor's  500 

Difference 

% 

1974 

performance 

(9.4%) 

(26.5%) 

+ 17.1% 

1977 

performance 

+ 0.2% 

( 7.3%) 

+ 7.5% 

1981 

performance 

+ 8.4% 

( 4.9%) 

+ 13.3% 

3 HIGH-QUALITY 
CHARACTERISTICS* 

If  your  equity  investments  are  short  on  long- 
term performance,  call  First  Wisconsin  Trust 
today.  We’ll  give  you  the  full  history  on  our 
Special  Equity  Fund.  With  the  year-in,  year-out 
data  on  its  superior  returns,  high  quality  and 
low  volatility.  And  we’ll  be  happy  to  discuss  a 
special  plan  tailored  to  meet  your  objectives. 
Please  contact  Mr.  Paul  Jones  at 
(414)  765-4444. 

*As  measured  by  Indata  Corporation 


Quality  Characteristics* 

(As  of  December  31,  1982) 

First 

Wisconsin 
Special 
Equity  Fund 

Standard 
& Poor's 
500 

5-year  earnings/share  growth 

16.5% 
per  annum 

11.1% 
per  annum 

5-year  dividend/share  growth 

16.1% 
per  annum 

13.3% 
per  annum 

Average  return  on  equity  — 5 years 

16.5% 

16.0% 

Theoretical  reinvestment  rate 

15.6% 

10.4% 

Debt  to  capital  ratio 

34.7% 

34.2% 
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Orcxinizatbnal 


SMS  to  participate  in  health  program  for  the  unemployed 


A letter  went  out  to  Wisconsin  physicians  June  23 
from  SMS  President  Chesley  Erwin,  MD,  Mil- 
waukee, requesting  physician  participation  in  a 
newly  created  Wisconsin  program  to  help  the  un- 
employed. The  Wisconsin  Primary  Health  Care 
Association  is  coordinating  efforts  of  a coalition  of 
public  and  private  agencies,  (including  SMS),  and 
state  agencies  to  create  an  emergency  primary  health- 
care program  for  14  “high  priority”  areas  with 
severe  unemployment  as  well  as  maternal  and  child 
health  problems. 

The  14  counties  are:  Milwaukee,  Menominee, 
Forest,  Jackson,  Sawyer,  Racine,  Douglas,  Rock, 
Lincoln,  Trempealeau,  Washburn,  Waushara, 
Juneau,  and  Oconto. 

Interested  in  becoming  an 
SMS  officer? 

The  Nominating  Committee  of  the  SMS  House 
of  Delegates  announces  that  nominations  are  now 
being  sought  for  Society  offices  for  1984.  The 
Committee  will  meet  in  conjunction  with  the  SMS 
Leadership  Conference  planned  for  Saturday, 
November  12,  at  the  UW  Clinical  Sciences  Center 
in  Madison. 

A call  has  been  issued  to  county  and  specialty 
medical  societies,  members  of  the  House  and  others, 
for  nominations  for  the  following  1984  SMS  offices 
(in  addition  to  President-elect  for  1984-85): 

Treasurer  for  1984-85  to  succeed  John  J Foley, 
MD,  Menomonee  Falls. 

Vice  Speaker  of  the  House  of  Delegates  for 
1984-86  to  succeed  Vernon  M Griffin,  MD,  Maus- 
ton. 

AMA  delegates  for  calendar  years  1985  and  1986 
to  succeed:  DeLore  Williams,  MD,  West  Allis; 
Patricia  J Stuff,  MD,  Bonduel;  John  K Scott,  MD, 
Madison. 

AMA  alternate  delegates  for  calendar  years 
1985  and  1986  to  succeed:  John  D Riesch,  MD, 
Menomonee  Falls;  Cyril  M Hetsko,  MD,  Madison*; 
Raymond  C Zastrow,  MD,  Milwaukee*  (*Both 
Doctors  Hetsko  and  Zastrow  were  elected  in  1983  to 
unexpired  terms  through  1984.) 

All  incumbents  are  eligible  for  reelection. 

Nominations,  curriculum  vitae,  and  a statement 
of  willingness  to  serve  if  elected  should  be  mailed 
to  SMS  offices  at  PO  Box  1109,  Madison,  WI 
53701 , prior  to  the  November  meeting  date.  ■ 
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Funds  totaling  $4.6  million  have  been  approp- 
riated for  the  program  through  the  federal  Jobs 
Bill  passed  by  Congress  earlier  this  year  to  address 
problems  related  to  high  levels  of  unemployment. 
Under  the  bill,  the  Wisconsin  Division  of  Health  re- 
ceived $2  million  in  supplemental  Maternal  and 
Child  Health  Block  Grant  Funds  and  three  com- 
munity health  programs — the  Inner  City  Develop- 
ment Project,  Milwaukee;  the  Milwaukee  Indian 
Health  Board;  and  the  Marshfield  Medical  Founda- 
tion— received  a total  of  $2.6  million  through  Com- 
munity and  Migrant  Health  Centers  program  funds. 
These  groups  have  pooled  their  money  to  fund  the 
emergency  primary  healthcare  program. 

The  program  plans  to  provide  primary  healthcare 
services  in  physicians’  offices  to  persons  who  have 
lost  their  primary  source  of  income,  have  no  medical 
insurance,  and  do  not  qualify  for  any  other  public 
assistance  program. 

These  people  will  be  screened  and  certified  for 
participation  in  the  program  prior  to  referral.  Grant 
dollars  will  be  concentrated  on  ancillary  services, 
such  as  laboratory  and  x-ray,  with  physician  services 
furnished  in  kind. 

SMS  is  currently  working  with  the  Division  of 
Health  and  WPHCA  to  develop  details  of  the  pro- 
gram. Simultaneously,  the  Society  will  be  working 
directly  with  county  medical  society  leadership. 

In  his  letter  Doctor  Erwin  asked  physicians  to 
seriously  consider  contributing  their  professional 
services  to  this  program.  “By  participating  in  this 
program  you  will  be  continuing  a long-standing  tra- 
dition of  delivering  medical  services  to  the  disad- 
vantaged,” he  said.* 

Medical  Societies  dropping 
fee  review  activities 

Many  State  and  County  Medical  Societies  have 
abandoned  fee  review  and  grievance  committee  ac- 
tivities for  fear  of  intervention  by  the  Federal  Trade 
Commission,  AMA  Board  of  Trustees  Chairman 
Joseph  F Boyle,  MD,  told  the  Senate  Committee  on 
Commerce  recently.  In  the  past,  medical  societies 
conducted  reviews  for  individuals,  insurance  com- 
panies, or  government  agencies.  They  also  discip- 
lined members  who  charged  exorbitant  fees  or  other- 
wise acted  inappropriately.  An  informal  AMA  sur- 
vey found  12  societies  that  have  eliminated  fee  re- 
view and  four  that  have  given  up  disciplinary  ac- 
tivities on  the  advice  of  attorneys.  ■ 
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Where  on  earth  can  you 
find  a clinical  laboratory 
that  meets  all  your  needs? 


Introducing 
MetPath  Western. 


Quality  control  you  can’t  find 
anywhere  else. 

To  ensure  you  receive  the  highest 
degree  of  accuracy,  precision,  and 
consistency  in  every  test  performed, 
MetPath  Western  incorporates  one 
of  the  most  thorough  and  respon- 
sive Quality  Control  Programs 
ever  implemented. 

Tli is  progressive  program  includes 
separate  quality  control  monitoring 
of  virtually  every  phase  of  the  MetPath 

system.  For 
example, 
one  program 
monitors 
and  controls 
the  specimen 
entry  func- 
tion. Other 
systems  check  instrumentation 
methodologies,  and  capture  data — 
constantly  reinforcing  the  MetPath 
commitment  to  quality  and  accuracy. 


The  new  clinical  laboratory  designed 
to  meet  all  the  needs  of  the  Chicago 
area’s  growing  medical  community. 

The  world’s  most 
complete  testing 
services. 

As  one  of  the 
largest  and  most 
technologically 
advanced  labora- 
tories in  the  world, 
MetPath  Western 
offers  you  a com- 
plete range  of  over 
800  different  tests  on  fluids  and 
tissues.  New  generations  of  labora- 
tory' instrumentation  and  computer 
information  systems  enable  MetPath 
Western’s  staffto  offer  you  processing 
of  all  your  tests,  from  the  most  basic 
to  the  most  esoteric. 


Additionally,  a variety  of  quality 
control  specimens  are  introduced 
into  the  MetPath  system  regularly 
from  both  internal  and  external 
sources  such  as  the  CDC,  CAP,  etc. 
New  dimensions  for  you  in 
client  service. 

In  client 


service, 
MetPath  has 
developed 
its  technical 
expertise  to 
provide  you 
with  the 

finest  and  most  efficient  methods  of 
ensuring  speed  and  accuracy. 

A courier  from  our  extensive  fleet 
will  pick  up  your  medical  specimens, 
bring  them  directly  to  MetPath  for 
testing,  returning  to  you  with  a com- 
prehensive lab  report  the  following 
day.  These  computer-generated  lab 
reports  can  be  custom-tailored  to 
meet  your  specific  needs. 

Standard  report  forms  contain 
age  and  sex  reference 

ranges,  as 

rele  HhHhHH  \ ant  drug  inter- 
action data. 


For  questions  you  have  regard- 
ing test  result  status,  a staff  of  full- 
time Client  Service  Representatives  is 
available.  Each  representative  is 
equipped  with  a state-of-the-art  CRT 
unit  for  instant  access  to  the  MetPath 
computer  data  base. 

Physician  desktop  terminal  for 
instant  test  results.  24  hours  a day. 

With  the  introduction  of  the 
MetPath  Information  System  (MIS), 
MetPath  has  evolved  into  more  than 
just  your  clinical  laboratory7 — your 
medical  information  resource,  as 
well.  This  unique  information  system 
gives  you,  the  physician,  the  capa- 
bility to  access  the  MetPath  data  base 

24  hours  a 
day,  7 days  a 
week.  Right 
from  your 
office. 

In  addi- 
tion to  test 
results,  MIS 
offers  you  a wealth  of  information 
regarding  reference  ranges,  test/drug 
interactions,  specimen  require- 
ments, and  a test  encyclopedia. 
Future  plans  for  the  MIS  include 


programs  for  Continuing  Medical 
Education  (CME)  credits  in  clinical 
laboratory  medicine. 

Special  attention  to  your 
special  needs. 

Whenever  one  of  your  test  results 
falls  into  the 
significantly 
abnormal 
range,  our 
special  “stat” 
procedure 
immediately 
triggers  a phone  call  to  you  from  one 
of  our  staff. 

You  can  also  request  follow-up  or 
repeat  tests  without  resubmitting 
specimens,  thanks  to  the  MetPath 
Western  Specimen  Bank. 

And  for  your  more  technical  ques- 
tions, consultants  from  leading 
universities  support  our  full  time 
staff  of  Pathologists. 

Hospital  service  and  unique  stat 
capability,  including  toxicology. 

MetPath  Western  is  also  fully 
equipped  and  staffed  to  provide 
hospitals  and  other  clients  with  test- 
ing services  in  all  laboratory7 
disciplines,  including  RIA  and 


immunochemistry,  tissue  pathology 
and  hematology. 

Within  a 50-mile  radius  of  Des 
Plaines,  MetPath  Western  offers  a 
special  “stat”  service  which  includes 
toxicology7  and  other  medically 
critical  laboratory  procedures.  This 
valuable  service  is  made  possible  by 
our  unique  “LAB  WITHIN  A LAB” 
structure; 
equipped  and 
staffed  specific- 
ally to  provide 
emergency 
service  24  hours 
a day,  7 days 
a week. 

What  MetPath  Western 
means  to  you. 

Consider  all  the  benefits: 
Complete  diagnostic  testing  services. 
Pick-up  and  delivery  of  your  test 
results. 

Emergency  specimen  pick-up,  7 days 
a week,  24  hours  a day. 
Comprehensive  lab  reports  custom - 
tailored  to  meet  your  needs. 

Unique,  desktop  MetPath  Informa- 
tion System  for  instant  results. 
Progressive  Quality  Control  Program. 


Advanced  instrumentation  and 
computerization. 


Faster,  more 
efficient 
client 
service. 
Full-time, 
highly 
skilled  staff 
to  answer 
your  technical  questions. 

Complete  reference  testing  for 
hospitals  and  other  clients. 

Fully  equipped,  unique  hospital 
toxicology  “stat"  laboratory. 

MetPath  Western  accepts  most 
forms  of  third  party  reimbursement, 
including  Blue  Cross,  Blue  Shield, 
Medicaid  and  Medicare. 

So  ifvou’re  looking  for  one  clinical 
laboratory  that  meets  all  your  needs, 
give  MetPath  Western  a test. 

For  more  information,  call  or  write 
MetPath  Western,  1300  East  Touhy, 
Des  Plaines,  IL60018.  (312)  635-4700. 


Meet  all  your  needs. 
Meet  MetPath  Western. 


MetPath  Western 

1300  East  Touhy,  Des  Plaines,  IL  60018 

(312)635-4700 


ORGANIZATIONAL  continued 


Above,  left  to  right:  E Frank  Ellis,  MD,  Regional  Administrator,  US  Department  of  Health  and  Human  Services;  Kenneth 
Rentmeester,  past  Administrator,  Wisconsin  Division  of  Health;  DeLore  Williams,  MD,  West  Allis  (accepting  on  behalf  of  the 
Hospital  Council  of  the  Greater  Milwaukee  Area);  Doctor  Ellis;  and  Richard  Sautter,  MD,  Marshfield,  Executive  Director  of  the 
Marshfield  Clinic  Medical  Foundation. 


Below,  left  to  right:  SMS  President  Chesley  Erwin,  MD, 
Milwaukee;  and  Doctor  Ellis. 

Below  at  right,  left  to  right:  Kathy  Kiedrowski,  Wisconsin  Pri- 
mary Health  Care  Association;  Nancy  Kaufman,  Wisconsin 
Division  of  Health;  Paul  Nannis,  Chairperson,  Wisconsin  Pri- 
mary Health  Care  Association;  and  Kathryn  Morrison,  Admin- 
istrator, Wisconsin  Division  of  Health  of  the  Wisconsin  Depart- 
ment of  Health  and  Social  Services. 


& 

WARD 


Staff  photos 
by  Diane  Upton 


SMS  receives  federal  award 

SMS  was  one  of  six  organizations  involved 
in  organizing  the  emergency  primary  health- 
care program  for  Wisconsin’s  unemployed, 
which  was  recognized  for  its  work  by  the  US 
Department  of  Health  and  Human  Services 
June  30.  The  awards,  given  on  the  basis  of 
unusual  achievement  or  merit  by  nonfederal 
organizations  or  individuals  participating  in 
federal  programs,  were  made  to  SMS,  the  Wis- 
consin Primary  Health  Care  Association,  the 
Marshfield  Medical  Foundation,  the  Wis- 
consin Division  of  Health,  the  Milwaukee 
Labor  Council,  and  the  Hospital  Council  of 
the  Greater  Milwaukee  Area.  SMS  President 
Chesley  Erwin,  MD  accepted  the  award  for 
the  Society  from  E Frank  Ellis,  MD,  Regional 
Health  Administrator,  US  Department  of 
Health  and  Human  Services.  ■ 
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ORGANIZATIONAL  continued 


Membership  classifications  for  new  and  future  physicians 


The  State  Medical  Society  of  Wisconsin  is  asking 
new  and  future  physicians  to  become  a part  of  or- 
ganized medicine  early  in  their  careers,  including 
students  entering  medical  school.  Changes  in  Society 
policy  have  made  this  possible  by  creating  attractive 
dues-reduced  or  waived  membership  classifications. 

The  Candidate  member  is  a new  category  for 
medical  students  and  Postgraduate-one.  Dues  are 
waived  for  Freshmen  and  are  only  $10.00  for  others 
in  this  classification. 

Resident  physicians  pay  only  10  percent  of  regular 
dues. 


SMS  Auxiliary  President  plants 
tree  at  SMS  headquarters 

SMS  Auxiliary  President  Mrs  K Alan  (Sherry)  Stormo,  Fond 
du  Lac,  planted  a Wisconsin  Sugar  Maple  on  the  SMS  head- 
quarters grounds  in  Madison  during  the  July  16  meeting  of 
the  Board  of  Directors.  The  tree  is  symbolic  of  Mrs  Stormo’s 
Auxiliary  theme:  Plant  today  for  tomorrow.  She  also  planted 
a similar  tree  on  the  grounds  of  the  Fort  Crawford  Medical 
Museum  in  Prairie  du  Chien.  In  the  above  photo  Mrs  Stormo 
is  on  the  left,  SMS  President  Chesley  Erwin,  MD,  Milwaukee 
(center),  and  SMS  Auxiliary  President-elect  Mrs  Robert  C 
(Roberta)  Baldwin,  Watertown.  (Staff  photo  by  Diane 
Upton)B 
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The  physician  who  is  elected  to  membership  in  this 
Society  within  six  months  of  completing  residency, 
fellowship,  or  fulfillment  of  government  obligation 
enjoys  a dues  reduction  of  50  percent  for  the  first 
year  and  25  percent  the  second  year. 

The  AMA  has  very  low  dues  structure  for  the 
Student  Member  and  Resident  Member  as  well.  In 
addition,  to  attract  new  members  the  AMA  has  a re- 
duction of  dues  for  the  new  practitioner  of  50  per- 
cent for  the  first  year  and  25  percent  the  second  year. 

Physicians  are  urged  to  seriously  consider  joining 
organized  medicine  as  early  as  possible  to  take  ad- 
vantage of  these  special  membership  rates. 

To  begin  the  membership  process,  if  your  practice 
is  or  will  be  located  in  Wisconsin,  or  if  you  have  any 
questions,  you  may  contact  your  local  county  society 
or  call  the  toll-free  number  of  the  State  Medical  So- 
ciety: 1-800-362-9080  (Madison  area  number:  257- 
6781). ■ 


1983  Membership  nets  increase 

Membership  in  the  State  Medical  Society  of  Wis- 
consin has  reached  a new  high  of  5,208  members. 
The  1982  year-end  membership  was  5,091,  while  as 
of  August  5,  1983,  the  Society  already  had  5,171 
paid  members. 

So  far  this  year  the  Society  has  added  142  new 
members  to  its  rolls.  Membership  resignations  are 
down  this  year.  Thus  far,  20  physicians  have  re- 
signed, four  of  whom  have  already  been  reelected 
or  reinstated.  In  1983,  191  members  were  dropped 
from  membership  due  to  nonpayment,  and  81  of 
these  have  already  been  reinstated.  ■ 


Spouse  physicians  take  note 

Did  you  know  that  two-physician  families  are 
eligible  for  dues  reduction  in  SMS  membership? 

Under  a plan  approved  by  the  SMS  Board  of 
Directors  last  year,  one  member  of  two-physician 
families  is  entitled  to  a dues  break  of  $50.  The 
other  member  pays  full  dues.  The  members  them- 
selves would  identify  which  one  receives  the  dis- 
counted rate. 

The  Society  requests  that  such  two-physician  fam- 
ilies use  the  home  address  for  mailings  so  as  to  assure 
equal  access  to  the  Society’s  communications.  The 
reduction  of  dues  is  supported  by  eliminating  dupli- 
cation of  Society  mailings,  including  the  Wisconsin 
Medical  Journal  and  Medigram. 

Spouse  physicians  are  urged  to  identify  themselves 
as  two-physician  families  and  request  the  dues  re- 
duction of  $50  for  one  member  of  the  family.  ■ 
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ORGANIZATIONAL  continued 


Reduced  Practice  or  Retired 
Membership  Classifications 

The  State  Medical  Society  reminds  physicians  who 
have  reduced  their  practice  to  1000  hours  or  less 
during  the  calendar  year,  but  do  not  qualify  for 
Retired  Membership,  that  they  may  apply  for  a 
“Part-time  Practice”  classification  which  waives  50 
percent  of  the  regular  membership  dues. 

In  addition,  the  Society  reminds  physicians  who 
have  reached  age  70,  but  are  still  practicing,  that 


CES  FOUNDATION 

CONTRIBUTIONS— MARCH  1983 


The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
and  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributions for  March  1983. 


Nonrestricted 

Gustave  Landmann,  MD;  John  R Culver,  MD;  SMS 
Members — Voluntary  Contributions 

Restricted 

Falls  Medical  Group-Menomonee  Falls;  Charles  L 
Steidinger,  MD;  Meadowood  Family  Physicians- 
Madison;  Wausau  Insurance  Company— Medical 
Student  Summer  Externship  Program 
Mrs  George  H Ewell — Aesculapian  Society  Dues 
Wisconsin  Society  of  Radiation  Oncologists;  Ohio 
Medical  Anesthetics — Guest  Speakers  Fund 
State  Medical  Society  Auxiliary — Wisconsin  Workshop 
on  Health 

W Bradford  Martin,  MD —Beaumont  “500”  Club 
American  Association  of  Medical  Assistants,  Inc- 
Wisconsin  Society — Impaired  Physicians  Program 

Memorials 

Dr-Mrs  Gerald  C Kempthorne — Mrs  Margaret  P 
Hobbins;  Lisa  Ann  Jackson 

Barbara  & Ftoward  Brower — John  M Grinde,  MD;  L H 
Sanford 

Dr-Mrs  Wm  Janssen  & Family — Robert  Hugh  Williams 
Dane  County  Medical  Society — D Murray  Angevine,  MD 
Dr-Mrs  Jewel  Huebner — Mrs  Esther  Voight 
Theodora  Schroeder — John  M Grinde,  MD 
Mrs  Robert  W Burns — Mrs  Eleanore  Flately  (Brown 
County  Loan  Fund) 

Lila  Seager — Mrs  John  Satory  (Aesculapian  Society ) 
Mr-Mrs  Earl  R Thayer — John  Grinde,  MD  (Museum  of 
Medical  Progress  Endowment  Fund) ■ 


they  now  qualify  for  “Over  Age  70”  classification 
and  will  receive  a reduction  of  regular  SMS  dues  by 
50  percent. 

These  special  membership  classifications  must  be 
applied  for  through  the  physician’s  county  or  state 
society.  The  changes  will  become  effective  January 
1 following  approval  or  the  year  after  the  physician 
reaches  the  age  of  70  and  cannot  be  made  retro- 
active. 

Other  classifications  which  may  be  requested  for 
which  dues  exemptions  may  apply  are: 

Associate:  illness  or  financial  hardship 
Retired:  works  less  than  240  hours  per  year 
Military  Service:  temporary  service  in  the  Armed 
Forces  or  National  Health  Service 
Some  county  societies  have  reduced  or  waived 
dues  for  the  same  classifications  as  the  State  Medical 
Society,  also  the  American  Medical  Association. 

The  State  Medical  Society  urges  all  physicians  who 
are  retired  or  will  be  retiring  to  advise  their  county  or 
state  society  of  their  present  or  future  status  so  that  a 
change  in  classifications  can  be  arranged.  ■ 


BLUE  BOOK  - UPDATE 


On  page  127  under  the  Commission  on  Contin- 
uing Medical  Education,  the  chairman  is  James  T 
Houlihan,  MD  and  the  vice-chairman  is  C William 
Freeby,  MD. 

On  page  128  under  the  Health  Planning  Com- 
mission, Specialty  Representatives  should  include: 
Clinic  Managers,  Mr  James  Jepsen,  Eau  Claire. 

On  page  131  under  the  Committee  on  Environ- 
mental and  Occupational  Health,  the  chairman  is 
Vernon  N Dodson,  MD,  and  the  vice-chairman  is 
Edward  P Horvath  Jr,  MD. 

On  page  125  under  Alternate  Delegates  to  the 
AMA,  Richard  H Ulmer,  MD  term  of  office  should 
be:  (1983/1984-1985).  ■ 
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A new  category  of  membership 


In  October  1979  an  important  event  occurred.  A new 
organization  called  WASP,  Wisconsin  Association  of 
Senior  Physicians,  came  into  being.  The  formation  of 
such  an  organization  was  long  overdue.  A few  re- 
tired physicians  together  with  the  administrative  of- 
ficers of  the  State  Medical  Society,  Secretary  Earl 
Thayer,  and  Scientific  Affairs  Coordinator  William 
Wendle,  had  been  aware  that  when  physicians  re- 
tired from  active  practice,  from  teaching,  and  often- 
times from  research,  they  were  relegated  somewhat  to 
obscurity.  The  institutions  to  which  they  had  dedi- 
cated their  entire  lives  seemed  to  be  unaware  that  they 
had  anything  further  to  offer. 

In  the  months  prior  to  October  1979,  letters  of 
inquiry  were  sent  to  physicians  over  65  who  were 
members  of  the  State  Medical  Society  requesting  their 
opinions  as  to  the  advisability  of  forming  an  organi- 
zation of  senior  physicians.  The  response  was  over- 
whelming in  favor  of  so  doing  and  the  first  meet- 
ing, an  organizational  meeting,  was  held  at  the  State 
Medical  Society  headquarters  in  Madison  in  October 
of  that  year.  Nearly  150  physicians  and  their  wives 
attended  this  all-day  session.  They  were  greeted  at  the 
registration  hour  of  9 am  with  coffee  and  donuts  and 
a period  of  socialization  before  the  serious  business 
began. 

A platform  of  purpose  and  meaning  was  developed 
and  adopted.  An  outstanding  program  of  speakers 
presented  their  various  topics  until  adjournment  at 
4:30  that  afternoon.  However,  during  the  noon  hour 
there  were  refreshments  and  a delicious  luncheon  pro- 
vided by  the  State  Medical  Society.  It  was  agreed  that 
we  would  have  yearly  meetings  in  the  month  of  Oc- 
tober. The  State  Medical  Society  staff  agreed  to  pro- 
vide quarters  and  services  for  the  annual  meeting, 
but  the  membership  thought  that  it  was  only  fair  that 
they  should  pay  for  the  refreshments  and  the  lunch- 
eon. 

The  officers  would  consist  of  a president,  president- 
elect, and  a secretary  to  be  presented  by  a nominating 
committee  and  to  be  voted  upon  at  each  meeting.  Pro- 
grams would  be  arranged  by  an  Executive  Committee 
consisting  of  the  immediate  past  presidents,  the  presi- 
dent-elect, and  the  secretary  in  conference  with  the 
administrative  officer  of  the  Society.  To  date  there 
have  been  four  annual  meetings.  All  with  excellent 
programs  and  all  well  attended. 

The  last  three  meetings  had  a supplemental  display 
of  arts  and  crafts,  the  works  of  several  members  of 
the  Society.  During  the  last  two  years  additional  at- 
tractions were  offered  to  the  membership:  one  a bus 
tour  to  the  Medical  Museum  at  Prairie  du  Chien  pre- 
ceded by  a luncheon  and  in  August  1983  a bus  trip 
to  the  American  Theater  Group  at  Spring  Green 
where  the  play,  Christopher  Marlow’s  Tamburlaine, 
was  presented  and  the  group  had  a delicious  luncheon 
at  the  Spring  Green  Restaurant  (Frank  Lloyd  Wright- 
designed)  on  the  Wisconsin  River.  Everyone  who  at- 
tended enjoyed  these  meetings  wonderfully  well.  The 
only  disappointment  was  that  the  groups  who  par- 
ticipated were  not  as  large  as  they  should  have  been. 

What  are  the  hopes  and  aspirations  of  a Society 
such  as  WASP?  First  and  foremost  it  is  hoped  that 


the  membership  will  have  a continuous  participation 
in  some  aspects  of  the  profession  to  which  they  had 
dedicated  their  lives.  It  is  thought  that  this  new  cate- 
gory of  membership  bringing  the  senior  physicians 
back  into  the  realm  of  the  State  Medical  Society  will 
offer  such  an  opportunity.  It  is  hoped  also  that  the 
various  hospitals  in  which  the  senior  physicians  have 
served  will  form  their  own  little  local  groups  with  per- 
haps monthly  meetings,  keeping  the  retired  staff 
members  informed  of  the  latest  and  the  most  progres- 
sive steps  in  medical  practice.  One  such  hospital 
has  done  this  in  a very  positive  way  providing  a meet- 
ing room  and  free  lunch  for  the  monthly  meetings  at 
which  some  member  of  the  active  staff  reports  on  all 
that  is  new  in  their  respective  departments. 

It  is  hoped  also  that  members  of  the  Senior  Phy- 
sicians group  will  themselves  manifest  an  interest  in 
a continuing  learning  process  regarding  all  aspects 
of  medicine.  Senior  members  of  hospital  staffs  also 
can  act  as  consultants  and  members  of  committee 
where  the  maturity  of  judgment  can  be  contributory 
to  medical  progress. 

It  was  also  hoped  that  members  of  the  Wisconsin 
Association  of  Senior  Physicians  could  help  in  de- 
veloping a comprehensive  history  of  medicine  in 
Wisconsin.  Items  which  may  seem  of  small  importance 
to  physicians  in  local  areas  may  be  of  great  sig- 
nificance in  compiling  such  a history.  It  is  only 
through  history  that  adequate  steps  into  the  future 
may  be  made.  Above  all  it  is  a great  tragedy  to  see 
brilliant  minds  grow  dormant  because  opportunity 
for  group  and  continued  use  are  not  readily  ade- 
quate. 

Age  70  should  not  mean  that  the  end  has  been 
achieved.  There  are  still  many  pathways  to  pursue  and 
many  uses  to  which  the  intellect  can  be  directed.  If 
this  organization  does  nothing  more  than  to  bring  to- 
gether a meeting  of  the  minds,  a continuation  of 
creative  ideas,  and  a desire  to  continue  to  be  useful 
to  others  then  its  purpose  will  have  been  achieved. 
Such  hopes  and  dreams  cannot  be  accomplished  by 
a few,  each  and  every  member  of  the  Wisconsin  As- 
sociation of  Senior  Physicians  must  assume  responsi- 
bility for  its  future.  Only  by  such  participation  can 
the  high  ideals  and  goals  of  this  organization  be 
brought  about. 

At  the  coming  October  1 meeting  at  SMS  head- 
quarters, bring  your  ideas  with  you.  There  will  be  ade- 
quate opportunity  for  you  to  present  them  to  your 
current  governing  board  of  officers.  Let  us  make  of 
this  organization  the  thing  that  it  can  and  should  be. 
Let  us  give  it  meaning  and  purpose  for  each  and  every 
member  so  that  our  lives  will  be  better  for  having  be- 
longed. At  the  same  time  let  us  not  be  merely  self- 
serving  in  grasping  opportunities,  but  let  us  continue 
to  do  that  which  we  have  always  done  in  our  profes- 
sional lives — continue  to  be  useful  to  others.  The 
membership  can  make  the  Wisconsin  Association  of 
Senior  Physicians  an  organizatin  which  portends  great 
good  if  we  only  will  it  so. 

—Thomas  A Leonard,  MD,  Madison,  Past  Presidentm 
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ORGANIZATIONAL  continued 


MEMBERSHIP  DIRECTORY  — UPDATE 


The  following  information  is  being  provided  from  Membership  reports  and  from  individual  members  for  updating  the  1983 
Membership  Directory  as  published  in  the  July  issue  of  the  Wisconsin  Medical  Journal.  Because  of  space  limitations  ad- 
dress changes  and  phone  numbers  will  not  be  included  in  this  Update;  however,  they  will  be  changed  in  Membership  records. 
County  transfers  will  be  included  when  processing  has  been  completed  by  the  Membership  Department. 


New,  reelected,  or  reinstated  members 

(complete  information) 

Changes  in  specialties  and/or  Board  certification  (*) 

(changes  only  with  member’s  name) 


By  county  medical  society 


ASHLANDBAYFIELD- 

IRON 

OBG* 

Vernier,  Edward  M 

BARRONWASHBURN- 

BURNETT 

FP* 

Goellner,  Paul  G 

707  Ash  St 
Spooner  WI  54801 

BROWN 

DR* 

Bolich,  Paul  R 

FP* 

McHenry,  Michael  G 
1M* 

Pinn,  Christopher  C 

DANE 

R* 

Atwell,  David  T 

PTH  FP* 

Beckman,  Daniel  R 

600  Highland  Ave 
Madison  Wl  53792 

PTH* 

Card,  William  H 

707  South  Mills  St 
Madison  WI  53715 

§ IM*  HEM* 

Crowell  Jr,  Edward  B 

P PN* 

Sheldon,  Ruth  T 

2727  Marshall  Ct 
Madison  Wl  53705 

GS*  TS 

Suarez,  Louis  A 


FOND  DU  LAC 

FP* 

Ebben,  David  M 

§ GS 

Kilbourne,  Burton  C 

694  Sandstone  Ave,  Rt  2 
Ripon  Wl  54971 

JEFFERSON 

FP* 

Marquis,  Arthur  S 

KENOSHA 

GS* 

Burhani,  A Walid 

LA  CROSSE 

IM 

Meves,  Roderick  L 

1836  South  Ave 
La  Crosse  WI  54601 

MANITOWOC 

ORS* 

Perry  , Thomas  K 

ORS* 

M Raimondo,  Joseph  C 

MARATHON 

PS  GS 

Kurtz,  Jeffrey  A 


MILWAUKEE 

P PN* 

Bedi,  Ashok  R 

1220  Dewey  Ave 
Wauwatosa  WI  53213 

PTH  IM 

Biedrzycki,  Lynda  M 

3147  S 44th  St 
Milwaukee  Wl  53219 

IM* 

Burns,  William 

3909  N Murray  Ave 
Shorewood  WI  5321  1 

PD* 

Dunigan,  Thomas  H 

CDS  PS 
Eghbali,  Hassan 
2315  N Lake  Dr,  #820 
Milwaukee  Wl  53211 

CHP  P* 

Geist,  Jack  E 

P 

Harris,  Debra  B 

2221  N 54th  St 
Milwaukee  WI  53208 

ON  TR  R* 

Komaki,  Ritsuko 

8700  W Wisconsin  Ave 
Milwaukee  WI  53226 

GP  PTH*  CLP* 

Krautkramer,  Ronald 

FP 

Krawczyk,  Konrad 

2331  WVieau  PI 
Milwaukee  Wl  53204 

R*  PDR 

Lipscomb,  Thomas  C 

6745  W Wells  St 
Wauwatosa  WI  53213 

CHP  P PN* 

Lord,  Guy  R 

9001  W Watertown  Plank  Rd 
Milwaukee  WI  53226 

R*  P* 

Luckey,  William  T 
PD* 

Miller,  Robert  J 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 


CHP  P 

Salama,  Ezzeldin  M 

EM  FP 
Schearer,  Chris  F 
21965  King  Arthur  Ct 
Brookfield  WI  53005 

IM*  CD* 

Staller,  Bernard  J 

MONROE 

FP* 

Eandmann,  Gustave  A 

PIERCE-ST  CROIX 

FP* 

Hanson,  Bruce  G 
661  Parkview  Dr 
New  Richmond  WI  54017 

SHEBOYGAN 

DR*  R 

Connell,  Thomas  R 
D 

Knabel,  Mark  R 

1011  N 8th  St 
Sheboygan  WI  53081 

GS*  CDS* 

Wagner,  William  G 

WAUKESHA 

OBG* 

Burch,  Kim  R 

OBG* 

Daleiden,  James  P 
CD  IM 

Querimit,  Alberto  S 

FP* 

White,  Herbert  C (DO) 

WINNEBAGO 

PD* 

Swanson,  John  DH 
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We  can  help. 

We  offer  professional  opportunities 
in  more  than  75  communities  throughout 
the  midwestern  and  mountain  states.  We  work 
with  you  to  create  an  innovative  practice  tailored 

to  meet  your 1 
needs.  After 
placement,  we 
continue  our 
assistance  as 
your  practice 
grows. 


Where  Do  I Go  From  Here 


We  re  as  committed 
to  your  practice  as 
you  are. . . 


Where  can  I establish  a practice 
that  will  provide  me  with 
professional  growth 
as  well  as  time 
to  be  with  my 
family?  A 
place  that  fits 
my  lifestyle, 
and  may  offer 
the  opportuni- 
ty to  fulfill  Na- 
tional Health 
Service  Corps 
requirements? 

WE  MAKE  THE  INTELLIGENT  MATCH. 


OFFICE  OF  RURAL  HEALTH 

University  of  North  Dakota  School  of  Medicine 
Grand  Forks,  ND  58201  — Mary  Helen  Pelton,  Ph.D.  (701)  777-3848 


£ 


GROUP  HEALTH  PLAN,  the  Midwests  most 
progressive,  vital  and  growing  prepaid  group 
practice  is  seeking  board  eligible  or  board  certi- 
fied associates  for  1983  and  1984  in  FAMILY 
PRACTICE  (full  and  limited  range),  INTERNAL 
MEDICINE,  PEDIATRICS,  OBSTETRICS/GYNE- 
COLOGY, OPHTHALMOLOGY,  ORTHOPEDIC 
SURGERY,  CHILD  AND  ADULT  PSYCHIATRY. 
Excellent  facilities,  comprehensive  benefits, 
competitive  earnings. 

Send  curriculum  vitae  to:  Paul  J.  Brat,  M.D.,  Med- 
ical Director,  GROUP  HEALTH  PLAN,  2829  Uni- 
versity Avenue  Southeast,  Suite  602,  Minne- 
apolis, Minnesota  55414. 


Equal  Opportunity  Employer 


MAXIGESIC”  (g 

A unique  prescription  product  for  the  relief 
of  acute  pain  and  accompanying  anxiety  and  tension. 

MAXIGESIC  capsules  provide  excellent  relief  of  acute  pain  with  predictable 
patient  response.  Potent,  but  without  aspirin  complications.  Each  capsule 
contains  the  analgesics  Codeine  32mg  and  Acetaminophen  325mg  plus 
6.25mg  of  Promethazine  to  help  relieve  the  anxiety  and  tension  often 
accompanying  pain.  MAXIGESIC  C-lll  status  permits  telephoned 
prescriptions  and  authorizes  refills  up  to  5 times  in  6 months  (unless 
restricted  by  state  law). 

CONTRAINDICATIONS:  Hypersensitivity  to  Codeine-containing  preparations,  the 
potential  for  abuse  and  dependence  may  occur.  Administration  is  not  recommended 
over  an  extended  period.  In  ambulatory  patients,  Codeine  may  impair  mental  and/or 
physical  abilities. 

Interaction  with  other  CNS  depressants  (anesthetics,  tranquilizers,  sedatives)  may 
exhibit  additive  CNS  depression. 

Usage  in  Pregnancy:  Safe  use  has  not  been  established  in  pregnant  women. 

Pediatric  Use:  Should  not  be  administered  to  children  under  12. 

PRECAUTIONS:  Increased  cranial  pressure  may  occur  in  presence  of  head  injury. 

Promethazine  should  be  administered  cautiously  to  patients  with  cardio-vascular  or 
liver  disease.  Acute  abdominal  conditions  may  be  obscured.  The  drug  should  be 
given  with  caution  to  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  and  renal  function,  hyperthyroidism,  Addison’s  disease  and  protatic 
hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS:  The  most  frequently  observed  reactions  include  dizziness, 
lightheadedness,  sedation  nausea,  vomiting  and  constipation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  to  severity  of  pain,  and 
the  response  of  the  patient.  The  usual  dose  is  in  one  or  two  capsules  every  4 to  6 
hours  as  required. 

MASTAR  PHARMACEUTICAL  CO.,  INC. 

P.O.  Box  3144 
Bethlehem,  PA  18017 


•WMV-OJK-Ul 

MAXIGESIC  ”(3 


325  mg 
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ORGANIZATIONAL  continued 


MEMBERSHIP  FACTS 


Are  you  a member  of  the  State  Medical  Society  of  Wiscon- 
sin, or  do  you  know  someone  who  isn’t?  Whether  you’re  just 
starting  medical  school,  maintain  a full-time  practice,  or  are 
retired,  SMS  has  a membership  classification  to  fit  your  in- 
dividual needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of  practice  is 
located  carries  with  it  membership  in  the  State  Medical  So- 
ciety of  Wisconsin  and,  if  you  wish,  the  American  Medical 
Association.  If  you  qualify  for  resident  membership  at  the 
time  of  your  election,  your  membership  dues  are  greatly 
reduced.  This  may  also  qualify  you  for  reduced  dues  the 
first  two  years  of  your  practice.  Dues  for  regular  member- 
ship in  1984  are  $445  for  SMS,  $330  for  AMA,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS  member- 
ship classifications  and  their  corresponding  dues  follows: 

State  Medical  Society  of  Wisconsin 
DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 

Regular  Member  in  active  practice.  Some  are  regular  mem- 
bers that  have  reduced  SMS  and/or  AMA  dues  because  they 
are  new  practitioners  (first  year  or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year  is  in  an 
approved  training  program  as  a hospital  resident  or  research 
fellow  who  is  licensed  to  practice  medicine  and  surgery  in 
Wisconsin. 

Military  Service:  Members  who  are  serving  in  the  U.S.  armed 
forces  (generally  not  to  exceed  five  years). 

Associate:  Member  whose  dues  are  waived  because  of  ill- 
ness or  financial  hardship.  This  classification  is  temporary 
and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state  medical 
society  for  50  years  or  is  a Past  President  of  the  State  Med- 
ical Society  of  Wisconsin. 

Honorary:  Member  who  was  named  by  the  Board  of  Direc- 
tors in  recognition  of  long  and  distinguished  service  to  the 
cause  of  medicine. 


15  MONTHS  FOR  THE  PRICE  OF  12! 

Membership  policy  allows  physicians  to  join  their 
county  and  state  societies  and  the  AMA,  or  just  their 
county  and  state  societies.  Physicians  are  encour- 
aged to  join  organized  medicine  now.  Regular  mem- 
bership dues  for  1984  are:  $445  for  SMS,  $330  for 
AMA,  and  county  society  dues  vary.  However,  phy- 
sicians who  join  now  will  not  pay  any  dues  for  the 
balance  of  1983.  That’s  15  months  for  the  price  of  12! 
Membership  applications  may  be  obtained  by  con- 
tacting the  secretary  of  your  county  medical  society 
or  by  calling  the  Membership  Department  at  the  State 
Medical  Society  offices  in  Madison  at  608/257-6781  or 
toll  free:  800/362-9080. ■ 


Retired:  Member  who  has  completely  retired  from  practice 
(works  less  than  240  hours  per  year).  All  dues  are  waived 
unless  county  society  indicates  they  wish  to  charge  county 
dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who  prac- 
tices 1,000  hours  or  less  during  the  calendar  year  but  does 
not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over  70  years 
of  age  as  of  January  1. 

Candidate:  Member  attending  a medical  school  in  Wiscon- 
sin or  fulfilling  a postgraduate  obligation  prior  to  eligibility 
for  licensure. 

Scientific  Fellow:  The  Board  of  Directors  may  by  invitation 
and  unanimous  consent  confer  upon  any  person  engaged  in 
teaching  of  or  research  in  one  or  more  of  the  basic  sciences 
at  an  accredited  college  or  university,  and  not  holding  the 
degree  of  Doctor  of  Medicine  or  Osteopathy,  the  status  of 
Scientific  Fellow. 

Emeritus:  Retired  members  who  have  chosen  not  to  renew 
their  license. 


1984  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

AMA 

COUNTY 

Regular 

$445 

$330 

Normal  County  Dues 

Resident 

44.50 

45 

Varies 

Military  Service 

-0- 

330  or  45 

-0- 

Associate 

-0- 

-0- 

-0- 

Life 

-0- 

-0-* 

-0- 

Honorary 

-0- 

-0-* 

-0- 

Retired 

-0- 

-0-* 

-0- 

Part-time  Practice 

222.50 

330' 

Normal  County  Dues 

Over  Age  70 

222.50 

-0-' 

Normal  County  Dues 

Scientific  Fellow 

-0- 

-0- 

Emeritus 

-0- 

-0-* 

Candidate — 
Freshman  Year 

Medical  Student 

-0- 

20 

Varies 

Sophomore  and 
Succeeding  Medical 

Student  Years 

10 

20 

Varies 

Postgraduate — One 

10 

45 

Varies 

•Physicians  in  the  following  categories  are  exempt  from  paying  AMA  dues: 
(1)  Financial  hardship  and  for  disability,  (2)  Age  65-69  and  retired  from  the 
practice  of  medicine.  (3)  Over  age  70  regardless  of  retirement  status. 

State  Society  dues  are  prorated  on  a monthly  basis  for 
those  elected  to  membership  July  1 through  September  30. 
Those  elected  after  September  30  have  no  dues  payable  for 
the  balance  of  the  year  in  which  they  are  elected.  AMA  dues 
follow  the  same  pattern  except  prorating  is  on  a semiannual 
basis  rather  than  monthly  basis. 

To  begin  the  membership  process,  if  your  practice  is  or  will 
be  located  in  Wisconsin,  or  you  have  any  questions,  you  may 
contact  your  local  county  society  or  call  the  toll-free  number 
of  the  State  Medical  Society,  if  in  Wisconsin:  1-800-362-9080 
(Madison  area  number:  257-6781). ■ 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


Physician  Brie% 


* Physician  members  o(  State  Medical  Society  of  Wisconsin 


Warren  A Williamson,  MD,  Madison,  recently  was 
appointed  to  the  Jackson  Clinic’s  cardiovascular 
and  thoracic  surgery  department.  Doctor  William- 
son graduated  from  the  University  of  Wisconsin 
Medical  School,  Madison,  and  served  his  internship 
at  Boston  City  Hospital.  His  residency  was  com- 
pleted at  Boston  University  Hospital.  Prior  to  join- 
ing the  Clinic,  he  was  a fellow  in  cardiothoracic 
surgery  at  the  University  of  Wisconsin  Medical 
School  in  Madison. 

Judith  N Green,  MD,  Madison,  has  joined  the  Jack- 
son  Clinic’s  otolaryngology  department.  Doctor 
Green  graduated  from  Yale  University  School  of 
Medicine  and  served  her  internship  at  the  Albert 
Einstein  School  of  Medicine  in  New  York.  Her  resi- 
dency was  completed  at  Stanford  University  Medical 
Center  in  California. 

Robert  A Cape,  MD,  Madison,  recently  became  as- 
sociated with  the  Meadowood  Family  Physicians  in 
Madison.  Doctor  Cape  graduated  from  the  Uni- 
versity of  Health  Sciences-Chicago  Medical  School 
and  completed  his  family  practice  residency  at  the 
E W Sparrow  Hospital  in  Lansing,  Mich. 

Jonathan  B Morey,  MD,  Dodgeville,  recently  became 
associated  with  the  Dodgeville  Clinic.  Doctor  Morey 
graduated  from  the  Georgetown  University  School 
of  Medicine,  Washington,  DC,  and  completed  his 
family  practice  residency  at  St  Marys  Hospital 
Medical  Center  in  Madison.  He  is  on  the  medical 
staff  of  the  Iowa  County  Memorial  Hospital. 

Camille  Paquette,  MD,  Grafton,  recently  opened  her 
medical  practice  in  the  Grafton  Medical  Center.  For 
the  past  three  years,  Doctor  Paquette  has  been  chief 
resident  at  the  Danville  Family  Practice  Center  in 
Danville,  111.  She  is  a graduate  from  Loyola  Stritch 
School  of  Medicine,  Chicago,  and  completed  her 
internship  at  St  Luke’s  Hospital  in  Milwaukee. 

Douglas  M DeLong,  MD,  Ladysmith,  has  joined  the 
medical  staff  of  Marshfield  Clinic-Ladysmith  Center 
and  the  Rusk  County  Memorial  Hospital.  Doctor 
DeLong  graduated  from  the  University  of  North 
Carolina  Medical  School,  Chapel  Hill,  and  com- 
pleted his  residency  at  the  Mary  Imogene  Bassett 
Hospital  in  Cooperstown,  New  York. 

Gail  Amundson,  MD,  Tomahawk,  recently  joined  the 
medical  staff  of  Sacred  Heart-St  Mary’s  Hospitals, 
Inc.  Doctor  Amundson  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School,  Madison, 
and  completed  her  family  practice  residency  at  the 
University  of  Minnesota  Hospital. 

50 


Egbert  Kamstra,  MD,  Stevens  Point,  recently  joined 
the  medical  staff  of  the  Rice  Clinic.  Doctor  Kamstra 
graduated  from  the  Medical  School  of  the  State  Uni- 
versity at  Groningen,  Netherlands,  and  completed 
a psychiatric  residency  at  the  University  Hospital 
and  MacNeill  Clinic  in  Saskatoon,  Canada,  and  the 
Provincial  Hospital  in  North  Battaleford.  In  1963  he 
became  director  of  admissions  and  acting  clinical 
director  of  Newberry  State  Hospital  in  Newberry, 
Mich.  In  1964  he  joined  the  Monroe  Clinic  and  St 
Claire  Hospital,  where  he  served  for  13  years.  He  is 
the  medical  director  of  Portage  County  Community 
Human  Services. 

John  R Litzow,  MD,*  Milwaukee,  recently  became 
affiliated  with  the  marketing  communications  firm 
of  McDonald  Davis  & Associates,  Inc,  as  an  ex- 
clusive consultant  to  its  healthcare  clients.  Doctor 
Litzow  is  chief-of-staff  at  Good  Samaritan  Medical 
Center,  Milwaukee,  and  is  a member  of  the  Board 
of  Directors  of  the  hospital.  He  is  also  an  associate 
clinical  professor  of  medicine  at  the  Medical  College 
of  Wisconsin,  Milwaukee,  and  president-elect  of  the 
Milwaukee  Academy  of  Medicine.  He  is  a graduate 
from  Marquette  University  School  of  Medicine  and 
completed  his  internship  and  residency  at  Milwaukee 
County  General  Hospital. 

Dominic  S Chu,  MD,  Marshfield,  recently  became  as- 
sociated with  the  Marshfield  Clinic  in  the  Depart- 
ment of  Physical  Medicine  and  Rehabilitation. 
Doctor  Chu  graduated  from  the  University  of  Hong 
Kong  Medical  School.  He  served  an  internship  at 
West  Suburban  Hospital  in  Oak  Park,  111,  and  com- 
pleted his  residency  at  Wadsworth  Veterans  Ad- 
ministration Hospital  in  Los  Angeles. 

James  R Bargenquast,  MD,*  Slinger,  recently  be- 
came associated  with  the  Parkview  Medical  As- 
sociates, Ltd.  Doctor  Bargenquast  graduated  from 
St  Louis  University  School  of  Medicine  in  1979  and 
completed  his  internship  and  residency  at  The 
Medical  College  of  Wisconsin  in  Milwaukee.  He  is  a 
member  of  the  medical  staff  of  Hartford  Memorial 
Hospital.  Prior  to  joining  Parkview  Medical  As- 
sociates, Ltd,  Doctor  Bargenquast  had  been  in 
private  practice  in  Superior. 

Russell  A Dean,  MD,  recently  became  associated 
with  the  medical  staff  of  Marshfield  Clinic-Green- 
wood Center.  He  graduated  from  the  University  of 
Minnesota  Medical  School,  Minneapolis,  and  com- 
pleted his  residency  at  Bethesda  Lutheran  Hospital 
in  St  Paul,  Minn.  Prior  to  joining  the  medical  staff 
of  the  Marshfield  Clinic-Greenwood  Center,  Doctor 
Dean  had  been  practicing  in  Cedar  Falls,  Iowa. 
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Mark  R Knabel,  MD,*  Sheboygan,  recently  became 
associated  with  the  medical  staff  of  the  Sheboygan 
Clinic.  Doctor  Knabel  graduated  from  the  Uni- 
versity of  Iowa  College  of  Medicine  and  completed 
his  internship  at  Blodgett  Memorial  Medical  Center 
in  Grand  Rapids,  Mich.  He  served  his  residency  at 
the  University  of  Iowa,  Iowa  City.  He  also  spent 
several  months  in  Munich,  West  Germany,  study- 
ing at  the  University  of  Munich.  Doctor  Knabel 
received  a scholarship  award  from  the  American 
Society  of  Dermatologic  Surgery  and  a Skin  Cancer 
Foundation  Grant  for  his  studies  in  Munich. 

W Gregory  Weisshaar,  MD,  Sheboygan,  recently 
joined  the  medical  staff  of  The  Sheboygan  Clinic. 
Doctor  Weisshaar  graduated  from  the  University  of 
Iowa  Medical  School  and  completed  an  internship 
at  La  Crosse  Lutheran  Hospital  and  Gundersen 
Clinic,  Ltd.  He  served  in  the  United  States  Public 
Health  Service  Corps  for  two  years.  Doctor  Weiss- 
haar completed  a family  practice  residency  at 
DePaul  Hospital  and  at  the  Memorial  Hospital  of 
Laramie  County,  Cheyenne,  Wyoming. 

James  D Cox,  MD,*  Milwaukee,  recently  was  named 
a fellow  of  the  American  College  of  Radiology.  He 
is  affiliated  with  Milwaukee  County  Medical  Com- 
plex, Froedtert  Memorial  Lutheran,  West  Allis 
Memorial,  Community  Memorial,  and  Wood  Vet- 
erans Administration  hospitals. 

Julie  M Cottral,  MD,  Fort  Atkinson,  has  become  as- 
sociated with  MDs  Donald  Williams  and  Alan  L 
Detwiler.*  Doctor  Cottral  graduated  from  the  Uni- 
versity of  Illinois  Medical  Center  and  completed  her 
residency  at  Milwaukee  Children’s  Hospital. 

David  Engle,  MD,  Menomonee  Falls,  recently  be- 
came associated  with  the  medical  staff  at  Medical 
Associates  Health  Center  in  Menomonee  Falls.  A 
graduate  from  the  University  of  Minnesota  Medical 
School,  Doctor  Engle  completed  his  residency  at  Af- 
filiated Hospitals  of  Wisconsin. 

Kevin  J Goniu,  MD,  Milwaukee,  has  become  as- 
sociated with  the  Milwaukee  Medical  Clinic.  He  will 
be  practicing  at  the  clinic’s  Cedar  Creek  Center  in 
Grafton  when  it  opens  in  October.  Doctor  Goniu 
graduated  from  the  Medical  College  of  Wisconsin 
and  completed  his  internship  and  residency  at  Mil- 
waukee County  General  Hospital. 

Peter  Rothe,  MD,  Tomahawk,  recently  joined  the 
medical  staff  of  Sacred  Heart-St  Mary’s  Hospital, 
Inc,  in  Tomahawk.  Doctor  Rothe  graduated  from 
the  University  of  Wisconsin  Medical  School,  Madi- 
son, and  completed  his  family  practice  residency  at 
the  University  of  Minnesota  Hospital. 


Manucher  J Javid,  MD,*  Madison,  Professor  and 
Chairman,  Division  of  Neurological  Surgery,  Uni- 
versity of  Wisconsin  Medical  School,  recently  re- 
ceived the  Alumnus  of  the  Year  Award  for  Research 
and  Education  from  his  Alma  Mater,  the  University 
of  Illinois  College  of  Medicine.  He  was  honored  by 
a profile  of  his  career,  which  appeared  in  the  Oc- 
tober 1982  issue  of  Surgical  Neurology.  This  Journal 
honors  individuals,  usually  neurosurgeons,  who 
have  made  historic  contributions  to  neurosurgery. 
Doctor  Javid  was  one  of  the  original  investigators  of 
chymopapain  and  played  a significant  role  in  its 
approval  by  the  FDA.  He  participated  in  a double- 
blind study  performed  at  the  University  of  Wiscon- 
sin and  six  other  Centers.  This  study  proved  con- 
clusively that  chymopapain  is  an  effective  treatment 
for  herniated  lumbar  disc.  Doctor  Javid  is  the  senior 
author  of  this  paper  which  appeared  in  JAMA, 
May  1983.  He  also  was  invited  to  present  the  Per- 
cival  Bailey  Oration  in  Chicago  to  the  Central  Neu- 
rosurgical Society.  His  presentation  entitled  “A  Tale 
of  Two  Drugs:  Urea  and  Chymopapain”  was  pub- 
lished in  Neurosurgery  in  August  1983. 

Emil  Finch,  MD,  Rice  Lake,  has  joined  the  medical 
staff  of  the  Indianhead  Medical  Group.  He  gradu- 
ated from  the  University  of  Health  Sciences,  Kansas 
City,  Mo,  and  served  an  internship  at  Richmond 
Heights  General  Hospital  in  Cleveland,  Ohio.  His 
residency,  in  orthopedic  surgery,  was  completed 
at  the  University  Hospital  in  Kansas  City,  where  he 
was  a member  of  the  Hand  Replantation  Team  at 
Trinity  Lutheran  Hospital. 

Cindy  L Barron,  MD,*  Madison,  recently  became 
associated  with  MDs  Everett  L Roley,*  John  M 
Anderson,*  and  James  P Speichinger*  at  the 
Madison  Medical  Center.  Doctor  Barron  graduated 
from  the  University  of  Miami  School  of  Medicine 
and  completed  her  residency  at  the  University  of 
Wisconsin  Hospital  and  Clinics,  and  at  the  Mayo 
Graduate  School  in  Rochester,  Minn.a 


HMO???  IPA???  PPO???  DRG??? 

Physicians:  Call  now  - and  have  us  prepare  your 
direct  mail  letters  and  explanatory  brochures  for 
your  NEW  and  EXISTING  patients!! 

Creative  Brilliance  Associates 

P.O.  Box  4237  • 4709  Sherwood  Road 
Madison,  WI  53711 

608-271-6867 

...Specializing  in  marketing,  publicity  and 
advertising  for  professionals  for  over  15  years... 
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Acme  Laboratories,  Inc. 

ORTHOTIC  & PROSTHETIC 
SERVICES 

Certified  by  American  Board  of  Certification 
in  Orthotics  and  Prosthetics 


10702  W.  Burleigh  St. 
Milwaukee,  Wis.  53222 
(414)  259-1090 

Box  LOA 

Woodruff,  Wis.  54568 
(715)  356-5222 
Ext.  8872 


525  E.  Division  St. 
Fond  du  lac,  Wis.  54935 
(414)  923-6676 

Green  Bay  Orthopedic 
(Division  of  Acme 
Laboratories,  Inc.) 
428  S.  Adams  St. 
Green  Bay,  Wis.  54301 
(414)  435-1461 


• Artificial  Limbs 

• Orthopedic  Appliances 

• Wheelchairs 

• Custom  Seating  Inserts 


Professional  Service  For  the  Handicapped 


CARE  FOR  YOUR 
COUNTRY. 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  < 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won't  interfere  with  your  practice. 

You  11  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You'll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of  ' 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

CAPTAIN  LARRY  J MATTHEWS 
COLLECT:  (312)  926-3273 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 

ELEGANT  DINING  • FINE  WINES  • INTIMATE 
COCKTAIL  LOUNGE  • OPEN  DAILY  AT  5:00  PM 


‘ ‘ For  an  elegant  night  of  Italian  dining. ’ ’ —Prof  Herbert  Kubly,  Milwaukee  Journal  writer 


“My  biggest  worry  about  in-house  data 
processing?  Computer  breakdowns. 

But  CyCare  100  arrested  that  fear.” 

Roger  Jorgensen,  Business  Manager 
Portland  Obstetric  and  Gynecology  Clinic 
Portland,  Oregon 
(5  physician  group  practice) 

"I  knew  I’d  like  the  cost  advantage  and  efficiency  of  an  in-house  system. 
But  I didn’t  want  the  responsibility  of  taking  care  of  hardware  and  the 
need  to  hire  a programmer. 

"CyCare  100  proved  to  me  that  an  in-house  system  can  be  effortless  to 
operate  and  virtually  flawless  as  far  as  breakdowns  are  concerned.” 

CyCare  100  turnkey  system  makes  independent  processing  cost 
efficient  for  smaller  practices. 


“Using  the  terminology  of  your  industry,  Doctors  Clinic  is  “up  and  running”  on  CyCare  100. 

I feel  very  strongly  that  this  system  is  grossly  understated  in  terms  of  capabilities.” 

“Our  continuing  and  increasing  enthusiam  for  this  system  is  the  result  of  our  conversion  and 
actual  use.” 

“CyCare  has  made  me  look  like  a data  processing  pro  with  no  abnormal  effort  on  my  part.” 

Frances  Weier,  Administrator 
Doctors  Clinic,  Ltd. 

Two  Rivers,  Wisconsin 
(9  physicians) 


CyCare  200 

Distributed  System 

“Five  years  of  experience  with  CyCare  are 
what  made  us  stick  with  them  when  we  decided 
to  upgrade  our  data  processing.” 

Salvatore  J.  Moreno,  Business  Manager 
Mt.  Kisco  Medical  Group 
Mt.  Kisco,  NY 
(23  physicians) 

The  advantages  of  in-house  processing  coupled 
with  large  service  bureau  flexibility. 


CyCare  300 

TUrnkey  System 

“We  spent  almost  nine  months  evaluating 
suppliers.  CyCare  offered  us  the  flexibility  and 
support  our  group  required.” 

Jim  Stolhanske,  Administrator 
Park  Nicollet  MedCenters 
Minneapolis,  Minnesota 
(210  physicians) 

Offers  Medical  Schools  (CyCare  400)  and 
HMO’s  (CyCare  500)  complete  independence 
from  service  bureaus. 


Contact  the  CyCare  office  nearest  you  or  send  in  the  coupon. 


Dubuque,  IA  (319)  556-3131 
Spokane,  WA  (509)  326-4220 
Willowdale,  Ont.  Canada 
(416)  499-4100 
Atlanta,  GA  (404)  955-0868 
Denver,  CO  (303)  696-1796 


Dallas,  TX  (214)  934-2745 
Chicago,  IL  (312)  296-1950 
Minneapolis  (612)  831-3319 
San  Diego,  CA  (619)  569-8266 
Portland,  OR  (503)  684-1460 
Cherry  Hill,  NJ  (609)  667-8894 


North  America’s  leading 
provider  of  data  processing 
services,  software  and 
systems  to  medical  group 
practices. 


I’m  interested  in  information  about... 

□ CyCare  100  [H  CyCare  200  □ CyCare  300 
□ CyCare  400  □ CyCare  500 

Name 

Clinic  Name 

No.  of  Physicians Phone 

Address 

City State Zip 

Send  this  Coupon  to:  CyCare  Systems,  Inc. 

1011  E.  Touhy  Avenue 
Des  Plaines,  IL  60018 


Nev\£  HkrHkrh^ 

‘Physician  members  of  State  Medical  Society  of  Wisconsin 


Milwaukee  Medical  Clinic,  SC,  board  of  directors 
recently  elected  the  following  physicians  as  its  of- 
ficers for  1983:  Walton  D Thomas,*  chairman; 
Eugene  W Monroe,*  president;  Edwin  G Mont- 
gomery Jr,  vice-president;  and  Robert  J Santilli,  sec- 
retary-treasurer. The  newly-elected  officers  and 
board  members  appointed  Gerald  J McCarthy,  MD, 
to  serve  as  the  clinic’s  medical  director  for  a two-year 
period. 

Skemp-Grandview-La  Crosse  Clinic  has  appointed 
Bruce  Brenholdt  as  its  new  administrator  to  replace 
Charles  Dawley  who  died  in  September  1982.  Mr 
Brenholdt  had  been  technical  assistance  program  co- 
ordinator for  the  College  of  Medicine  Administra- 
tion at  the  University  of  Iowa.  He  has  a bachelor’s 
degree  in  business  administration  and  a master’s 
degree  in  health  administration,  both  from  the  Uni- 
versity of  Iowa. 


Milwaukee  Regional  Medical  Center  has  named 
James  R Ryan  its  new  Executive  Director  to  replace 
Lee  J Podolin.  The  Medical  Center’s  campus  is  lo- 
cated on  the  County  Institution  grounds  in  Wau- 
watosa. Mr.  Ryan  is  a supervisor  from  the  Mil- 
waukee County  Board,  has  served  as  a trustee  for  the 
Village  of  Hales  Corners,  and  served  as  the  direct 
service  manager  for  the  Racine  County  Human 
Services  Department. 

The  Medical  College  of  Wisconsin  Board  of  Direc- 
tors recently  announced  that  it  is  establishing  its  own 
research  foundation  and  named  Leonard  W Cronk- 
hite  Jr,  MD,  as  the  foundation’s  chief  executive 
officer.  Doctor  Cronkhite  will  leave  his  post  as  pres- 
ident of  the  College  on  July  1,  1984,  to  assume  his 
new  position.  He  has  been  president  of  MCW  since 
September  1977.  ■ 


AMA  Physician’s  Recognition  Award  Recipients 

Listed  below  are  those  physicians  in  Wisconsin  who  have  earned  the  AMA  Physician’s  Recognition  Award  in 
recent  months.  The  State  Medical  Society  of  Wisconsin  congratulates  these  physicians  who  have  distinguished 
themselves  and  their  profession  by  their  commitment  to  continuing  education: 


FEBRUARY  1983 

Ageloff,  Harry,  Racine 

Almagro,  Urias  A,  Wood 
‘Amos,  David  E,  River  Hills 
‘Armagan,  Senskerim,  Cudahy 
*Baker,  Homer  P,  Wonewoc 
‘Barrette,  Antoine,  Peshtigo 
‘Bauman,  Kenneth  L,  Lancaster 

Beirne,  Gregory  J,  Madison 
*Beix,  James  R,  River  Falls 
‘Bemis,  Edwin  L,  Milwaukee 
•Bemmann,  Kathryn  M,  Waukesha 
*Bernsten,  Stephan  A,  Madison 
‘Bolt,  Richard  H,  Waukesha 
‘Bonchek,  Lawrence  I,  Milwaukee 
*Brei,  Frederick  A,  Appleton 
‘Brown,  Garfield  W,  Ashland 
*Budzak,  Kathryn  S,  Madison 
‘Burgfechtel,  Robert  F,  Menomonie 
‘Burnett,  Ralph  G,  Kenosha 
‘Byrne,  William  R,  Amery 
‘Callan,  Robert  E,  Milwaukee 
*Canfield,  Phillip  R,  Marshfield 
‘Caplan,  Robert  H,  La  Crosse 
‘Christenson,  Brian  C,  Fond  du  Lac 
*Coan,  William  A,  Shawano 


‘Members  of  the  State  Medical  Society 
of  Wisconsin 


‘Cochrane,  Bruce  J,  Watertown 
‘Connerly,  Patrick  W,  Eau  Claire 
‘Davies,  John  A,  Milwaukee 
De  Leo,  Nicholas  C,  Milwaukee 
‘Derus,  Gerald  J,  Madison 
‘Desch,  Charles  A,  Waukesha 
‘Dhamee,  Mohammed  S,  Milwaukee 
Dinyer,  George  R,  Middleton 
‘Effenhauser,  Manfred,  Lake  Mills 
‘Elbing,  Paul  F,  Amery 
‘Flickinger,  Roger  R,  Waukesha 
‘Fruth,  Rodney  B,  Milwaukee 
‘Gabster,  Alan  A,  La  Crosse 
‘Garitano,  William  W,  Marshfield 
‘Garland,  Thomas  F,  Milwaukee 
‘Garrity,  Michael  S,  Prairie  du  Chien 
‘Geist,  Jack  E,  Milwaukee 
‘Gonlag,  Harry,  Eau  Claire 
‘Grade,  John  O,  Elm  Grove 
‘Gregorio,  Frederico,  Neillsville 
‘Hare,  James  W,  Mequon 
‘Hauch,  Francis  M,  Appleton 
‘Heck,  James  A,  Kenosha 
Heckman,  Margaret  G,  Wood 
Heimler,  Ruth,  Milwaukee 
‘Hoehn,  James  L,  Marshfield 
‘Horwitz,  S Fredric,  Mequon 
Houlihan,  James  T,  Woodruff 
‘Houlihan,  Lorraine  F P,  Woodruff 
Hull,  Stephen  B,  Winnebago 


‘Jacobsen,  Arthur  J,  Woodruff 
‘Janak,  Steve  W,  Woodruff 
‘Johnson,  Donald  D,  Stevens  Point 
‘Kinkella,  Albert  M,  Marshfield 
‘Klaas,  Frederick  B,  East  Ellsworth 
‘Knepel,  Donald,  Janesville 
‘Koepp,  Charles  E,  Marinette 
* Kritter , Alfred  E,  Waukesha 
‘Laabs,  John  E,  Green  Bay 
‘Lagus,  Arne  T,  St  Croix  Falls 
‘Lang,  Gordon  E,  Milwaukee 
‘Larson,  John  L,  Bloomer 
‘Lechmaier,  Timothy  E,  Madison 
‘Left,  Patrick  S,  Green  Bay 
‘Lochen,  Gregory  R,  Waukesha 
Luetzow,  Thomas  J,  Larsen 
Lynch,  John  J,  Wauwatosa 
‘Marina,  Otilia  A T,  Madison 
‘McCormick,  Michael  R,  Waukesha 
*Mc  Kichan,  John  M,  Platteville 
‘Merline,  Gerald  B,  De  Pere 
‘Mikkelson,  Michael  K,  Merrill 
‘Milano,  Angelo,  Stevens  Point 
‘Millar,  Iluminado  M,  West  Allis 
‘Miller,  Herbert  P,  Stevens  Point 
‘Miller,  Owen  E,  Waukesha 
‘Modaff,  Walter  L,  Brookfield 
‘Moore,  C E,  Fond  du  Lac 
*Moy  Raymond  W,  Milwaukee 
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FEBRUARY  1983  continued 
♦Nash,  Richard  G,  Ladysmith 
*Oppert,  Harold  E,  Viroqua 
*Purtell,  Robert  F,  Milwaukee 
*Quandt,  Courtney  E,  Jefferson 
♦Resan,  Thomas  K,  Woodruff 
♦Riemer,  Donald  E,  Cumberland 
♦Rose,  William  R,  Milwaukee 
♦Rosenkranz,  Wilbur  E,  Mukwonago 
♦Sanfelippo,  Anthony  J,  Milwaukee 
*Scheckler,  William  E,  Madison 
♦Scheuermann,  Nyal  M,  Oshkosh 
♦Schroeder,  Daniel  J,  Amery 
♦Settimi,  Albino  L,  Elm  Grove 
♦Sharma,  Venkata  K,  Kenosha 
♦Shewczyk,  Thomas  J,  Cedarburg 
♦Siegrist,  Kenneth  J,  Appleton 
♦Sivertson,  Sigurd  E,  Madison 
♦Sorensen,  Richard  F,  West  Bend 
♦Sowka,  Albin  J,  Stevens  Point 
♦Starr,  Robert  A,  Viroqua 
♦Stollenwerk,  Kenneth  J,  Milwaukee 
♦Surry,  John  H,  Kenosha 
♦Swan,  John  C,  Mount  Calvary 
♦Trader,  Joseph  E,  Manitowoc 
♦Trangsrud,  Axel,  Wood 
♦Van  Liere,  John  D,  Burlington 
♦Vrabec,  Andrew  P,  Beaver  Dam 
Walker,  Kae  I,  Madison 
♦Warrick,  James  D,  Madison 
♦Western,  Dennis  W,  Wausau 
♦Westgard,  David  E,  La  Crosse 
♦Whang,  Ki  Jun,  Beaver  Dam 
♦Wild,  Joseph  P,  Mequon 
♦Wiseman,  Terrance  L,  Janesville 
♦Woeste,  David  M,  River  Falls 
♦Zimmer,  Joseph  J,  West  Allis 


MARCH  1983 

♦Arnesen,  Richard  B,  Madison 
♦Asplund,  Merne  W,  Bloomer 
♦Becher,  Leo  E,  Lancaster 
♦Beck,  John  J,  Sturgeon  Bay 
♦Bernstein,  Harvey  H,  Milwaukee 
♦Bersalona,  Fernando  B,  Marshfield 
♦Burandt,  Donald  C,  Beloit 
♦Burg,  Edward  A,  Milwaukee 
♦Burr,  Jack  K,  Appleton 
♦Conzelman,  Dorothy  R,  Kenosha 
♦Drury,  Colin  J,  New  Richmond 
♦Eby,  Lee  G,  Milwaukee 
♦Edland,  Robert  W,  La  Crosse 
Esswein,  James  L,  Chetek 
♦Felton,  Owen  L,  Neenah 
♦Gehringer,  Natalie  A,  Menasha 
♦Goerke,  Robert  F,  Milwaukee 
♦Gopal,  Kandavar  M,  Brookfield 
♦Gottschalk,  Paul  G,  Marshfield 
♦Hamilton,  Gurdon  H,  Marshfield 
♦Hanson,  Allen  S,  St  Croix  Falls 
♦Hansotia,  Phiroze  L,  Marshfield 
♦Immerman,  Steven  C,  Eau  Claire 
♦Jacobson,  Lewis  L,  Eagle  River 
♦Jansen,  Ruth  L K,  Milwaukee 
♦Janssen,  Martin  L,  Friendship 


•Members  of  the  State  Medical  Society 
of  Wisconsin 


♦Johnson,  Howard  H,  Racine 
♦Kah,  William  W,  Milwaukee 
Khair,  Gamil  Z,  Wood 
♦Kropp,  August  D,  Hales  Corners 
Levi,  L David,  Milwaukee 
♦Magnin,  George  E,  Marshfield 
♦Martinetti,  Dominic  J,  Hurley 
♦Maurer,  William  J,  Marshfield 
♦McCullough,  John  P,  Fond  du  Lac 
♦McDonald,  Donald  H,  Winneconne 
♦Mehr,  Michael  P,  Marshfield 
Moede,  James  G,  Reedsburg 
♦Moore,  Freeman  M,  Neenah 
♦Mueller,  Carol  E,  Boscobel 
♦Murphy,  James  E,  Appleton 
♦Norfleet,  Robert  G,  Marshfield 
♦Nunez-Gornes,  Jesus  F,  Marshfield 
♦Olinger,  Gordon  N,  Milwaukee 
♦Papendick,  David  E,  Algoma 
♦Pelton,  Russell  S,  Ripon 
♦Peterson,  Robert  L,  Waupaca 
♦Plouff,  Louis  T,  Appleton 
♦Rammer,  Martin  A,  Sheboygan 
♦Read,  William  T,  Eau  Claire 
♦Reinecke,  Mark  E,  Marshfield 
♦Rietbrock,  Michael  J,  Oconomowoc 
♦Schonfeld,  Michael  R,  Reedsburg 
♦Schwartz,  Herschel  M,  South 
Milwaukee 

♦Thorgersen,  Thor  M,  Waukesha 
♦Williams,  Gail  H,  Marshfield 
♦Zimmerman,  Richard  C,  Menomonee 
Falls 

♦Zimmerman,  Burton  M,  Milwaukee 


APRIL  1983 

♦Ali,  M Yusuf,  Kenosha 
♦Baker,  Durward  A,  Wauwatosa 
♦Davis,  William  E,  La  Crosse 
♦Driscoll,  Thomas  P,  Milwaukee 
♦Hertel,  Bruce  F,  Rhinelander 
Hoganson,  Donald  E,  Tomah 
♦Holden,  Richard  C,  Watertown 
♦Imse,  David  P,  Hartland 
♦Jaeger,  Robert  J,  Stevens  Point 
♦Kasuboski,  David  A,  Madison 
♦Lathrop,  Thomas  P,  La  Crosse 
♦Lerner,  Neil  A,  Milwaukee 
♦Mayersak,  Jerome  S,  Merrill 
♦O’Halloran,  Michael  J,  Eau  Claire 
♦Onderak,  Edward  P,  Beloit 
♦Palmquist,  James  C,  River  Falls 
♦Rhoades,  Bruce  C,  Wausau 
♦Rowe,  Donald  M,  Kohler 
♦Schuh,  Eugene  P,  Watertown 
♦Shapiro,  Robert  B,  Madison 
Stoy,  Robert  J,  Hudson 
♦Usow,  Eugene  J,  Milwaukee 
Walsh,  LeRoyG,  Madison 
♦Westman,  Jack  C,  Madison 


MAY  1983 

Angevine,  James  M,  Madison 
♦Bodensteiner,  Robert  T,  West  Bend 
♦Caya,  James  G,  Milwaukee 
Chang,  Chen-Kang,  Madison 


♦Flygt,  Thomas  R,  Baraboo 
♦Freeman,  Mark  L,  Milwaukee 
♦Friedenberg,  William  R,  Marshfield 
♦Fruehauf,  Richard  P,  Superior 
♦Hansen,  Steven  V,  Milwaukee 
♦Hillan,  Donald  D,  Waukesha 
♦Hughes,  Jack  L,  Wauwatosa 
♦Johnson,  Sidney  E,  Marshfield 
♦Keller,  Kent  E,  La  Crosse 
♦Koenecke,  Fred  H,  Madison 
♦Limjoco,  Uriel  R,  Menomonee  Falls 
♦Linden,  Robert  E,  Madison 
♦Longstreth,  Charles  R,  Ashland 
♦Mazza,  Joseph  J,  Marshfield 
McMillen,  Milton  R,  La  Crosse 
♦Millen,  Francis  J,  Milwaukee 
Moench,  Jerry  L,  Madison 
♦Nickerson,  Harlan  J,  Marshfield 
♦Paulsen,  Frederic  L,  Marshfield 
Raczkowski,  Allen  R,  Madison 
♦Ryan,  Michael  E,  Marshfield 
♦Smuckler,  Mark  B,  Milwaukee 
♦Stankevych,  Anatol  J,  Green  Bay 
♦Thorgersen,  Thor  M,  Waukesha 
♦Wex,  Timothy  G,  Oshkosh 


JUNE  1983 

♦Adelman,  Richard  D,  Oshkosh 
♦Artwich,  Robert,  Oconto  Falls 
♦Banerjee,  Tarit  Kumar,  Marshfield 
♦Belson,  Thomas  P,  Waukesha 
Bishop,  Donald  T,  Madison 
♦Boehm,  Frederick  J,  Stevens  Point 
♦Bolger,  John  T,  Waukesha 
♦Chancey,  Robert  L,  Beloit 
♦Chang,  Sheng-Hsiung,  Marshfield 
♦Dart,  Richard  A,  Marshfield 
♦Domnitz,  Jeffrey  M,  Milwaukee 
Dorow,  Mark  A,  West  Allis 
♦Edwards,  Merle  T,  Wausau 
♦Emanuel,  Dean  A,  Marshfield 
Erickson,  Daniel  R,  Horicon 
Evans,  Richard  W,  Milwaukee 
Gonzalez,  Celerina,  Whitefish  Bay 
Gorens,  Marsha  E,  Milwaukee 
♦Grant,  Douglas  H,  Appleton 
Grem,  Jean  L,  Madison 
Hall,  Judith  K,  Laona 
♦Hamel,  Peter  C,  Waupaca 
♦Hansen,  Raymond  L,  Marshfield 
♦Heise,  Lawrence  F,  Clintonville 
♦Hinke,  Thomas  D,  Marshfield 
Jackson,  Richard  E,  Wauwatosa 
♦Jenk,  Lloyd  F,  Milwaukee 
Kimmel,  Glenn,  Eau  Claire 
♦Kozarek,  Clarence  E,  Tomah 
♦Kryda,  Michael  J,  Marshfield 
♦Kwasny,  Gregory  P,  Milwaukee 
♦Luckey,  William  T,  River  Hills 
Lynch,  Michael  J,  Milwaukee 
♦Mehr,  Michael  P,  Marshfield 
Moore,  Jeffrey  L,  Wausau 
♦Mulvaney,  John  J,  Marshfield 
Neumann,  Lori  L,  Milwaukee 
♦Newman,  Julian  J,  Racine 
♦Nikolai,  Thomas  F,  Marshfield 
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NEWS  YOU  CAN  [JSE./ continued  from  page  68 


HERPES  DOCUMENTARY  AVAILABLE  FOR  COMMUNITY  SHOWING.  SMS  has  a new  television  docu- 
mentary on  Genital  Herpes  available  for  loan  to  physicians,  community  groups,  or  schools  for  local  show- 
ings. “Madison  Confronts  Herpes:  The  Simple  Facts”  presents  straight-forward  information  of  herpes,  how 
you  get  it,  how  to  prevent  getting  it,  and  how  to  treat  it.  Originally  aired  in  July  1983  on  WMTV-TV,  Chan- 
nel 15,  the  program  received  high  marks  from  the  general  viewing  public  and  health  professionals.  The  pro- 
gram is  available  on  three-quarter  inch  videotape  cassette.  For  information  contact  the  SMS  Communica- 
tions Department  at  PO  Box  1 109,  Madison,  WI  53701. 

WHO’S  JOINING  PPOs?  Preferred  Provider  Organizations  have  attracted  5%  of  physicians,  according  to  the 
latest  figures  from  the  Socioeconomic  Monitoring  System  of  the  AMA  Center  for  Health  Policy  Research. 
Of  those  who  have  joined,  60%  said  that  PPOs  increased  their  certainty  of  patient  loads,  40%  said  that  they 
reduced  out-of-pocket  costs  for  patients,  and  27%  said  they  reduced  collection  problems.  Of  the  95%  who 
have  not  joined,  25%  said  the  reason  was  insufficient  reimbursement,  while  24%  cited  extra  paperwork. 

BOOKLET  ON  INDEPENDENT  BILLING  AVAILABLE.  The  Reimbursement  Committee  of  the  Wisconsin 
Chapter  of  the  American  College  of  Emergency  Physicians  has  prepared  a booklet.  Introduction  to  Indepen- 
dent Billing.  The  price  is  $5.00  (includes  postage)  per  copy  for  nonmembers.  To  order,  contact:  Arlene 
Meyer,  Wisconsin  Chapter,  ACEP,  PO  Box  1109,  Madison,  WI  53701;  phone:  1-800-362-9080  or  Madison 
area  257-6781.  ■ 


AMA  Physician’s  Recognition  Award  Recipients/«™//m/^ 


JUNE  1983  continued 

Novak,  Dorothy  A,  Butternut 
O’Loughlin,  Peter  D,  Necedah 
Ochs,  Deborah  J,  Wauwatosa 
*Opitz,  James  C,  Marshfield 

* Porter,  Gerald  E,  Marshfield 
Purtock,  Robert  V,  Waukesha 

*Rankin,  James  J,  Brookfield 

* Rater,  Cornelius  J,  Milwaukee 
‘Rowe,  Richard  J,  Marshfield 
‘Rushing,  Daniel  A,  Marshfield 
‘Saran,  Dennis  J,  Milwaukee 

Shah,  Mubarik  A,  Shullsburg 
‘Silberman,  Teresa,  Marshfield 
‘Stenberg,  Jon  R,  Eau  Claire 
Stone,  Shirley  J,  Wauwatosa 
Suarez,  Luis  A,  Appleton 
‘Sutherland-Hauser,  K,  La  Crosse 
‘Swank,  Michael,  Milwaukee 


•Members  of  the  State  Medical  Society 
of  Wisconsin 


‘Treuhaft,  Paul  S,  Marshfield 
‘Turney,  Susan  K,  Marshfield 
‘Ulmer,  Richard  H,  Marshfield 
Vonck,  Theodore  F,  Brookfield 
‘Voss,  Dieter  M,  Marshfield 
‘Wagner,  Stephen  F,  Marshfield 
*Yun,  Moon  Gil,  Marshfield 
‘Zenner,  Thomas  M,  Kewaunee 

JULY 

‘Bachir,  Joseph  S,  Ladysmith 
‘Baldauf,  Mary  C C,  Marshfield 
‘Charipar,  Ron  M,  Ladysmith 
‘Cryns,  Werner  F,  Milwaukee 
Dachauer  John,  Milwaukee 
Ebinger,  William  A,  Milwaukee 
‘Ejercito,  Victor  S,  Marshfield 
‘Greene,  Jan  P,  Madison 
Grosz,  David  E,  Madison 
‘Flarris,  Gerald  J,  Milwaukee 
‘Flemmy,  David  C,  Milwaukee 


‘Heywood,  Robert  M,  Marshfield 
Jahn,  Eric  P,  Milwaukee 
Kessler,  Dale  Le  Roy,  Marshfield 
Klinger,  Dean  E,  Mequon 
‘Kretchmar,  Kent  A,  Marshfield 
‘Larson,  David  L,  Wausau 
‘Lee,  Chung  M,  Marshfield 
*Liss,  Paul  L,  Marshfield 
‘Mantovani,  John  F,  Madison 
‘Mercer,  Wayne  C,  Washburn 
Miller,  Richard  W,  Marshfield 
‘Parent,  Kevin,  Marshfield 
‘Parker,  John  P,  Marshfield 
‘Poll,  Marvin,  Milwaukee 
‘Rattan,  Walter  C,  Kenosha 
‘Rupel,  John  W,  Marshfield 
‘Schorr,  William  F,  Marshfield 
‘Smith,  Sharon  A,  Burlington 
Sty,  John  R,  Milwaukee 
‘Twiggs,  John  T,  Marshfield 
‘Ullrich,  Donald  P,  Milwaukee 
‘Walters,  Edward  W,  Marshfield® 


56 


WISCONSIN  MEDICAL  JOURNAL,  SEPTEMBER  1983:VOL.82 


In  vitro  studies  demonstrate 

Bactericidal  activity 


with  minimal 
resistance 


Percent  of  isolates  of  common  uropathogens  sensitive  to  BACTRIM  and  to  other  antimicrobials 


RAPID  IN  VITRO  DESTRUCTION 
OF  E.  COLI  * 
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Kill  curve  kinetics  of  Bactrim 
and  its  individual  components 
against  E.  coil  in  vitro. 1 


'Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems,  Inc  , Winter  Series,  1981-82 
Numbers  under  percentages  refer  to  the  projected  number  of  isolates  tested 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  coli 12  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganii 3 — the  most  common  causative  organisms  of  urinary  tract 
infections.4  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.5  In  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy611 
Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains5-12  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
Initial  episodes  of 
uncomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial. 


Bactrimr  DS 


(trimethoprim  and  sulfamethoxazole/Roche) 

b.i.d.  for  recurrent  urinary  tract  infections 

*ln  vitro  data  do  not  necessarily  predict  clinical  results. 


Copyright  © 1983  by  Hoffmann-La  Roche  Inc  All  rights  reserved 


See  next  page  for  references  and  a summary  of  product  information. 


References:  1.  Data  on  file.  Hoffmann-La  Roche  Inc..  Nutley,  NJ  2.  Kramer  MJ, 
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Bactrim  DS 

(trimethoprim  and  sulfamethoxazole/Roche) 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  tlexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus.  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A (J-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reac- 
tions. hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopema  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may 
be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is 
noted 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopema,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis.  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenomenon  Due  to 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN. 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength). 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  ml7min.  If  creatinine  clearance  is  between  15  and  30  ml/min. 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 
Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  20  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz 
(1  pint)  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  tea  spoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint) 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  eflects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  eflects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  tentanyl  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential  problems  and 
it  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  betaken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
gmal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea  constipation,  inflammation,  |0int  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare , mild  to  moderate , transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase. CPK,  LDH,  SGOT,  arid  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600  66)  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59'  to  77  F (15  to  25"C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  c 1982,  Pfizer  Inc 
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"I  can  do  things  that  I 
couldn  ’t  do  for3yrs  including 
joining  the  human  race  again" 


Quotes  from  an  unsolicited  1 
letter  received  by  Pfizer  from  an 
angina  patient 

While  this  patient's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE)" 10ms 

Please  see  PROCARDIA  brief  summary  on  adjoining  page 
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Secretary,  clerk . . , 
electronic  mailman 


Now  you  can  have  the  added  convenience  and 
cost-saving  potential  of  electronic  insurance 
claims  submission  capability  with  a Medical 
Computer  System  from  Advance  Technology 
Associates. 

You  can  also  send  your  statements  at  the  touch 
of  a button.  The  statements  are  received  by 
selected  United  States  Post  Office  centers, 
printed  there  and  mailed  directly . . . saving  you 
significant  time  and  cost.  Without  having  to 
handle  any  paper! 

For  many  years  ATA  has  built  its  reputation  by 
providing  state-of-the-art  Medical  Computer 
Systems.  An  ATA  Medical  System  can  help  make 
your  business  management  more  efficient  and 
cost-effective  with  automatic  billing  procedures 
and  easy,  instant  access  to  your  own  patient 
account  information. 

Adding  an  “electronic  mailman”  to  your  staff  is 
just  one  more  reason  why  you  should  call  us 
today  to  see  what  advanced  technology  can  do 
for  you. 


ENDORSED  BY 

SMS  SERVICES,  INC 


FOR  MEMBERS  OF  THE  STATE 
MEDICAL  SOCIETY  OF  WISCONSIN 


flTfl 

advanced  technology  associates 


Medical  Computer  Systems 
47 1 0 West  North  Avenue 
Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


Medical  \feUcw  Ic^es 

RATES:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  ad.  BOXED  AD  RATES:  $32.00  per  column  inch. 
DEADLINE:  Copy  must  be  received  by  the  20th  of  the  month  preceding  month  of  issue;  e.g.,  copy  for  the  August 
issue  is  due  July  20.  Send  copy  to:  Wisconsin  Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
(area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


Surgeon  (general  and  vascular)  needed  to  join  group  of  four 
internists.  Excellent  fringe  benefits.  City  of  100,000  with  large 
outside  referral  base  and  excellent  recreational  opportunities. 
Present  surgeon  is  retiring.  Send  CV  to  Green  Bay  Clinic,  Ltd, 
123  N Military  Ave,  Green  Bay,  Wis  54303,  Attention:  D J 
Whiting,  Clinic  Manager.  p9/83 

Family  Physician  or  Internist  to  join  five  Board  certified 
family  practice  physicians  in  an  expanding  practice  in  north- 
western Wisconsin.  New  clinic  building  attached  to  hospital. 
Guaranteed  first  year  salary  and  other  benefits.  For  further 
information  please  write  or  call:  Jeanne  Chamberlain,  Admin, 
Spooner  Clinic  Ltd,  Spooner,  Wis  54801;  ph  715/635-2151. 

9-12/83;  1/84 

Wanted — Board  eligible  — board  certified  obstetrician- 
gynecologist  as  an  associate.  Modern  well  equipped  facility. 
Excellent  starting  salary  and  benefits  including  profit  sharing 
plan.  Please  contact  Elizabeth  Allen  Steffen,  MD,  734  Lake 
Ave,  Racine,  Wis  53403.  9tfn/83 


Urologist  with  10  years  general  practice  experience  avail- 
able for  part-time  nursing  home,  clinic  or  insurance 
examinations — Milwaukee  area.  Contact  Dept  524  in 
care  of  the  Journal  or  call  414/453-8661 . p9-l  1/83 


Milwaukee,  Wisconsin 
Opportunity 

Family  Practitioner- Emergency 
Room  Physician 

WANTED  to  staff  Urgent  Care  Centers,  a 
part  of  Milwaukee  Medical  Clinic.  The 
position  offers  flexible  hours,  excellent 
compensation,  full  or  part-time  responsi- 
bility and  affiliation  with  Southeastern 
Wisconsin’s  premier  multi-specialty  clinic 
of  60  physicians. 

For  further  information  please  submit 
your  curriculum  vitae  to  the  Medical 
Director,  Milwaukee  Medical  Clinic,  SC, 
3003  West  Good  Hope  Road,  Milwaukee, 
Wisconsin  53217. 


Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621.  1 ltfn/82 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  1 ltfn/82 

Immediate  opportunities  for  qualified  physicians  who  possess 
excellent  clinical  and  communication  skills  to  join  longstanding 
group  of  Emergency  Physicians.  Positions  available  in  a popular 
Wisconsin  area  bordering  Illinois.  If  interested,  send  resume  to 
Barbara  Wilczynski,  Medical  Emergency  Service  Associates 
(MESA),  SC,  15  S McHenry  Road,  Suite  2,  Buffalo  Grove,  IL 
60090  or  call  collect  3 1 2/459-7590.  6tfn/83 


Surgeon  with  general  vascular  training,  Ophthal- 
mologist, and  ENT,  to  join  a progressive  multi- 
specialty group  of  17  physicians  consisting  of  General/ 
Family  Medicine,  General  Surgery,  Internal  Medi- 
cine, OB-GYN,  Ophthalmology,  Orthopaedic  Sur- 
geon, Pediatrics/ Adolescent  Medicine,  and  Radiology. 
Subspecialties  include:  Pathology,  Vascular  Surgery, 
Cardiovascular  Diseases,  Gastroenterology  and  Endo- 
scopy. We  are  located  in  a fast  growing,  scenic,  lake 
country  area  between  Milwaukee  and  Madison  and  can 
offer  excellent  hospital,  schools,  and  recreational  facil- 
ities. Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/  569-2300. 

10tfn/82-c3tfn/83 


Two  Residency-Trained  Family  Physicians  needed  to 
expand  established  family  practice  in  Tomah,  Wisconsin 
(population  7,000).  Current  physician  (ABFP  certified) 
wants  to  reduce  his  high  patient  volume  and  incorporate 
more  elements  of  contemporary  family  medicine  into  the 
practice.  Attributes  include  good  professional  support, 
attractive  and  equitable  compensation  package,  good 
prospects  for  further  recruitment,  viable  79-bed  local 
hospital,  growing  community,  tremendous  recreational 
resources,  and  formal  association  with  50-physician 
multispecialty  group.  Practice  family  medicine  the  way 
you’ve  been  trained  and  without  constraints  from  other 
specialists.  Contact  P S Shultz,  MD,  Medical  Director, 
Skemp-Grandview-La  Crosse  Clinic,  815  S 10th  St,  La 
Crosse,  Wis  5460 1 ; ph  608/782-9760.  8- 1 0/83 
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Family  Practice,  OB/GYN  and  Plastic  Surgery  positions 
available  with  an  18-member  multispecialty  group  corporate 
practice.  Modern  clinic  facility  in  Northeastern  Wisconsin  city 
of  100,000  enjoying  a healthy  and  stable  economy.  Excellent 
recreational,  educational,  hospital,  and  civic  advantages.  Please 
call  collect  or  write:  W J Mommaerts,  Clinic  Manager,  West  Side 
Clinic,  sc,  1551  Dousman  St,  Green  Bay,  Wis  54303;  ph  414/ 
494-5611.  7-10/83 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401 , or  call  collect  7 1 5/847-335 1 . 6t fn/82 

General  Surgeon,  BE/BC  wanted  for  well-equipped,  small 
community  hospital  in  northern  Wisconsin,  pleasant  setting  near 
lakes,  abundant  outdoor  recreation,  stable  economy.  Benefits 
and  coverage  of  multispecialty  group  practice.  Contact:  James 
R Keuer,  MD,  Lakeland  Medical  Associates,  Ltd,  PO  Box  549, 
Woodruff,  Wis  54568;  ph  715/356-3292.  8-10/83 

Wanted:  Physician  to  serve  as  director  of  student  health 
center.  Full-time  annual  appointment  with  fringe  benefits.  Ex- 
perience required  in  college  health  service  or  family  practice. 
Starting  date  negotiable.  Send  letter  of  application,  resume,  and 
three  current  letters  of  reference  by  October  15  to:  Secretary, 
Health  Center  Director  Search  and  Screen  Committee,  Dempsey 
125,  UW-Oshkosh,  Oshkosh,  WI  54901 . 9/83 


Family  Practice  Expanding  Central  Wisconsin.  Group 
Practice,  5 Board  certified  family  physicians,  one  Board 
certified  general  surgeon.  70-bed  hospital  JCAH  ac- 
credited, adjacent  to  new  modern  clinic.  Progressive  com- 
munity 4500,  excellent  schools,  surrounded  by  23  lakes, 
45  minutes  from  metropolitan  area.  Competitive  salary 
and  fringe  benefits.  Full  partnership  available  after  one 
year.  Contact:  Jerry  R Salan,  MD,  Waupaca  Family 
Medicine,  710  Riverside  Dr,  Waupaca,  WI  54981.  p9/83 


PREDOCTORAL  FACULTY  POSITION 

A family  physician  is  sought  to  augment  developing  pre- 
doctoral  programs  of  the  University  of  Wisconsin  De- 
partment of  Family  Medicine  and  Practice.  The  Depart- 
ment is  now  teaching  in  all  four  years  of  the  medical 
school,  requiring  another  physician  to  work  with  current 
departmental  faculty  to  expand  and  improve  these  pro- 
grams. We  seek  a Board  certified  family  physician,  pref- 
erably with  practice  experience.  Due  to  teaching  sites 
throughout  the  state,  some  preference  will  be  given  to 
applicants  with  skills  as  pilots.  Specific  responsibilities, 
academic  rank,  and  salary  are  negotiably  based  on  in- 
terest and  qualifications.  Contact  John  W Beasley, 
MD,  Director  for  the  Medical  Student  Program  and 
Curriculum,  at  608/263-7373.  The  University  of  Wis- 
consin is  an  Equal  Opportunity/ Affirmative  Action 
Employer.  9/83 


La  Crosse,  WI  — Otolaryngologist  needed  to  join  50-physi- 
cian multispecialty  group  to  share  expanding  ENT  patient  load 
with  one  other  young,  Board  certified  otolaryngologist.  Modern 
350-bed  hospital  (presently  with  one  ENT  specialist),  adjacent 
to  clinic,  has  well  equipped  and  staffed  OR,  extensive  x-ray 
coverage  (including  CT  and  ultrasound),  and  24-hour  ER  staff- 
ing. Clinic  offers  attractive  and  equitable  compensation  pack- 
age, including  first-year  guarantee  plus  incentive,  and  generous 
fringe  benefits.  La  Crosse  is  a progressive,  family-oriented  city 
of  50,000  in  the  beautiful  Mississippi  River  Valley  with  a med- 
ical referral  area  of  approximately  175,000.  Exceptional  cul- 
tural, educational,  and  recreational  opportunities  locally.  Con- 
tact P S Shultz,  MD,  Medical  Director,  Skemp-Grandview-La 
Crosse  Clinic,  815  S 10th  St,  La  Crosse,  Wis  54601;  ph  608/ 
782-9760.  8-10/83 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty-bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153;  or  call  collect 
414/834-2201.  p8- 11/83 

Emergency  Physician  for  free-standing  emergency  center  in 
Madison.  Contact  David  A Goodman,  MD,  165  West  Goodland 
St,  Sun  Prairie,  Wis  53590;  ph  608/837-8414.  8-10/83 

Family  Physician  to  join  three-man  family  and  general  prac- 

tice group  in  the  heart  of  North  Central  Wisconsin  vacationland. 
First  year  guaranteed  salary.  Numerous  fringe  benefits.  Clinic 
across  from  hospital.  Send  CV  to:  O M Francisco,  MD,  221  E 
Washington  Ave,  Tomahawk,  Wis  54487;  ph  715/453-2147. 

5tfn/83 

Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  26  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  WI  53406;  ph  414/886- 
5000.  4tfn/83 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Medi- 
cal Clinic,  a progressive  cluster  corporation  of  25  physicians. 
Excellent  benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  9tfn/82 

Emergency  Physicians— 3 Iowa  locations.  Management  and 
partnership  opportunity.  Compensation  package,  $70,000- 
$90,000.  Phone  515/223-9378  or  write  PO  Box  65574,  West 
Des  Moines,  Iowa  50265.  9-1 1/83 


US  Air  Force  Medical  Corps  currently  is  accepting  ap- 
plications for  physicians  in  the  following  specialties: 
Orthopedic,  Ear,  Nose  & Throat,  Obstetrics/Gyne- 
cology, General  Surgeons.  For  further  information,  call 
collect.  MSGT  Charles  Brown  Jr,  414/258-2430.  7-9/83 


La  Crosse-Neonatologist  needed  to  be  co-director  of 
14-bed,  Level  III,  Regional  Infant  Intensive  Care  Unit 
in  modern  350-bed  hospital.  Position  either  hospital- 
employed  or  member  of  50-physician  multispecialty  clinic 
with  four  pediatricians.  CT  scanner  and  complete  ultra- 
sound available.  Consultants  available  in  neurosurgery 
and  pediatric  cardiology-neurology-surgery.  Complete 
transport  team  with  four  neonatal  nurse  clinicians.  La 
Crosse  is  a progressive,  family-oriented  city  of  50,000 
in  the  beautiful  Mississippi  River  Valley  with  a medical 
referral  area  of  greater  than  200,000.  Exceptional  cul- 
tural, educational  and  recreational  opportunities  locally. 
Contact  P S Shultz,  MD,  Medical  Director,  Skemp- 
Grandview-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse, 
Wis  54601 ; ph  608/782-9760.  8-10/83 
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Obstetrician-Gynecologist,  Board  certified  or  eligible,  to  join 
18-physician  multispecialty  clinic  with  2-physician  Ob/Gyn  de- 
partment. Located  in  a beautiful  Wisconsin  lakeshore  com- 
munity of  35,000.  Competitive  salary,  complete  fringe  benefits, 
generous  vacation  time.  Send  CV  to:  Administrator,  Manitowoc 
Clinic,  SC,  PO  Box  3008,  Manitowoc,  Wis  54220.  7-12/83 

Young  General  Surgeon  wanted  to  join  3-physician  surgery 
department  in  18-physician  multispecialty  clinic.  Located  in 
Wisconsin  lakeshore  community  of  35,000.  Prefer  availability 
by  Jan  1,  1984.  Send  CV  to  Robert  Dernlan,  MD,  FACS,  Man- 
itowoc Clinic,  SC,  601  Reed  Ave,  Manitowoc,  Wis  54220. 

7- 12/83 

Family  Practice  opportunity  to  join  3-physician  Family  Prac- 
tice group  in  Southeastern  Wisconsin,  city  of  85,000.  First  year 
guaranteed  salary  and  equal  call  rotation  schedule.  Contact 
Family  Practice  Associates,  6530  Sheridan  Rd,  Kenosha,  Wis 
53140;  ph  414/658-2516.  7tfn/83 

Three  to  Four  Family  Practitioners  needed  to  staff  three 
satellites  of  a 34-physician  multispecialty  group  in  beautiful 
small  communities  in  East  Central  Wisconsin.  Attractive  income 
arrangements,  association  membership  possible  after  one  year, 
pension  and  profit  sharing,  extensive  fringe  benefits.  Contact 
R B Windsor,  MD,  1011  North  8th  St,  Sheboygan,  Wis  53081; 
ph  414/457-4461.  7tfn/83 

Internal  Medicine — Milwaukee.  Share  office  space  or  associa- 
tion with  established  internist.  Recent  death  of  associate.  Ex- 
cellent patient  referral.  Location  downtown  on  Lake  Michigan. 
Good  parking  available.  Office  equipped  with  lab,  EKG,  and 
x-ray.  Send  inquiries  with  CV  to  Dept  521  in  care  of  the  Journal. 

8- 10/83 

Pediatrician(s)  wanted  to  join  two  young  internists  in  practice 
in  Greater  Milwaukee  area.  Board  certified  or  eligible.  Terms 
negotiable.  Contact  Dept  523  in  care  of  the  Journal.  8-12/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 

University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  53715 
Phone:  608/263-4095 

7/83;  6/84 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


Radiologist,  immediate  opening.  Locum  tenens  may  lead  to 
permanent  position.  Board  certified  or  eligible.  General 
radiology,  N M and  some  special  procedures.  Small  city. 
Send  CV  to  Dept  525  in  care  of  the  Journal.  p9- 10/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

OB/GYN  practice  for  sale.  Excellent  economic  opportunity  in 
the  City  of  Waukesha  for  immediate  takeover  of  20-year  old 
practice.  All  equipment  and  furniture  are  modern  and  up-to-date 
along  with  reliable  and  well-trained  staff.  Contact  J Bunke,  217 
Wisconsin  Ave,  Waukesha,  Wis  53186;  ph  414/542-0461. 

g8-9/83 


MISCELLANEOUS 


Computer  For  Sale.  Janesville  Orthopaedic  Surgery  Group 
physicians  have  joined  large  clinic.  Three-year-old  computer 
system  available  now.  Includes  DEC  11/34  processor,  CDC 
Phoenix  96MB  drive,  and  peripherals.  Software  is  the  MEDIC 
system.  Contact  the  business  manager  at  608/755-3573.  9-10/83 

For  Sale:  1961  Fleetwood  Cadillac.  Excellent  running  condition. 
No  rust.  Ideal  collectors  item.  Contact  Gerald  J Derus,  MD; 
ph  608/251-8100.  9/83 
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Meetirkgs/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50c  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  Special  Issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Courses  for  Physicians  for  period  Sept  1, 1982  through  Aug  31, 1983. 


WISCONSIN 


OCTOBER  8,  1983:  Wisconsin  Society  of  Radiation  Oncolo- 
gists/Wisconsin Radiological  Society  Joint  Meeting,  Sheraton 
Inn,  Madison.  g2-9/83 

OCTOBER  6-8,  1983:  2nd  International  Electrophysiologic 
Basis  for  Diagnosis  and  Management  of  Cardiac  Arrhythmias. 
Performing  Arts  Center,  Milwaukee.  Sponsored  by  Mount  Sinai 
Medical  Center;  Milwaukee  and  University  of  Wisconsin-Exten- 
sion  Continuing  Medical  Education.  Update  of  current  diagnos- 
tic and  therapeutic  approaches — presented  by  internationally 
recognized  authorities.  18  hours  AM  A Category  1 credit  and 
UW,  Extension  CEH’s.  Contact:  Sarah  Aslakson,  Continuing 
Medical  Education,  610  Walnut  St,  Madison,  W1  53705;  ph  608/ 
263-2856.  6,8,9/83 

OCTOBER  12-15,  1983:  8th  Annual  Nuclear  Cardiology 
Symposium,  MECCA  and  Hyatt  Regency  Hotel,  Milwaukee. 
Mount  Sinai  Medical  Center,  Milwaukee;  University  of  Wis- 
consin-Extension,  Continuing  Medical  Education;  Cardio- 
vascular Disease  Program,  Milwaukee  Clinical  Campus,  School 
of  Medicine,  University  of  Wisconsin.  AMA  Category  I;  Univer- 
sity of  Wisconsin  CEUs,  VOICE  credit.  Info:  Sarah  Aslakson, 
465B  WARF  Bldg,  610  Walnut  St,  Madison,  Wis  53705;  ph 
608/263-2856.  8-9/83 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1983-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 


OCTOBER  15, 1983:  Wisconsin  Dermatological  Society,  Froeh- 
dert  Hospital,  Milwaukee.  g8/83 

OCTOBER  15,  1983:  Medical  Consequences  of  Nuclear 
Weapons  and  Nuclear  War,  Madison.  Sponsored  by  Physicians 
for  Social  Responsibility,  University  of  Wisconsin  Schools  of 
Medicine  and  Nursing;  and  University  of  Wisconsin-Extension, 
Continuing  Medical  Education  and  Allied  Health,  and  Division 
of  Health  and  Human  Services.  AMA  Category  I,  AAFP, 
AOA  Category  2-D,  UW  CEUs.  Info:  Sarah  Aslakson,  CME, 
465B  WARF  Bldg,  610  Walnut  St,  Madison,  Wis  53705; 
ph  608/263-2856.  9/83 

OCTOBER  29-30,  1983:  Wisconsin  Allergy  Society,  American 
Club,  Kohler,  (formerly  Oct  15-16)  g2-9/83 

OCTOBER  19-22,  1983:  Radiologic  Diagnosis  and  Manage- 
ment of  Acute  Disease  and  Trauma,  Madison.  Sponsored  by 
University  of  Wisconsin  Medical  School,  Radiology  Department 
and  University  of  Wisconsin-Extension,  Continuing  Medical 
Education.  AMA  Category  I,  ACR  credits.  Homecoming  Wis- 
consin vs  Indiana  football  tickets  available.  Info:  Sarah  Aslak- 
son, Continuing  Medical  Education,  465B  WARF  Bldg,  610 
Walnut  St,  Madison,  Wis  53705;  ph  608/263-2856.  8-9/83 

OCTOBER  19-21,  1983:  Wisconsin  Hospital  Association 

Annual  Convention,  Paper  Valley  Hotel,  Appleton.  g9/83 

OCTOBER  19-21,  1983:  Wisconsin  Nurses  Association  Con- 
vention, Pioneer  Inn,  Oshkosh.  g9/83 

OCTOBER  20-22,  1983:  Update  in  Infectious  Diseases,  Mad- 
ison. Sponsored  by  University  of  Wisconsin  School  of  Med- 
icine, Department  of  Medicine;  and  University  of  Wisconsin 
Continuing  Medical  Education.  AMA  Category  I,  AOA,  AAFP, 
University  of  Wisconsin-Extension  CEUs — all  20  hours.  Info: 
Sarah  Aslakson,  465B  WARF  Bldg,  610  Walnut  St,  Madison, 
Wis  53705;  ph  608/263-2856.  9/83 

OCTOBER  20,  1983:  The  Veterinarian  and  The  Physician  on 
Common  Ground,  Marshfield.  Info:  Office  of  Medical  Educa- 
tion, Marshfield  Clinic,  1000  N Oak  Ave,  Marshfield,  Wis 
54449;  ph  715/387-5207.  g5-9/83 

OCTOBER  21-22,  1983:  Wisconsin  Psychiatric  Association, 
Olympia  Resort,  Oconomowoc.  g8/83 

OCTOBER  24-25,  1983:  Maternal  and  Child  Health  in  Wis- 
consin, State  Division  of  Health,  Wingspread  Conference 
Center,  Racine.  g9/83 

OCTOBER  29,  1983:  Therapeutics  1983,  Madison.  Sponsored 
by  University  of  Wisconsin  School  of  Medicine,  Department 
of  Medicine  and  University  of  Wisconsin-Extension,  Depart- 
ment of  Continuing  Medical  Education.  AMA,  AOA,  AAFP, 
University  of  Wisconsin  CEUs — all  6 hours.  Contact  Sarah  As- 
lakson, CME,  465B  WARF  Bldg,  610  Walnut  St,  Madison, 
Wis  53705;  ph  608/263-2856.  9/83 
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WISCONSIN  continued 


OCTOBER  28-30, 1983:  Wisconsin  Neurological  Society,  Paper 
Valley  Hotel,  Appleton.  6-9/83 

NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2- 10/83 

NOVEMBER  3-4,  1983:  Mental  Health  is  a Family  Affair, 
Concourse  Hotel,  Madison.  Sponsored  by  the  Mental  Health 
Association  in  Wisconsin.  Info:  MHAW,  PO  Box  1486,  Mad- 
ison, Wis  53701;  ph  608/256-9041.  g9-10/83 

NOVEMBER  3-4,  1983:  5th  Annual  Respiratory  Critical  Care 
Symposium,  Inn  on  the  Park  Hotel,  Madison.  Sponsored  by 
University  of  Wisconsin-Extension  Continuing  Medical  Educa- 
tion; University  of  Wisconsin  School  of  Medicine,  and  Depart- 
ments of  Nursing  and  Therapy;  and  UW  Center  for  Trauma  and 
Life  Support.  AMA  Category  I,  AOA  Category  2-D,  AAFP, 
College  of  Emergency  Physicians  credit  (pending).  Info:  Sarah 
Aslakson,  CME,  465B  WARF  Bldg,  610  Walnut  St,  Madison, 
Wis  53705;  ph  608/263-2856.  9/83 

NOVEMBER  18-19,  1983:  Pain  Conference,  Madison.  Spon- 
sored by  University  of  Wisconsin-Extension,  Continuing  Med- 
ical Education;  and  University  of  Wisconsin  School  of  Medicine, 
Departments  of  Anesthesiology,  Medicine,  and  Psychiatry. 
AMA  Category  I,  AOA,  AAFP,  University  of  Wisconsin  CEUs. 
Football  tickets  for  UW  vs  Michigan  State  available.  Info:  Sarah 
Aslakson,  CME,  465B  WARF  Bldg,  610  Walnut  St,  Madison, 
Wis  53705;  ph  608/263-2856.  9/83 

DECEMBER  9-10,  1983:  3rd  Annual  Heart  Disease  Confer- 
ence: Diagnosis  and  Management  of  Myocardial  Infarction, 
Madison.  Sponsored  by  University  of  Wisconsin  School  of  Med- 
icine, Department  of  Medicine,  Cardiology  Section;  Depart- 
ment of  Surgery,  Division  of  Thoracic  and  Cardiovascular 
Surgery;  and  University  of  Wisconsin-Extension,  Continuing 
Medical  Education.  AMA,  AOA,  AAFP,  and  UW  Continuing 
Education  Unit  credits.  Contact  Sarah  Aslakson,  CME,  465B 
WARF  Bldg,  610  Walnut  St,  Madison,  Wis  53705;  ph  608/ 
263-2856.  9/83 

DECEMBER  10,  1983:  Wisconsin  Chapter:  American  College 
of  Surgeons,  Hyatt  Regency-Milwaukee.  g7-l  1/83 

FEBRUARY  7-9,  1984:  Telemark  Symposium  and  Ski  Outing, 
Telemark  Lodge,  Cable.  Sponsored  by  the  Indianhead  Chapter 
of  the  Wisconsin  Academy  of  Family  Physicians.  Info:  WAFP, 
850  Elm  Grove  Rd , Elm  Grove,  Wis  53 1 22.  9- 1 2/83 ; 1 /84 

JUNE  13-16,  1984:  Wisconsin  Academy  of  Family  Physicians 
Annual  Meeting,  Paper  Valley  Inn,  Appleton.  Info:  WAFP, 
850  Elm  Grove,  Wis  53122.  9-12/83;  1-5/84 


OTHERS 


OCTOBER  10-13,  1983  (Florida):  American  Academy  of 
Family  Physicians  35th  Annual  Convention  and  Scientific 
Assembly,  Miami.  Info:  AAFP,  1740  West  92nd  St,  Kansas 
City,  Mo  641 14;  ph  816/333-9700.  g9/83 

OCTOBER  14-16,  1983  (Minnesota):  Midwest  Forum  on 
Allergy,  at  the  Hyatt  Regency,  Minneapolis.  Sponsor:  Minne- 
sota Allergy  Society.  Abstracts  in  allergy  and  immunology  for 
presentation  are  welcome.  Contact:  Dr  P Steinberg,  5000  W 39th 
St,  Minneapolis,  MN  55416;  telephone  612/927-3091.  gl-9/83 

OCTOBER  23-27,  1983:  (Illinois):  49th  Annual  Scientific  As- 
sembly, American  College  of  Chest  Physicians,  at  Hyatt 


Regency  Hotel,  Illinois  Center,  Chicago,  IL.  Info:  Dept  of 
Education,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  IL  60068.  g4/83 

OCTOBER  24-27,  1983  (Georgia):  1983  American  College  of 
Emergency  Physicians  Scientific  Assembly,  Atlanta  Hyatt 
Regency,  Atlanta.  Info:  American  College  of  Emergency 
Physicians,  PO  Box  61911,  Dallas,  Tex  75261;  ph  214/659- 
0911.  g9/83 

OCTOBER  31-NOVEMBER  3,  1983  (Florida):  68th  Scientific 
Assembly  of  Interstate  Postgraduate  Medical  Association  at  The 
Diplomat  Resort,  Hollywood.  Info:  Interstate  Postgraduate 
Medical  Association  of  North  America  (IPMANA),  PO  Box 
1 109,  Madison,  Wis  53701 . g8-9/83 

NOVEMBER  4-5,  1983  (Illinois):  Medical  Control  and  Ac- 
countability in  Emergency  Medical  Services,  Marriott  Hotel, 
Downtown  Chicago.  Co-sponsored  by  the  AMA’s  Commission 


SEVENTH  ANNUAL  MIDWEST  CONFERENCE 
ON  HEALTH  CARE  IN  THE  ELDERLY 
October  14-15, 1983/The  University  of 
Iowa  Hospitals  and  Clinics,  Iowa  City,  Iowa 

Topics:  Exercise  and  health  in  elderly;  Dietary  problems 

in  old  age;  Practice  approaches  to  geriatric  problems 

Guest  Faculty:  Steven  R Gambert,  MD,  New  York 

Medical  College,  Valhalla,  New  York  and  30  University 

of  Iowa  College  of  Medicine  faculty 

Credit:  10.5  hours,  AMA  Category  I;  10.5  prescribed 

AAFP 

Info:  Continuing  Medical  Education,  The  University  of 
Iowa  College  of  Medicine,  Iowa  City,  Iowa  52242;  ph 
319/353-5763.  9/83 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983 

Wisconsin  Surgical  Society,  Sept  9-10,  1983,  Pioneer  Inn, 
Oshkosh 

Wisconsin  Society  of  Anesthesiologists,  Sept  9-11,  1983, 
Paper  Valley  Hotel,  Appleton 

Madison  Society  of  Anesthesiologists  (cosponsored  by 
Wisconsin  Society  of  Anesthesiologists),  1st  Tuesday  of 
each  month  from  Oct  1983  to  May  1984,  Sheraton, 
Madison 

Wisconsin  Chapter:  American  College  of  Emergency 
Physicians,  Sept  12-13,  1983,  Sheraton  Inn,  Madison 
Wisconsin  Society  of  Internal  Medicine  & Wisconsin 
Chapter:  American  College  of  Physicians,  Sept  15-17, 
1983,  The  Abbey,  Lake  Geneva 

Wisconsin  Society  of  Pathologists,  Sept  23-24,  1983, 
Radisson  Hotel,  La  Crosse 

Wisconsin  Otolaryngological  Society,  Sept  29-30,  1983, 
Olympia  Village,  Oconomowoc 

Wisconsin  Society  of  Radiation  Oncologists/ Wiscon- 
sin Radiological  Society  joint  meeting,  Oct  8,  1983, 
Sheraton  Inn,  Madison 

Wisconsin  Allergy  Society,  Oct  29-30,  1983,  American 
Club,  Kohler 

Wisconsin  Neurological  Society,  Oct  28-30,  1983,  Paper 
Valley  Hotel,  Appleton 

Wisconsin  Orthopedic  Society,  Nov  4,  1983,  Paper  Valley 
Hotel,  Appleton 

Wisconsin  Chapter:  American  College  of  Surgeons, 
Dec  10,  1983,  Hyatt  Regency-Milwaukee 
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OTHERS 


on  Emergency  Medical  Services  and  the  American  Hospital 
Association.  Info:  Health  Care  Resources,  AMA,  535  N Dear- 
born St,  Chicago,  IL  60610.  g9/83 

NOVEMBER  11-12,  1983  (Illinois):  Medical  Complications  of 
Pregnancy,  Westin  Hotel,  Chicago.  Sponsored  by  the  De- 
partment of  Obstetrics  and  Gynecology  of  Mount  Sinai  Hos- 
pital Medical  Center  of  Chicago.  Fourteen  hours  of  Category  I 
CME  credit  available,  and  ACOG  credits  have  been  applied 
for.  Fee:  $195/physicians;  $125/house  staff  and  nurses.  Info: 
“Medical  Complications  of  Pregnancy,”  The  Department  of 
Obstetrics  and  Gynecology,  Mount  Sinai  Hospital  Medical 
Center,  1500  South  Fairfield  Ave,  Chicago,  111  60608;  or  call 
Glory  Ervin,  312/542-2005.  p9/83 

NOVEMBER  14,  1983  (Italy):  International  Symposium  on 
Biochemistry  of  Spinal  Cord  Injury,  Venice.  Sponsored  by  The 
Italian  Society  of  Neurosurgery.  Info:  Vincenzo  Lombardi,  MD, 
Chairman  of  Science  Program  and  Arrangements  Committee, 
Piazza  Garibaldi,  48,  70021  Acquaviva,  Italy.  g9/83 

DECEMBER  7-9,  1983  (Illinois):  Neurology  for  the  Non- 
Neurologist,  The  Westin  Hotel,  Chicago.  Approved  20  CME 
credit  hours  of  AMA  Category  I and  20  elective  hours  of  AAFP 
applied  for.  Info:  University  Office  of  Continuing  Education, 
Rush-Presbyterian-St  Luke’s  Medical  Center,  600  S Paulina, 
Chicago,  I L 606 1 2;  ph  3 1 2/942-7095 . 8-11/83 

DECEMBER  8-10, 1983  (New  York):  American  Cancer  Society 
National  Conference  on  Advances  in  Cancer  Therapy,  Waldorf- 
Astoria  Hotel,  New  York.  Approved  for  16.5  credit  hours  in 
Category  I of  AMA-PRA  and  15  prescribed  credit  hours  by 
AAFP.  The  program  is  eligible  for  16.5  credit  hours  in  Category 
2-D  of  the  American  Osteopathic  Association.  Info:  Nicholas 
G Bottiglieri,  MD,  Advances  in  Cancer  Therapy  Conference, 
American  Cancer  Society,  777  3rd  Ave,  New  York,  NY  10017. 

g7- 10/83 

DECEMBER  10-14,  1983  (Florida):  Ear,  Nose  and  Throat 
Diseases  in  Children:  A 1983  Update,  The  Breakers,  Palm 
Beach.  Sponsored  by  the  Department  of  Otolaryngology  and 
Pediatrics,  University  of  Pittsburgh  School  of  Medicine.  Ap- 
proved 17  credit  hours  CME.  Fee:  $250/physicians;  $ 185/res- 
idents. Update  and  review  your  knowledge  of  the  diagnosis 
and  management  of  ear,  nose,  and  throat  diseases  encountered 
in  the  treatment  of  children.  Simultaneous  translation  in  Span- 
ish. Info:  Dept  of  Otolaryngology,  Children’s  Hospital  of 
Pittsburgh,  125  De  Soto  St,  Pittsburgh,  Pa  15213;  ph  412/ 
647-5465.  9/83 

DECEMBER  31,  1983  (California):  Third  Annual  Potpourri 
of  Medicine  Seminar — New  Approaches  to  Old  Illnesses  and 
One  New,  Huntington  Memorial  Hospital,  Pasadena.  Sponsored 
by  the  Huntington  Memorial  Hospital,  Medical  Staff  Affairs 
Department.  Fee:  $1 10/physicians;  $45 /postgraduate  trainees. 
Approved  6 credit  hours  of  AMA  and  CMA.  Info:  Huntington 
Memorial  Hospital,  Arlene  M Ellis,  CMSC,  Medical  Staff 

Affairs,  100  Congress  St,  Pasadena,  CA  91 105.  p9/83 

JANUARY  10-15, 1984  (Mexico):  Pediatric  Update — 1984,  The 
13th  Annual  Pediatric  Postgraduate  Course,  Pierre  Marques, 
Acapulco.  Sponsored  by  the  Department  of  Pediatrics,  Schnei- 
der Children’s  Hospital,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York.  Fee:  $225.  Approved  18 
credit  hours  in  Category  I (ACCME);  the  AMA-PRA  and 
approval  pending  from  AAFP.  Info:  Ann  J Boehme,  Con- 
tinuing Education  Coordinator,  Long  Island  Jewish-Hillside 
Medical  Center,  400  Lakeville  Rd,  New  Hyde  Park,  NY  11042; 
ph  212/470-21 14.  p9/83 


FEBRUARY  24-MARCH  2,  1984  (Bahamas):  Rheumatology 
Seminar  V,  Paradise  Holiday  Inn,  Nassau.  20  hours  Category 
I prescribed.  For  primary  care  physicians  and  physicians  in- 
volved in  the  care  of  arthritic  patients.  Contact  Minnesota  Med- 
ical Association,  Suite  400,  Health  Associations  Center,  2221 
University  Ave,  SE,  Minneapolis,  Minn  55414;  ph  612/378-1875. 

8,9,  12/83 

MARCH  10-17,  1984  (Hawaii):  19th  Annual  Clinical  Con- 
ference, Marquette-MCW  Medical  Alumni  Association,  Shera- 
ton Royal-Waikoloa  Hotel,  Big  Island  of  Hawaii.  All  physicians 
invited  to  attend.  Special  airline  and  hotel  package  rates  avail- 
able. Twenty  hours  of  CME  credit.  Info:  Alumni  Association, 
Medical  College  of  Wisconsin,  8701  Watertown  Plank  Rd,  Mil- 
waukee, Wis  53226.  9- 12/83;  1/84 

1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL 
ISSUES.  Caribbean,  Mexican,  Hawaiian,  Alaskan,  Med- 
iterranean. 7 — 14  days  in  Winter,  Spring,  Summer.  Approved 
for  18-24  CME  Category  I credits  (AMA-PRA).  Distinguished 
professors.  Fly  roundtrip  free  on  Caribbean,  Mexican,  and 
Alaskan  Cruises.  Excellent  group  fares  on  finest  ships.  Regis- 
tration limited.  Prescheduled  in  compliance  with  present  IRS 
requirements.  Info:  International  Conferences,  189  Lodge  Ave, 
Huntington  Station,  NY  1 1 746;  ph  5 1 6 / 549-0869.  p9- 1 1 / 83 


AMA 


DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.  ■ 
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WCCC  TENTH  ANNIVERSARY  LECTURE  SERIES 

American  Cancer  Society  Fall  Cancer 
Conference  September  23-24 

Dr  Henry  S Kaplan,  Director  of  the  Rad- 
iology and  Cancer  Research  Laboratory  at 
Stanford  University  Medical  Center,  will  de- 
liver the  Karl  Beyer  Professorship  Lecture 
titled  “Potential  of  Monoclonal  Antibodies  in 
Cancer”  on  Friday,  September  23  at  1:00  pm. 
On  Saturday,  September  24,  Doctor  Kaplan 
also  will  participate  in  the  activities  of  the  Wis- 
consin Society  of  Radiation  Oncology  as  part 
of  the  ACS  Fall  Cancer  Conference  speaking 
on  “Indications  for  Combined  Modalities  for 
Treatment  of  Hodgkin’s  Disease.”* 
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Nev^Yxj  Can  Uge 

By  EARL  THAYER.  Secretary /BERNIE  MARONEY.  Assistant  Secretary 


PRECAUTIONS  ASKED  IN  DISPOSING  BODIES  OF  AIDS  SUSPECT  CASES.  Funeral  directors  and  embalmers 
in  Wisconsin  recently  received  information  from  the  Wisconsin  Funeral  Directors  and  Embalmers  Examin- 
ing Board  regarding  precautions  they  should  take  when  transporting,  preparing,  embalming,  and  disposing 
of  bodies  for  which  Acquired  Immune  Deficiency  Syndrome  (AIDS)  was  the  suspected  or  known  cause  of 
death.  While  the  cause  of  underlying  immune  deficiencies  observed  in  AIDS  cases  is  unknown,  there  appears 
to  be  a basis  for  concern  of  the  possibility  of  a carrier  agent  transmitted  through  the  blood  and  other  body 
fluids.  The  Funeral  Directors  and  Embalmers  Examining  Board  believes  that  the  following  information  is 
important  to  physicians  and  other  healthcare  providers  as  well: 

1.  Removal  and  Transportation 

a)  The  body  should  be  covered  with  a disposable  sheet  for  removal  and  transporting  to  the  preparation 
room. 

b)  Licensees  should  wear  fully  protective,  disposable  apparel  while  making  the  removal. 

c)  The  vehicle  cot  should  be  disinfected  and  disposable  coverings  removed  from  the  vehicle. 

d)  All  disposable  coverings  and  apparel  should  be  placed  in  a plastic  bag  and  incinerated  as  soon  as 
possible. 

2.  Preparation  Room 

For  embalming  and  other  preparation  of  the  body,  a licensee  should: 

a)  Wear  a disposable  apron  or  gown,  mask,  hair  covering,  shoe  covering,  and  double  rubber  gloves. 

b)  Wear  goggles  or  eye  glasses. 

c)  Place  all  disposable  items,  or  any  cloth  materials  used  in  the  preparation,  in  a plastic  bag  and  incinerate 
as  soon  as  possible. 

d)  Disinfect  instruments  and  the  preparation  room  table  and  floor. 

3.  Viewing  and  Visitation 

As  an  added  precaution,  the  family  and  visitors  should  be  advised  to  avoid  physical  contact  with  the  body 
throughout  the  viewing  and  visitation  period. 

The  Board  has  requested  the  cooperation  of  the  Wisconsin  Department  of  Health  and  Social  Services  to 
notify  hospitals  and  intermediate  and  long-term  care  facilities  that  the  bodies  of  suspected  or  known  AIDS 
victims  are  to  be  so  identified  at  the  time  the  bodies  are  released  to  licensees  for  removal. 

For  general  information,  the  US  Department  of  Health  and  Human  Services  has  established  a toll-free  line 
to  provide  the  latest  medical  information  on  AIDS.  The  line  is  open  weekdays  from  7:30  AM  to  4:30  PM 
CDT.  The  toll-free  number  is:  1-800-342-AIDS. 


STATE  TO  REQUIRE  AIDS  REPORTS.  Beginning  September  1,  1983  physicians  and  health  officials  are  re- 
quired to  report  all  cases  of  Acquired  Immune  Deficiency  Syndrome  (AIDS),  under  an  emergency  rule 
issued  by  the  State  Dept  of  Health  and  Social  Services. 

Linda  Reivitz,  secretary  of  DHSS,  issued  the  rule  which  will  be  in  effect  for  150  days.  A regular  rule 
would  have  to  go  through  public  hearings  and  legislative  review. 

The  rule  was  prompted  by  an  inquiry  by  state  legislators  into  the  feasibility  of  requring  that  AIDS  be 
listed  on  death  certificates.  Reivitz  said  this  was  not  practical  because  of  the  length  of  time  needed  to  confirm 
the  disease  as  the  cause  of  death. 

Reivitz  also  said  that  the  general  population  was  at  “very  low  risk  of  developing  AIDS.” 

“Ambulance  drivers,  police,  and  firemen  who  have  offered  emergency  assistance  to  AIDS  patients  have 
not  fallen  ill.  Nurses,  doctors,  and  healthcare  personnel  have  not  developed  AIDS  from  exposure  to  AIDS 
patients  and  transmission  of  AIDS  within  hospitals  has  not  been  reported,”  she  said. 


CALL  TOLL-FREE  NUMBER  FOR  INFO  ON  AIDS.  The  US  Department  of  Health  and  Human  Services  has 
established  a toll-free  line  to  provide  the  latest  medical  information  on  Acquired  Immune  Deficiency  Syn- 
drome (AIDS).  The  line  is  open  weekdays  from  7:30  am  to  4:30  pm.  The  toll-free  number  is:  1-800-342- 
AIDS.  continued  on  page  56 
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Contemporary  HypnoticTherapy 

Dalmane  • [flurazepam  HC1 /Roche]  Stands  Apart 


Only  me 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights  .2 

•Seldom  produces  morning  hangover.3 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 4 " 


15-mg/30-mg  capsules 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Copyright  © 1983  by  Roche  Products  Inc  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 


Dalmane® 

flurazepam  HCI/Roche 


The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.112 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol, 


driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  241: 1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
207:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4: 1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane®  © 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (eg.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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Secretary,  clerk... 
electronic  mailman. 


Now  you  can  have  the  added  convenience  and 
cost-saving  potential  of  electronic  insurance 
claims  submission  capability  with  a Medical 
Computer  System  from  Advance  Technology 
Associates. 

You  can  also  send  your  statements  at  the  touch 
of  a button.  The  statements  are  received  by 
selected  United  States  Post  Office  centers, 
printed  there  and  mailed  directly . . . saving  you 
significant  time  and  cost.  Without  having  to 
handle  any  paper! 

For  many  years  ATA  has  built  its  reputation  by 
providing  state-of-the-art  Medical  Computer 
Systems.  An  ATA  Medical  System  can  help  make 
your  business  management  more  efficient  and 
cost-effective  with  automatic  billing  procedures 
and  easy,  instant  access  to  your  own  patient 
account  information. 

Adding  an  “electronic  mailman”  to  your  staff  is 
just  one  more  reason  why  you  should  call  us 
today  to  see  what  advanced  technology  can  do 
for  you. 
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[f  SERVICES  8] 
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SMS  SERVICES,  INC.  ^ ^ 


FOR  MEMBERS  OF  THE  STATE 
MEDICAL  SOCIETY  OF  WISCONSIN 


ATA 

advanced  technology  associates 


Medical  Computer  Systems 
4710  West  North  Avenue 
Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


Chesley  P Erwin,  MD 


[Resident’s  Ic^e 


AIDS  and  the  physician 

The  acquired  immuno-deficiency  syndrome  (al- 
most better-known  under  the  acronym,  AIDS)  has 
become  a significant  concern.  The  fact  that  few 
cases  have  been  reported  in  Wisconsin  to  date  com- 
pared with  several  other  states  gives  no  basis  for  feel- 
ings of  smugness  (although  one  is  surely  justified  in 
being  glad  about  this  fact!).  The  November  issue  of 
the  Wisconsin  Medical  Journal  will  contain  other 
articles  that  focus  on  several  dimensions  of  the  prob- 
lem. Since  the  cause  of  the  syndrome  is  not  known, 
it  is  almost  impossible  to  be  as  clear  about  this  prob- 
lem as  one  would  like.  However,  certain  points  seem 
worth  emphasizing.  There  is  much  literature  on  the 
syndrome.  I call  attention  to  only  one  article  which 
should  be  generally  available  to  physicians.  This  is 
an  article:  “AIDS:  An  Update,”  by  Louis  N Aledort 
of  Mount  Sinai  School  of  Medicine  in  New  York, 
which  appeared  in  Hospital  Practice,  (Vol  18,  No  9, 
September,  1983,  pp  150-171). 

I am  concerned  with  the  obligations  and  respon- 
sibilities of  the  practicing  physician  in  such  “new” 
problems.  What  is  to  be  done?  First,  as  Doctor  Ale- 
dort comments,  71%  of  AIDS  cases  to  date  have 
appeared  in  homosexual  men,  17%  in  intravenous 
drug  users,  5%  in  Haitian  immigrants,  and  1%  in 
hemophiliacs.  About  6%  of  cases  so  far  reported  do 
not  fall  under  any  of  the  categories  listed.  (A  few 
have  been  reported  in  the  heterosexual  sex  partners 
of  AIDS  patients  or  persons  in  risk  groups  or  in 
those  who  were  the  recipients  of  blood  transfusions.) 
To  date,  according  to  material  from  some  of  the 
pathology  societies,  there  have  been  no  reports  of 
cases  from  pathologists  or  technologists  working  in 
hospitals  or  similar  circumstances,  in  autopsy  at- 
tendants, or  in  similar  groups.  However,  there  is 
some  hysteria  or  near-hysteria  about  AIDS.  Thus,  I 
note  that  legislative  action  has  been  taken  in  another 
state  to  force  funeral  home  personnel  to  perform 
their  functions  on  persons  dying  of  AIDS.  I also 


understand  that  the  pathologist  in  charge  of  an 
autopsy  service  in  an  out-of-state  teaching  hospital 
refused  to  perform  an  autopsy  on  an  AIDS  case. 
And,  blood  donations  are  said  to  have  dropped  off, 
on  the  grounds  that  giving  blood  might  expose  the 
donor  to  AIDS.  (To  date,  only  receiving  blood  pre- 
sumably from  an  AIDS  case  or  cases,  has  resulted 
in  the  development  of  some  cases  of  AIDS.) 

The  manifestations  of  AIDS  are  mostly  Pneumo- 
cystis pneumonia,  which  is  otherwise  quite  rare — I 
have  seen  material  on  two  cases,  of  Kaposi’s  sar- 
coma, in  some  20-plus  years  of  the  practice  of  path- 
ology. I have  seen  material  on  four  or  five  cases  of 
this  neoplasm  during  the  same  period,  before  AIDS 
became  a byword. 

The  principal  problem  groups  for  the  physician — 
those  who  require  the  greatest  attention  and  dis- 
cernment— are  the  male  homosexuals;  persons  who 
receive  frequent  injections  of  blood  or  blood  prod- 
ucts; or,  persons  who  are  intravenous  drug  users. 
Those  at  risk  should  be  encouraged  to  moderate 
known  risks  if  feasible  and  be  advised  not  to  give 
blood — at  least  not  until  the  cause  of  the  syndrome 
and  related  points  are  known.  Until  the  specific 
cause  and  a worthwhile  therapy  for  the  syndrome  are 
discovered,  the  physician  must  minister  to  AIDS 
patients  with  compassion,  with  supportive  treat- 
ment, with  general  care.  Interestingly,  the  opinion 
has  been  expressed  that  if  the  process  is  infectious, 
one  of  two  situations  exists:  either  (1)  the  infectivity 
is  low  or  is  contingent  on  individual,  genetic,  or 
other  factors  which  we  cannot  define  now;  or  (2) 
there  are  many  unsuspected  subclinical  cases  which 
we  now  do  not  know  how  to  diagnose  or  to  record. 

I feel  confident  that  sympathetic,  clear-minded, 
humanitarian  medicine  can  offer  patients  much 
until  more  is  known  of  the  cause,  course,  and  ther- 
apy of  AIDS  so  that  one  can  proceed  confidently 
to  place  this  syndrome  under  medical  control.  ■ 
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WAYNE  J BOULANGER,  MD,  Editorial  Director 


— Editorials 

Official  positions  of  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society 


Political  clout 

The  July  meeting  of  the  SMS  Board  of  Direc- 
tors displayed  a greater  sense  of  urgency  than  the 
usual  midsummer  gathering.  The  Governor  had  just 
vetoed  several  items  in  the  budget  bill  which  if  passed 
might  have  affected  State  Medical  Society  members 
adversely,  and  the  discussion  centered  around  mak- 
ing certain  that  the  vetoes  would  be  sustained.  Direc- 
tors were  asked  to  apply  pressure  on  their  legislators 
to  support  the  vetoes.  As  might  be  expected,  some 
legislators  have  a track  record  tending  to  support 
SMS  measures;  some  are  always  on  the  other  side; 
and  of  course,  there  is  a large  group  that  can  swing 
either  way  depending  upon  the  merits  of  the  issues. 

The  point  was  made  that,  in  general,  legislators 
like  to  hear  from  physician-constituents  in  these 
matters,  anyway,  but  not  the  same  ones  all  the  time. 

Eventually  the  talk  got  around  to  discussing  the 
force  of  our  clout  via  the  efforts  of  our  political 
action  committee.  One  of  the  major  duties  of  that 
group  has  been  to  interview  candidates  for  election 
and  then  make  a determination  as  to  which  pro- 
spective lawmaker  to  endorse  and  possibly  sup- 
port with  a campaign  contribution.  It  has  been 
thought  that  group  action  might  have  more  impact 
than  the  voices  and  purses  of  multiple  individuals. 
Brian  Jensen,  SMS  Physicians  Alliance  director, 
stated,  to  almost  no  one’s  surprise,  that  that  may 
not  be  the  case  at  all. 

It  is  entirely  possible  that  a political  action  com- 
mittee may  wind  up  putting  its  money  on  a loser 
which  virtually  guarantees  the  alienation  and  pos- 
sible antagonism  of  the  winner  in  future  confronta- 
tions. That  may  actually  have  occurred  in  the  last 
election. 

It  also  has  been  reported  that  our  PAC  has  at 
least  once  decided  not  to  support  an  eventual  winner 
mainly  because  he  didn’t  show  up  for  his  interview. 
If  that  is  true,  the  satisfaction  of  the  moment  will 
have  long  since  been  smothered  by  the  bitterness  of 
subsequent  retribution. 

Perhaps  it  is  time  to  take  another  look  at  the  direc- 
tion we  should  take  if  we  are  to  obtain  maximum 
mileage  from  our  political  contributions.  It  looks 
as  though  there  are  four  choices: 

1 .  We  can  follow  the  lead  of  organized  labor  and 
vigorously  support  the  party  which  has  tra- 
ditionally aligned  itself  with  our  general  prin- 
ciples. 


2.  We  could  hedge  our  bets  and  give  equal  con- 
tributions and  support  to  both  sides.  (That’s 
not  as  stupid  as  it  sounds,  and  is  by  no  means 
an  original  idea.) 

3.  Don’t  support  anyone  as  a society.  Have  each 
SMS  member  contribute  his/her  political  funds 
as  s/he  sees  fit  instead  of  giving  them  to  a cen- 
tral disbursing  committee.  It  would  seem  much 
tougher  for  a politician  to  renege  on  an  in- 
dividual voter  than  on  a larger  impersonal 
committee. 

4.  Continue  current  practice  with  refinement,  in- 
creased participation,  and  more  emphasis  upon 
individual  contributions  as  a “match”  to  PAC 
dollars. 

The  problem  is  not  unique  to  the  medical  society. 
All  organizations  that  have  a stake  in  politics  go 
through  the  same  thing  during  election  campaigns 
and  legislative  sessions.  The  whole  process  seems 
dishonest — as  though  we  believe  a good  legislator 
could  be  swayed  by  the  prospect  of  financial  gain — 
and  that  we  see  nothing  wrong  with  it.  Unfortu- 
nately, in  our  brand  of  democracy,  there  isn’t  a 
very  good  alternative. — WJB 


The  unusual  and 
non-customary  fee 

A few  weeks  ago  the  Milwaukee  papers  carried  a se- 
ries of  news  articles  about  litigation  between  Blue 
Cross-Blue  Shield  United  and  a Milwaukee  internist. 
The  internist  had  billed  for  services  which  the  insur- 
ance company  would  not  pay  for  on  the  grounds  that 
the  treatment  given  was  experimental.  Expert  testi- 
mony seemed  to  support  the  experimental  nature  of 
the  treatment,  but  the  court  ruled  that  the  bill 
should  be  paid.  An  appeal  is  pending.  So  what? 

There  is  a real  dilemma  here.  Insurance  com- 
panies, in  order  to  remain  competitive,  must  keep 
their  premiums  within  reason.  If  they  are  to  do  so, 
they  must,  from  the  outset,  place  ceilings  on  what 
they  will  pay  for  a given  service — based  usually  on 
what  seems  to  be  a community  average  fee.  They 
can’t  pay  a physician  whatever  he  wishes  to  charge, 
even  though  the  patient  may  be  caught  in  the  middle. 
When  a physician  bills  for  a new  or  unorthodox 
service,  the  insurance  carrier  will  generally  contact 
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various  specialists  who  understand  that  type  of  serv- 
ice for  suggestions  regarding  a fair  fee  and  then 
negotiate  with  the  billing  physician.  If  an  impasse  is 
reached,  the  court  must  decide. 

This  sort  of  problem  seems  to  be  surfacing  more 
often  now  that  the  “Blues”  are  no  longer  medical 
society-controlled,  because  of  the  absence  of  peer 
pressure  on  the  billing  physician  and  because  media- 
tion committees  are  no  longer  willing  to  stick  their 
necks  out  against  their  colleagues  for  fear  of  in- 
volvement in  the  subsequent  litigation. 

Unless  a solution  is  reached  these  confrontations 
are  going  to  occur  more  frequently  in  the  future, 
and  will  add  to  the  expense  of  medical  care  in  the 
long  run. 

Insurance  companies  cannot  be  allowed  to  decide 
what  a service  is  worth.  But  they  are  in  a bind. 
Premiums  are  set  based  on  their  projections  of  what 
their  costs  will  be.  New  procedures  in  this  day  of 
rapid  change  keep  turning  up,  are  often  quite  ex- 
pensive, and  can  negate  all  sorts  of  prior  actuarial 
expertise. 

The  only  solution  is  to  backtrack  a little  and  estab- 
lish local  advisory  committees  composed  of  highly 
regarded  experts  whose  decisions  on  fees  will  be 
binding  to  insurance  companies  and  physicians. 
Any  contracts  which  are  written  must  inform  the 
consumer  of  the  existence  of  the  advisory  committee 
and  spell  out  the  due  process  which  must  be  fol- 
lowed in  the  event  of  a dispute.  Committee  members 
should  be  paid,  but  through  a mechanism  which 
would  divorce  them  from  any  financial  connection 
with  the  insurance  carrier. — WJBb 
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reducing  the  total  building  cost 
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BENEFITS 


PLAYSCAPE™  centers.  Compact,  dur- 
able, enticing  centers  of  activity  for  the 
waiting  room.  Young  patients  find  a visit  to 
the  doctor  is  fun.  Come  to  you  calm, 
cheerful  and  cooperative. 


Over  60,000  Wisconsin  children  explored 
the  colorful,  carpeted  interiors  of  a high 
quality  Playscape  last  year.  A proven  mar- 
keting idea  for  building  and  retaining  your 
medical  practice.  And  it  qualifies  for 
investment  tax  credit  and  accelerated 
depreciation. 


A quieter,  clutter-free  waiting  room  eases 
staff  pressures.  A relaxed,  happier  child 
saves  parent  chagrin.  Play  stations  edu- 
cate, develop  skills  and  spark  imaginations. 
Show  your  total  concern  for  the  little 
persons  in  your  care. 

No  schedule  interruptions  because  Play- 
scapes  are  easy  to  assemble  with  Euro- 
pean “knock-down”  connectors.  They’re 
moveable.  And  described  in  detail  in  our 
free  color  brochure.  Write  or  call  today! 


VfflMllEr 


Children’s  Environments 

902  Spaight  Street,  Madison,  Wl  53703 
(608)  251-0238 
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COMMITMENT 


THE  ADVANTAGES  OF 
CYCARE  K>0  START  WITH  ITS 


What's  in  a name? 
i Everything.  Especially 
when  it  comes  to  an  in-house  data  processing 
system  for  your  medical  practice. 

CyCare  is  the  name  you  need  to  know.  Because 
we've  proven  our  expertise  at  621  group  practices 
like  yours. 

Because  we  back  every  installation  with  prompt 
service  and  ongoing  training  through  our  regional 
office  here  in  Wisconsin. 

And,  because  we've  backed  our  commitment  to 
your  industry  by  spending  millions  of  dollars  on 
research  & development  annually. 

Get  the  full  story  about  CyCare  1 00,  a system 
designed  for  practices  with  2 or  more  physicians. 
You'll  discover  it  now  costs  no  more  to  go  first  class. 
And  that  makes  it  a bargain  by  any  name.  Phone 
3 1 2-296- 1 950  or  write  today. 


Mall  to: 

CyCare  Suite  120 
1011  East  Touhy  Avenue 
Chicago,  IL  60018 

□ Rush  free  details  to  me  about  CyCare 
1 00.  My  business  card  is  attached. 

□ Have  a representative  contact  me. 


ocare 

North  America  s leading  provider  of 
data  processing  services,  software  and 
systems  for  medical  group  practices. 


Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  Is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1109,  Madison,  Wis  53701. 


WisPRO  responds  to  OB 
survey  criticism 

To  the  Editor:  In  the  September  issue  of  Wisconsin 
Medical  Journal,  we  read  with  concern  and  puzzle- 
ment an  editorial  entitled  “Too  low,”  which  criticized 
WisPRO’s  “investigation”  of  a small  community 
hospital’s  low  rate  of  delivery  by  Cesarean  section. 

As  physicians,  we  were  surprised  to  find  such  a 
reaction  to  information  that  was  found  to  be  of  con- 
siderable value  to  most  other  physicians.  When  we 
conducted  our  1982  Areawide  Obstetrical  Delivery 
Survey,  our  primary  goal  was  to  provide  comparative 
peer  data  to  Greater  Wisconsin  hospitals  and  their 
medical  staffs.  Our  experience  has  been,  in  fact,  that 
the  vast  majority  of  physicians  found  the  Delivery 
Survey  to  be  of  merit. 

Upon  grouping  similar. hospitals  together  (to  pro- 
vide an  accurate  comparison  of  C-section  rates),  we 
were  admittedly  puzzled  by  the  significantly  different 
rates  among  like  hospitals.  Realizing  that  no  evalua- 
tive determination  could  be  made  from  statistical  data 
alone,  we  felt  that  hospitals  with  both  high  and  low 
C-section  rates  should  internally  review  their  maternal 
and  fetal  outcomes  to  assure  the  appropriateness  of 
their  respective  C-section  rates. 

While  we  did  request  being  informed  of  each 
queried  hospital’s  findings,  we  do  not  feel  that  the 
tone  of  our  inquiry  could  be  characterized  as  “an 
investigation”  or  as  “unpleasant  criticism.”  Rather, 
our  purpose  was  to  report  information  collected  and 
to  promote  internal  peer  review. 

In  summary,  we  feel  it  is  unfortunate  that  there  are 
still  a small  number  of  physicians  who  refuse  to  view 
the  areawide  quality  review  process  as  it  is:  one  more 
tool — a valuable  one — by  which  to  evaluate  health 
care  delivered  in  this  state.  Certainly  most  physicians 
recognize  this  as  an  effective  risk  management  activity 
which  helps  to  assure  optimal  care  for  our  patients. 

Philip  H Utz,  MD,  Chairman 
WisPRO  Quality  Assurance  Committee 


Editor’s  reply:  Many  months  ago  I wrote  to  the  chair- 
man of  the  South  Central  District  Review  Council  of 
WisPro.  This  was  in  response  to  a letter  written  to  our 


local  hospital.  Since  I was  not  favored  with  a reply, 
I wrote  the  editorial  entitled  Too  Low.  This  prompted 
an  immediate  response. 

My  point  in  writing  initially  was  to  indicate  that  it 
might  be  well  for  the  Review  Council  to  ask  a few 
questions  prior  to  sending  out  its  letters  or  instigating 
investigations. 

I would  consider  the  general  tone  in  the  letter 
patronizing  and  condescending.  Somebody  needs  a 
short  course  in  diplomacy  in  letter  writing  before 
sending  out  the  type  of  correspondence  I have  seen. 

For  example,  instead  of  inquiring  as  to  why  a single 
classical  C-section  was  performed,  the  advice  was 
given  that  whenever  possible  C-sections  should  be  re- 
ferred to/performed  by  a physician  who  is  both 
familiar  and  comfortable  with  the  low  transverse  inci- 
sion. The  concern  for  our  comfort  is  indeed  thought- 
ful but  misplaced. 

This  was  also  the  inference  that  something  must  be 
wrong  and  that  the  material  and  neonatal  mortality 
rate  be  reviewed.  (There  had  been  no  deaths  in  either 
category  in  years.) 

Perhaps  I would  not  have  been  so  distressed  by  the 
more  recent  letter  if  I had  not  been  thoroughly  investi- 
gated a couple  of  years  ago.  During  that  year,  I had 
admitted  over  440  Medicare  patients  to  the  local 
hospital.  Immediately,  the  red  flag  ran  up.  Again,  if 
anybody  had  taken  the  time  to  ask  a few  questions, 
an  explanation  was  readily  available.  Instead,  the  440 
charts  were  pulled  and  thousands  of  dollars  expended 
in  reviewing  them.  The  investigation  came  up  with 
nothing  except  that  I had  admitted  that  number  of 
patients.  The  only  complaint  was  that  20  of  the 
patients  were  diagnosed  as  having  had  arteriosclerotic 
heart  disease  complicated  by  congestive  heart  failure. 
Had  it  been  indicated  that  they  had  congestive  heart 
failure  secondary  to  arteriosclerotic  heart  disease  all 
would  have  been  well. 

Again,  my  only  contention  is  that  it  would  be  much 
more  diplomatic  to  ask  a few  questions  first  before 
instituting  irritating  correspondence  and  unnecessary 
investigations. 

As  I pointed  out  in  my  letter  to  WisPro  earlier  this 
year,  I was  sure  that  WisPro  probably  does  some 
good  somewhere,  it  simply  has  not  been  evident  in  my 
experience. — VSF  ■ 
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Blue  Body- Update 


Service  corporations:  Recent  changes  in  tax  laws 


Recent  changes  in  federal  tax  laws  have  reduced 
the  incentives  of  medical  groups  to  incorporate 
thereby  improving  the  situation  for  unincorporated 
practices.  The  State  Medical  Society’s  legal  counsel 
has  prepared  the  following  article  which  summarizes 
these  changes  and  their  impact  on  professional  service 
corporations. 

* * * 

In  the  past,  physicians  and  other  professionals  in 
Wisconsin  have  incorporated  under  Sec.  180.99,  Wis. 
Stats.,  the  Professional  Service  Corporation  Act.  The 
purpose  for  incorporation  is  to  permit  the  owner/ 
employees  of  professional  service  corporations  to 
take  advantage  of  provisions  in  the  federal  Internal 
Revenue  Code  allowing  corporate  deductions  for 
fringe  benefits  which  partners  in  a professional  part- 
nership or  solo  practitioners  pay  in  after-tax  dollars. 
These  benefits  include  qualified  deferred  compensa- 
tion (pension  and  profit-sharing  plans),  group  health 
and  life  insurance,  medical  reimbursement  plans,  and 
others. 

Provisions  in  the  federal  Internal  Revenue  Code, 
such  as  the  deductibility  of  corporate  fringe  benefits, 
are  generally  picked  up  in  the  Wisconsin  tax  laws  add- 
ing further  financial  incentives  for  incorporation. 

Recent  changes  in  federal  tax  law,  discussed  below, 
have  reduced  these  incentives  for  incorporation  by 
improving  the  situation  for  unincorporated  practices. 
As  a result,  suggestions  have  been  made  that  medical 
groups  considering  incorporation  not  do  so  and  that 
incorporated  practices  dissolve  their  professional 
service  corporations  and  continue  as  a partnership  or 
solo  practice. 

In  making  the  determination  to  incorporate  or  to 
terminate  a going  corporation  the  costs  involved  must 
be  considered  in  relation  to  the  financial  benefits  of 
the  acts  taken.  There  are  legal  and  accounting  costs 
in  establishing  or  dissolving  a corporation.  (The  cost 
of  establishing  the  deferred  compensation  plan  is  not 
considered  as  this  cost,  if  a plan  is  to  be  created,  will 
be  incurred  in  either  corporate  or  unincorporated 
practices.)  The  operation  of  a business  in  corporate 
form  requires  the  maintenance  of  certain  formal  rec- 
ords and  filing  of  reports  beyond  those  required  of 
an  unincorporated  business.  In  addition,  there  is  a 
difference  in  the  treatment  of  certain  employment 
taxes  (Social  Security  and  unemployment  compensa- 
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tion)  which  somewhat  favors  unincorporated  busi- 
nesses. As  noted,  the  tax  advantages  of  corporate 
operation  have  been  somewhat  reduced  and  the  cost- 
benefit  analysis  for  each  practice  must  be  undertaken 
with  the  new  tax  laws  in  mind. 

There  are,  as  noted,  tax  deductible  fringe  benefits 
available  to  owner /employees  of  professional  service 
corporations.  Some  fringe  benefits  are  available 
equally  to  both  incorporated  professional  practices 
and  corporations.  These  are:  group  legal  and  educa- 
tional expenses  and  group  dependent  care  expenses. 

The  benefit  of  the  tax  deduction  for  group  health, 
life  and  disability  income  insurance  as  well  as  med- 
ical reimbursement  is  desirable.  However,  the  deduc- 
tions may  not  be  so  large  as  to  convince  a physician 
or  group  to  incorporate  with  the  attendant  legal  and 
accounting  fees  and  other  costs  previously  discussed. 
The  primary  reason  in  the  past  for  incorporating  was 
the  more  favorable  qualified  deferred  compensation 
benefits  that  were  available  to  owner /employees  of 
the  incorporated  practice. 

Dramatic  differences  in  contribution  levels  were 
allowed  for  qualified  corporate  plans  versus  non- 
corporate plans  under  earlier  law.  Prior  to  the  Eco- 
nomic Recovery  Act  of  1981  (ERTA),  a Keogh 
Plan  could  be  established  for  partners  of  a profes- 
sional partnership  with  up  to  $7,500  per  year  per  part- 
ner contributed  to  the  plan.  In  1981  (under  ERTA), 
this  was  increased  to  $15,000.00.  In  1982  a profit 
sharing  contribution  of  up  to  $45,475.00  per  physi- 
cian-employee could  be  made  to  a qualified  corporate 
deferred  compensation  plan.  Also  in  1982,  a quali- 
fied corporate  defined  benefit  plan  allowed  a physi- 
cian to  fund  an  annual  retirement  benefit  of 
$136,425.00.  The  tax  advantages  from  this  difference 
in  contribution  levels  based  on  the  form  in  which  a 
practice  was  conducted  clearly  outweighed  the  costs 
of  incorporation  and  corporate  operation. 

Contribution  levels  permitted  for  corporate  plans 
increased  rapidly  over  the  years  because  they  were  tied 
to  cost  of  living  adjustments.  As  a result  the  discrep- 
ancy in  tax  advantage  between  unincorporated  and 
incorporated  practices  grew  dramatically.  Thus,  not- 
withstanding any  other  differences  between  unincor- 
porated and  corporate  deferred  compensation  plans, 
the  contribution  limits  suggested  physicians  incorpor- 
ate. There  were  two  other  general  areas  which 
prompted  incorporation,  however.  The  first  was  the 
ability  under  corporate  plans  to  discriminate  between 
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owner /employees  and  staff.  A corporate  plan,  for 
example,  could  integrate  with  Social  Security,  elim- 
inate benefits  for  employees  under  the  age  of  25,  and 
provided  less  restrictive  vesting  schedules  than  for  the 
qualified  noncorporate  plans,  as  well  as  giving  super- 
ior payout  options.  Secondly,  plan  participants  could 
borrow  from  the  qualified  corporate  plan.  This  was 
not  allowed  for  noncorporate  plans. 

Today  these  distinctions  have  been  virtually  elim- 
inated. There  remain  some  relatively  trivial  differ- 
ences but  in  substance  the  distinction  between  non- 
corporate and  corporate  qualified  deferred  compen- 
sation plans  has  been  eliminated.  Today  the  legal  and 
accounting  costs  as  well  as  the  small  Social  Security 
and  unemployment  compensation  differences  should 
be  contrasted  with  the  financial  advantages  of  group 
fringe  benefits  other  than  qualified  deferred  comp- 
ensation in  evaluating  the  incorporation  question. 
There  is  no  distinction  from  a professional  liability 
standpoint,  therefore  it  really  boils  down  to  weigh- 
ing the  corporate  group  fringe  benefits  discussed 
herein  against  the  legal,  accounting  and  employment 
tax  costs. 

Finally,  the  1982  tax  law  changes  also  attempted 
to  eliminate  what  were  deemed  to  be  abuses  of  the 
professional  service  corporation.  Abuse  took  the  fol- 
lowing form:  (1)  a professional  would  separately 
incorporate  his  or  her  practice;  (2)  this  corporation 
would  become  a partner  in  a professionial  partnership 
made  up  of  other  professional  corporations  (other 
physicians  who  had  separately  incorporated);  (3)  the 
professional  partnership  would  hire  the  staff  and 
other  employees.  As  a result  of  court  decisions  the 
professional  partnership  was  not  required  to  provide 
the  fringe  benefits  that  would  normally  be  provided 
to  the  staff  employees.  In  short,  the  professionals 
were  able  to  avoid  paying  for  staff  fringe  benefits  by 
virtue  of  this  device.  A specific  Internal  Revenue 
Code  section  was  passed  to  prohibit  this  device.  Cor- 
respondingly, a Code  provision  permits  these  individ- 
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ual  professional  service  corporations  to  dissolve  with- 
out adverse  tax  consequences. 

As  to  the  incorporation  of  an  unincorporated  prac- 
tice, the  new  amendments  to  the  federal  tax  law  have 
virtually  eliminated  any  advantage  of  the  corporate 
deferred  compensation  program  over  those  of  an 
unincorporated  practice.  The  decision  now  rests  on 
balancing  the  financial  advantage  of  other  corporate 
fringe  benefits  against  the  costs  of  creating  and  oper- 
ating a professional  service  corporation.  Your  attor- 
ney and  accountant  can  lay  out  these  figures  for  you. 

As  to  termination  of  an  existing  professional  serv- 
ice corporation,  it  should  be  noted  that  the  changes 
in  the  law  seek  to  make  unincorporated  practice  more 
nearly  equal  to  corporate  practice  as  regards  deferred 
compensation.  They  do  not  add  further  burdens  to 
corporate  practice.  Thus,  a shift  from  corporate  prac- 
tice, all  else  being  equal,  should  only  be  considered 
if  relief  from  the  increased  costs  of  corporate  prac- 
tice justifies  the  loss  of  other  corporate  fringe  benefits 
and  the  legal  and  accounting  expense  of  terminating 
the  corporation  and  revising  the  accounts  of  the  prac- 
tice. Before  taking  this  step  you  should  be  sure  to  con- 
sult with  your  attorney  and  accountant.  ■ 
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Scientific  Medicine 


VICTOR  S FALK,  MD,  Medical  Editor 


A family  history  of  cancer — recent  insights 

Richard  R Love,  MD,  Madison,  Wisconsin 


In  recent  years  it  has  become  increasingly  obvious 
that  cancer  is  a genetic  disease.  Simply  put,  altera- 
tion in  nuclear  DNA  is  thought  to  be  the  central 
event  in  neoplasia.  Recent  research  has  focused  on 
the  role  of  oncogenes.  Oncogenes  are  presumed  to  be 
particular  DNA  sequences  in  nuclear  genetic  mate- 
rial which  are  often  present  in  normal  cells.  These 
oncogenes  apparently  become  important  in  the  ex- 
pression of  neoplastic  disease  when  some  other  dis- 
turbance of  the  nuclear  material  takes  place  such 
that  they  are  “turned  on.”  Such  a disturbance  may 
be  a relocation  of  the  oncogene,  such  that  its  govern- 
ance or  control,  usually  achieved  by  local  regions 
in  the  chromosomal  DNA,  is  changed.  While  the 
cellular  details  of  these  oncogenes  provide  much  ex- 
citement to  the  cell  biologic  community  at  the  pres- 
ent time,  the  practical  question  with  which  clinicians 
are  faced  is:  “Is  cancer  an  inherited  disease?”  The 
answer  to  this  question  is  that  cancer  is  usually  not 
an  inherited  disease,  but  occasionally  is  an  inherited 
disease.  In  circumstances  where  the  disease  is  ap- 
parently inherited,  what  it  seems  is  inherited  is  a 
susceptibility  state  for  cancer,  usually  of  specific 
types.  Knudson  has  suggested  that  there  may  be  as 
many  as  100  different  cancer  susceptibility  genes. 

The  purpose  of  this  brief  communication  is  to 
share  some  recent  ideas  regarding  the  role  of  sus- 
ceptibility genes  which  may  be  useful  in  the  clinic 
and  the  possible  mechanisms  through  which  such 
susceptibility  genes  may  operate.  The  mechanisms 
are  important  because  their  understanding  may 
allow  us  to  intervene  in  patients  who  have  suscepti- 
bility genes  or  presumed  susceptibility  genes  so  as  to 
achieve  cancer  prevention. 

What  individuals  might  be  carriers  of  these  sus- 
ceptibility genes?  On  some  occasions  clinicians  en- 
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counter  families  where  practically  all  relatives  have 
developed  the  same  type  of  cancer,  and  in  these  cir- 
cumstances it  is  strongly  suspected  that  some  in- 
herited factor  is  operating.  In  recent  years,  however, 
American  families  have  tended  to  be  smaller  and  as 
such  there  is  increasing  uncertainty  as  to  when  a 
family  history  of  cancer  is  particularly  notable  and 
should  be  cause  for  concern  and  special  monitoring. 

There  are  really  five  major  findings  from  a family 
history  which  should  alert  clinicians  to  the  possibility 
of  cancer  susceptibility  genes  in  the  family. 

1 . If  multiple  first  degree  relatives  have  developed 
cancer,  this  should  be  noted.  Such  history  can 
be  obtained  only  by  meticulously  asking  for  the 
health  status  of  all  living  or  deceased  relatives. 

2.  Early  age  at  diagnosis  is  important.  Most  major 
cancers  are  characterized  by  increasing  in- 
cidence with  increasing  age.  Cancers  associated 
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The  University  of  Wisconsin  Clinical  Cancer  Center  is 
celebrating  its  Tenth  Anniversary  this  year  with  events 
designed  for  both  the  public  and  scientific  communities. 
A planning  committee  comprised  of  representatives  of 
the  University  of  Wisconsin  Hospital,  Medical  School, 
and  Clinical  Cancer  Center  have  directed  a series  of 
events  to  highlight  both  the  history  of  the  Cancer  Center 
and  the  future  of  cancer  research.  One  of  these  events 
was  an  open  house  at  the  WCCC  during  the  Medical 
School’s  Alumni  Day,  May  20,  1983.  The  Wisconsin 
Medical  Journal  is  pleased  to  present  the  papers 
delivered  during  this  occasion. 
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Figure  1— “Familial”  breast  cancer.  Figure  2— Ecogenetics  in  the  cancer  family  syndrome. 


with  inherited  risk  are  frequently  characterized 
by  early  age  at  diagnosis.  For  example,  cancers 
of  the  lung,  colon,  and  breast  occur  in  patients 
with  a median  age  of  diagnosis  between  the 
ages  of  60  and  62.  Diagnosis  of  these  types  of 
cancers  in  individuals  in  their  40s  should  raise 
the  clinician’s  suspicion. 

3.  Certain  types  of  cancer  tend  to  aggregate  in 
families.  Adenocarcinomas  as  a pathological 
subtype,  particularly  those  of  the  breast,  colon, 
ovary,  prostate,  and  uterus,  should  be  noted. 
Breast  cancers,  colon  cancers,  or  malignant 
melanomas  all  occurring  as  the  major  cancers 
among  family  members  seem  to  constitute 
other  susceptibility  syndromes. 

4.  When  multiple  primary  cancers  occur  among 
family  members,  this  is  a feature  suggesting  in- 
creased susceptibility.  Such  cancers  are  often 
adenocarcinomas,  particularly  of  the  bowel  or 
bilateral  breast  cancers,  and  the  single  occur- 
rence of  multiple  primary  cancers  in  a family 
should  attract  physician  concern. 

5.  There  are  genetic  syndromes  in  families  which 
suggest  major  cancer  susceptibility  genes.  The 
most  common  of  these  are  the  polyposis  syn- 
dromes or  neurofibromatosis. 

What  is  commonly  observed  is  one  or  two  of  these 
five  features,  leaving  clinicians  frequently  in  a quan- 
dary as  to  potential  increased  susceptibility  to  can- 
cer. However,  because  a family  history  of  cancer 
confers  on  patients  among  the  highest  increased  rel- 
ative risks  for  malignancies,  even  limited  numbers 
of  these  features  should  be  cause  for  special  patient 
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education  and  monitoring.  As  examples,  consider 
the  pedigree  illustrated  in  Figure  1.  In  this  family 
early  age  at  diagnosis  of  breast  cancer  is  noted  in 
both  mother  and  daughter.  The  two  daughters  or 
sisters  are  concerned  about  their  risk  for  this  dis- 
ease. The  premenopausal  occurrence  of  these  breast 
cancers  and  the  fact  that  for  these  two  women,  both 
mother  and  sister  have  been  afflicted,  puts  these 
women  in  a particularly  high-risk  category. 

Anderson1  has  developed  specific  estimated  rela- 
tive risk  figures  which  can  be  used  in  calculating  the 
likelihood  that  patients  will  develop  breast  cancer, 
according  to  their  family  history,  before  certain 
times  in  their  lives.  Particularly  noteworthy  in 
Anderson’s  studies  has  been  the  increased  risk  to 
women  who  have  had  breast  cancer  occurring  in  pre- 
menopausal first-degree  relatives  and  the  occurrence 
of  bilateral  breast  cancer  in  close  relatives.  For  ex- 
ample, in  the  family  pedigree  shown,  the  women 
who  have  not  developed  breast  cancer,  the  two  sis- 
ters-daughters,  currently  aged  in  their  early  30s,  run 
a risk  of  approximately  30%  of  developing  breast 
cancer  before  age  60.  Estimates  of  these  risks  may 
be  quite  useful  to  patients  in  planning  their  lives  and 
in  considering  “preventive”  surgery. 

How  susceptibility  genes  are  presumed  to  act 
has  been  outlined  by  Motulsky.  There  are  numerous 
examples  suggesting  that  genetic  or  inherited  factors 
and  environmental  exposures  interact  to  cause  var- 
ious cancers.  Such  interactions  of  inherited  and  host 
factors  in  producing  disease  has  been  termed  “eco- 
genetics” by  Motulsky.  In  families  as  illustrated  in 
Figure  2,  with  multiple  first-degree  relatives  having 
cancer  and  early  age  of  diagnosis,  a history  of  pe- 
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culiar  exposures  is  occasionally  found  in  individuals 
developing  certain  malignancies.  For  example,  the 
individual  indicated  by  the  arrow  developed  lung 
cancer  at  a very  early  age.  He  was  a nonsmoker. 
Most  lung  cancer  occurs  in  smokers.  This  patient, 
however,  was  a welder  in  which  occupation  he  was 
exposed  to  heavy  metal  fumes  which  have  been  as- 
sociated with  the  development  of  lung  cancer.  Such 
pedigrees  and  examples  abound  in  clinical  medicine 
and  suggest  that  Motulsky’s  concept  is  a useful  one. 

In  breast  cancer,  recent  studies  suggest  that  there 
is  interaction  of  family  history  or  inherited  factors 
and  exposure  to  oral  contraceptives  or  exogenous 
estrogen  which  results  in  increased  risk  to  individuals 
having  both  risk  factors.  Research  in  my  own  pro- 
gram is  directed  towards  the  identification  of  a 
breast  cancer  susceptibility  gene  using  recombinant 
DNA  technology  to  study  fibroblast  DNA  in  mul- 
tiple family  members  where  breast  cancer  has  oc- 
curred with  increased  frequency,  as  in  Figure  1. 
Other  of  our  research  efforts  concerns  evaluation  of 
hormone  metabolism  in  families  with  increased 
risk  of  breast  cancer.  While  several  pilot  studies 
suggest  a hormonal  aberration  is  important  in  the 
expression  of  breast  cancer  in  such  families,  the  pre- 
cise abnormality  has  not  been  identified. 

Breast  cancer  susceptibility  genes  have  not  yet 
been  definitively  identified;  and  given  that  family 
history  is  an  imprecise  tool,  there  is  great  interest 
in  any  other  markers  that  we  can  identify.  In  malig- 
nant melanoma  such  a marker  has  been  found. 
Malignant  melanoma,  a cancer  in  the  pigmented 
cells  of  the  skin,  has  markedly  increased  in  incidence 
over  the  last  50  years.  Within  the  last  five  years  in- 
vestigators at  the  National  Cancer  Institute  and  the 
University  of  Pennsylvania  Pigmented  Lesion  Clinic 
have  described  an  inherited  precursor  syndrome  for 
malignant  melanoma  in  which  individuals  inherit 
dysplastic  nevi.2  Such  dysplastic  nevi  are  large  (over 
1 cm),  irregularly  shaped  moles  which  tend  to  occur 
on  the  back  and  chest,  and  scalp.  Also  characteristic 
is  the  age  (15-35  years)  at  which  they  develop.  The 
dysplastic  nevus  syndrome  may  occur  spontan- 
eously, but  it  is  believed  that  it  more  commonly 
occurs  with  an  autosomal  dominant-like  inheritance 
pattern  such  that  50%  of  children  of  individuals  with 
dysplastic  nevi  are  likely  to  develop  the  moles  them- 
selves. Identification  of  families  with  the  dysplastic 
nevus  syndrome  comes  from  a careful  histopatho- 
logic evaluation  of  excised  moles.  In  addition,  all 
individuals  who  develop  malignant  melanoma 
should  be  carefully  evaluated  for  the  presence  of 
dysplastic  nevi.  Patients  tend  to  be  unaware  of  the 
occurrence  of  malignant  melanomas  in  their  fam- 
ilies. 


Not  all  dysplastic  nevi  go  on  to  develop  into  malig- 
nant melanoma;  but  when  melanomas  develop, 
those  malignant  features  can  be  easily  recognized 
on  careful  visual  inspection  of  the  lesion.  Malig- 
nant changes  in  dysplastic  nevi  are  heralded  by  the 
appearance  of  multiple  colors,  particularly  black, 
and  an  increase  in  size  and  shape  of  the  lesion.  These 
changes  tend  to  occur  over  a long  period.  Follow- 
ing this  radial,  or  horizontal,  growth  phase,  unre- 
moved or  neglected  lesions  may  then  enter  a vertical 
growth  phase  and  grow  into  the  deeper  dermis. 
With  increasing  depth  of  growth  there  is  an  increas- 
ingly greater  likelihood  of  significant  metastases  and 
subsequent  death. 

Patients  with  the  dysplastic  nevus  syndrome  can 
be  managed  by  careful  monitoring  for  malignant 
changes  in  moles.  In  addition,  patients  must  be 
counselled  regarding  protection  from  ultraviolet 
radiation.  In  line  with  the  ecogenetics  model  dis- 
cussed earlier,  it  is  thought  that  ultraviolet  light  is 
important  in  the  development  of  malignant  mela- 
noma. In  addition,  it  is  thought  to  be  particularly 
important  in  degeneration  of  dysplastic  nevi,  and 
for  this  reason  patients  should  be  cautioned  to  pro- 
tect themselves  from  intense  ultraviolet  light  expo- 
sure. As  noted  earlier,  dysplastic  nevi  may  occur 
spontaneously  in  single  individuals  and  in  these  in- 
dividuals more  frequent  recognition  of  dysplastic 
nevi  by  clinicians  may  herald  increased  early  diag- 
nosis of  malignant  melanoma.  The  frequency  of 
spontaneous  dysplastic  nevi  in  the  population  at 
large  is  not  known. 

Some  observers  believe  that  the  human  gene  map 
will  be  completed  before  this  century  is  out.  That 
feat,  the  associated  ability  to  identify  individuals  at 
increased  risk  for  cancer,  and  more  frequent  studies 
of  the  mechanisms  through  which  such  genes  act, 
will  present  exciting  possibilities  for  cancer  pre- 
vention. 

At  the  present  time  recognition  of  the  cardinal 
features  of  a family  history  which  may  suggest  in- 
creased susceptibility  to  cancer  or  the  presence  of 
cancer  susceptibility  genes  is  the  clinician’s  best 
tool.  Counselling  of  individuals  with  such  a history 
to  avoid  known  cancer-causing  exposures  and  mon- 
itoring of  such  high-risk  individuals  can  be  par- 
ticularly rewarding. 

REFERENCES 

1 . Anderson  DE:  Breast  cancer  in  families.  Cancer  1977;40:1855-1860. 

2.  Reimer  RR,  Clark  WH,  Greene  MH  et  al. : Precursor  lesions  in 

familial  melanoma — a new  genetic  preneoplastic  syndrome.  JAMA 

1978;239:744-746.  ■ 


WISCONSIN  MEDICAL  JOURNAL,  OCTOBER  1983  : VOL.  82 


15 


A brief  history  of  radiation  therapy  and  recent 
progress  in  hyperthermia 


Richard  A Steeves,  MD,  PhD,  Madison,  Wisconsin 

After  Konrad  Roentgen  discovered  x-rays  in 
18%,  many  surgeons  and  dermatologists  started  treat- 
ing tumors  with  x-rays  in  hopes  of  finding  a suitable 
alternative  to  surgical  removal.  However,  these  doc- 
tors usually  gave  the  total  dose  of  x-rays  in  one  treat- 
ment session;  and  therefore,  they  either  failed  to 
destroy  the  tumor  or  they  managed  to  destroy  a sig- 
nificant volume  of  normal  tissue  along  with  the 
tumor.  The  field  of  radiation  oncology  might  have 
fallen  into  an  irreversible  state  of  disrepute  were  it 
not  for  Claude  Regaud,  who  became  the  director  of 
the  Curie  Institute  in  1920,  and  who  was  known  as 
the  father  of  modern  radiation  oncology.  This  is  a 
deserving  title,  since  Doctor  Regaud  discovered  the 
importance  of  dividing  doses  of  radiation  into  mul- 
tiple fractions  in  order  to  inhibit  spermatogenesis  in 
an  animal  without  destroying  the  overlying  skin  of 
the  scrotum.  By  trying  to  inhibit  the  growth  of  can- 
cers just  as  he  had  inhibited  spermatogenesis,  he  and 
his  associates  at  the  Curie  Institute  impressed  the 
world  with  remarkable  cure  rates  for  cancers  in  the 
head  and  neck  region.  In  addition,  he  was  greatly 
aided  in  the  treatment  of  gynecologic  malignancies 
by  Marie  Curie’s  discovery  of  radium.  The  field  took 
another  giant  step  forward  with  the  development  of 
linear  accelerators,  which  allowed  x-rays  to  penetrate 
deeply  to  the  center  of  the  body.  Therefore,  tumors 
that  were  more  sensitive  than  most  normal  tissues, 
such  as  Hodgkin’s  lymphomas,  regressed  rapidly 
and  permanently  after  treatments  from  these  ma- 
chines; and  the  dramatic  improvement  in  survival 
rates  for  Hodgkin’s  disease  patients  during  the  1950s 
and  1960s  made  medical  history. 

Even  with  this  significant  progress,  the  use  of 
modern  radiation  equipment  to  treat  less  radio- 
sensitive, deep-seated  cancers  only  succeeds  some  of 
the  time.  An  important  reason  for  some  of  the  fail- 
ures of  radiotherapy  was  discovered  by  a famous 
Englishman  by  the  name  of  Gray,  who  demon- 
strated that  the  center  of  tumors  had  lower  concen- 
trations of  oxygen  in  them,  and  cancer  cells  that  were 
poorly  oxygenated  were  less  sensitive  to  radiation. 
(We  now  measure  doses  of  radiation  given  to  pa- 
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tients  in  Grays,  in  his  honor.)  Over  the  past  three 
decades  several  tricks  have  been  tried  to  get  around 
this  problem,  such  as  putting  patients  in  high-pres- 
sure oxygen  chambers  or  treating  patients  with 
special  drugs  called  hypoxic  cell  sensitizers,  but  these 
techniques  have  not  yet  provided  a significant  im- 
provement in  the  cure  rates  of  deep-seated  car- 
cinomas. Recently  it  was  found  that  if  the  tem- 
perature of  cells  is  elevated  from  37  C to  42  C,  the 
marked  difference  in  radiation  sensitivity  of  oxy- 
genated and  poorly  oxygenated  cells  is  greatly  re- 
duced. Even  heat  alone  can  destroy  cells  if  the  tem- 
perature is  raised  high  enough,  for  example,  to  45  C; 
and  at  this  temperature  cells  are  even  more  effec- 
tively destroyed  if  they  are  hypoxic.  Add  to  this,  the 
fact  that  cells  in  the  S,  or  DNA-synthesizing,  phase 
of  the  cell  cycle  are  most  radioresistant  and  most 
heat-sensitive;  and  little  wonder  that  considerable 
optimism  has  been  expressed  about  the  possibility 
of  improved  tumor  cell  destruction  when  hyper- 
thermia is  linked  with  radiation  treatments! 

Here  at  the  University  of  Wisconsin  my  predeces- 
sor, Dr  William  Caldwell,  and  his  colleagues  em- 
barked on  a research  program  to  study  the  effects 
of  local  hyperthermia  in  sensitizing  cancer  cells  to 
radiation  therapy.  A wire  mesh-lined  room  to  pre- 
vent radio  communication  problems  had  been  con- 
structed for  the  use  of  microwaves  for  generating 
heat.  We  have  recently  acquired  the  BSD- 1000  sys- 
tem, which  allows  safe  heating  with  continual  tem- 
perature-monitoring and  with  feedback  control  to 
the  power  output,  so  that  there  is  little  likelihood  of 
blister  formation  or  other  heat  damage.  The  tem- 
peratures in  as  well  as  over  the  tumor  are  monitored 
by  fine  thermistors  either  taped  to  the  skin  or  in- 
serted into  the  tumor  under  local  anesthesia.  We  try 
to  obtain  a significant  (3  C to  5 C)  differential  be- 
tween intratumor  and  skin  surface  temperatures  in 
all  patients.  We  have  found  significantly  better 
tumor  regression  in  some  patients  who  have  been 
previously  irradiated  and  who  have  to  receive  rela- 
tively small  doses  of  radiation  for  recurrent  super- 
ficial tumors.  There  remain  problems  in  achieving 
sufficiently  high.and  uniform  temperatures  through- 
out the  entire  tumor  volume,  and  we  are  continuing 
to  study  this  problem. 

Meanwhile,  we  are  also  becoming  interested  in 
whole-body  hyperthermia  in  order  to  satisfactorily 
heat  deep-seated  tumors.  We  found  that  a device 
based  on  radiant  heat,  just  as  the  sun  radiates  heat 
to  the  earth  through  space,  is  very  effective  at  heat- 
ing the  whole  body  without  significantly  raising 
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the  skin  temperature  and  without  causing  side-ef- 
fects. Our  initial  studies  on  heating  mice  showed 
that  the  rectal  temperature  could  be  raised  to  41  C, 
or  slightly  higher,  and  the  mice  did  not  become  ill 
or  die.  We  found  that  combined  whole-body  hyper- 
thermia and  whole-body  irradiation  gave  a greater 


curative  effect  in  the  treatment  of  leukemic  mice 
than  we  expected  from  the  effect  of  either  treatment 
modality  alone.  Our  plan  now  is  to  try  this  com- 
bination in  man:  to  attempt  to  achieve  better  survival 
for  leukemic  patients  and  perhaps  for  patients  with 
solid  tumors  as  well.  ■ 


Bone  marrow  transplantation  as  immunotherapy 

Paul  M Sondel,  MD,  PhD,  Madison,  Wisconsin 


This  paper  summarizes  recent  results  from  the 
University  of  Wisconsin-Madison  bone  marrow 
transplant  program,  and  focuses  on  how  current 
successes  and  failures  are  stimulating  new  avenues 
for  promising  research. 

Why  do  bone  marrow  transplants?  First,  why  trans- 
plant bone  marrow  from  one  person  to  another? 
Bone  marrow  consists  of  a mixture  of  multiple  cell 
types,  but  with  respect  to  transplantation  it  should 
be  thought  of  as  a factory.  It  is  a factory  that  makes 
platelets,  neutrophils,  lymphocytes,  and  red  blood 
cells.  Theoretically  one  could  transplant  this  factory 
into  anyone  that  has  a deficiency  in  any  one  of  those 
cell  production  arms.  That  would  include  patients 
with  a deficiency  of  normal  platelets,  red  blood 
cells,  or  white  blood  cells.  However,  a bone  marrow 
transplant  (BMT)  is  a major  undertaking  and  is 
associated  with  life-threatening  complications. 
Therefore,  we  are  presently  considering  treatment 
with  bone  marrow  transplant  only  for  patients  that 
have  otherwise  untreatable  lethal  diseases.  These 
diseases  include  patients  with  total  marrow  dysfunc- 
tion (aplastic  anemia),  total  absence  of  the  immune 
system  (severe  combined  immune  deficiency),  and 
other  more  rare  marrow  problems.  The  most  fre- 
quent diseases  being  treated  by  BMT  in  1983  are  the 
acute  leukemias.  These  patients  start  out  with  a 
healthy  bone  marrow,  but  the  disease  itself  involves 
neoplastic  transformation  of  a hematopoietic  cell 
line.  The  most  effective  antileukemic  therapy  avail- 
able involves  supralethal  radiation  and  chemo- 
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therapy.  While  this  may  eradicate  residual  leukemia 
cells,  it  also  causes  irreversible  marrow  ablation. 
These  patients  in  effect  get  aplastic  anemia  because 
of  the  chemoradiotherapy  that  is  used  to  eliminate 
their  leukemia  requiring  a “rescue”  of  healthy  bone 
marrow.  Thus  the  focus  of  our  research,  and  the 
discussion  here,  will  be  the  use  of  BMT  for  leukemia 
patients. 

The  BMT  process  and  results.  BMT  candidates 
are  patients  with  acute  leukemia,  under  40  years  of 
age,  and  in  remission.  Before  proceeding  with  BMT, 
a healthy  brother  or  sister,  who  is  identical  to  the  pa- 
tient for  the  major  transplantation  antigens  (HLA), 
needs  to  be  identified  and  consents  to  be  a BMT 
donor.  Twenty-five  percent  of  sibling  pairs  are 
HLA  identical.  At  that  point  the  leukemic  patient 
will  have  two  separate  central  catheters  placed  and 
will  receive  supralethal  doses  of  cyclophosphamide 
and  total  body  irradiation.  Because  of  that  therapy 
all  the  residual  leukemia  cells  should  be  destroyed 
along  with  hematopoietic  cells.  The  patient  then  re- 
ceives an  intravenous  infusion  of  the  marrow  ob- 
tained from  the  HLA  identical  brother  or  sister. 
This  is  obtained  under  general  anesthesia  since  a liter 
of  bone  marrow  (requiring  200  separate  subcutan- 
eous punctures  into  the  pelvic  bones)  is  needed. 
Despite  this,  donors  are  discharged  in  one  or  two 
days  feeling  stiff  but  otherwise  well. 

During  the  first  three  weeks  following  the  instilla- 
tion of  the  bone  marrow,  the  BMT  recipient  is  vir- 
tually unable  to  make  any  white  blood  cells,  red 
cells,  or  platelets.  He  is  completely  transfusion- 
dependent.  In  addition,  during  that  period,  these  pa- 
tients are  extremely  susceptible  to  overwhelming  op- 
portunistic infections  and  thus  need  a tremendous 
amount  of  “supportive”  care.  The  most  important 
aspect  of  this  is  comprehensive  excellent  nursing 
care.  Most  of  these  patients  are  receiving  six  intra- 
venous antibiotics  on  different  schedules,  multiple 
blood  products,  analgesics,  and  total  parenteral 
nutrition  each  day.  After  21  days,  bone  marrow  ac- 
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tivity  can  be  seen  in  the  peripheral  blood;  white 
cells,  platelets,  and  red  cells  of  donor  origin  begin  to 
appear.  Over  the  next  few  weeks  normal  marrow 
cellularity  returns,  but  all  the  cells  are  of  donor 
(not  host)  origin.  Despite  some  long-term  complica- 
tions, most  of  the  patients  (about  60%)  at  this  point 
are  cured  of  their  leukemia  and  gradually  resume  a 
full  and  normally  active  life.  These  results  are  dra- 
matically different  than  those  obtained  with  more 
conventional  therapy  for  the  same  diseases.  Fewer 
than  one  third  of  patients  with  acute  myelogenous 
leukemia  in  first  remission,  and  one  fifth  of  acute 
lymphoblastic  leukemia  patients  in  second  remission 
remain  in  remission  for  more  than  two  years  if  given 
conventional  chemotherapy. 

The  UW-Madison  transplant  program.  At  the  Uni- 
versity of  Wisconsin-Madison  our  efforts  to  treat 
leukemia  patients  by  bone  marrow  transplant  were 
started  a little  over  two  years  ago.  Because  of  the 
scope  of  this  program,  a large  team  of  energetic 
health  professionals  has  been  required.  This  team 
includes  physicians  in  many  disciplines,  nurses,  co- 
ordinators, nutritionists,  physical  therapists,  pharm- 
acists, recreational  and  behavioral  therapists,  social 
workers,  and  a list  of  many  other  people  all  play- 
ing an  active  role  in  this  transplant  program.  We 
are  a young  program.  Our  present  patient  survival 
(and  hopefully  cure)  rate  is  57%  of  30  patients. 
These  results  are  comparable  to  those  reported  by 
most  other,  more  established  centers. 

Nevertheless,  we  can’t  be  satisfied  with  this.  Re- 
search is  now  being  directed  at  the  problems  prevent- 
ing better  results  and  wider  applicability  of  bone 
marrow  transplant. 

We  are  focusing  on  three  problems:  1)  the  lack 
of  HLA  identical  donors  for  over  two  thirds  of  pa- 
tients with  diseases  that  should  be  treated  by  BMT; 
2)  graft  versus  host  disease;  and  3)  the  recurrence  of 
leukemia  after  transplant. 

UW-Madison  research:  BMT  with  T-cell  depletion. 

The  HLA  region  is  inherited  as  a total  block  of 
genes.  Any  two  siblings  have  a 25%  chance  of  being 
identical  to  each  other  for  the  genes  controlled  by 
this  region.  Because  of  decreasing  family  size  in  this 
country,  with  fewer  potential  matched  siblings,  there 
is  a decreasing  number  of  leukemia  patients  with  an 
HLA  identical  donor.  If  a transplant  is  performed 
with  an  unmatched  donor,  a terrible  reaction — se- 
vere graft  versus  host  (GvH)  disease — will  result. 
Graft  versus  host  disease  is  caused  by  the  immune 
cells  that  are  in  the  donor  bone  marrow.  These 
mature  T-cells  in  the  bone  marrow  can  be  activated 
by  foreign  HLA  antigens  very  rapidly,  and  cause 
the  equivalent  of  a rejection  reaction.  In  the  case  of 
a kidney  transplant,  the  T-cells  in  the  recipient  can 
reject  the  foreign  kidney.  In  the  case  of  a bone  mar- 

18 


row  transplant  recipient,  the  T-cells  infused  with  the 
bone  marrow  circulate  systemically  in  the  recipient. 
Thus  they  can  potentially  react  against  every  tissue  in 
his  body  and  cause  the  equivalent  of  a total  body 
rejection.  The  organs  most  affected  are  lungs,  liver, 
skin,  and  the  gastrointestinal  tract.  Because  of  this 
major  problem,  few  transplants  with  HLA-mis- 
matched  marrow  have  succeeded.  Even  when  trans- 
plants are  done  with  siblings  that  are  HLA  matched, 
half  of  them  develop  some  significant  toxicity  be- 
cause of  this  graft  versus  host  problem.  Remember, 
it  is  only  the  T-cells  that  are  the  “bad  guys”  in  this 
GvH  reaction.  If  we  could  get  rid  of  them  and  not 
harm  any  of  the  other  marrow  elements  before  in- 
fusing the  marrow,  it  may  be  possible  to  get  the 
marrow  to  engraft  and  make  all  normal  hemato- 
poietic elements,  yet  avoid  the  graft  versus  host  re- 
action. 

We  have  been  testing  this  approach  at  the  UW- 
Madison  for  the  past  nine  months.  We  are  using  a 
technique  developed  by  one  of  the  members  of  the 
transplant  team,  Dr  Michael  Trigg.  After  the  bone 
marrow  is  removed  from  the  donor,  and  before  it 
is  given  to  the  recipient,  it  goes  to  Doctor  Trigg’s 
laboratory.  There  it  is  mixed  with  a monoclonal 
antibody  that  can  specifically  recognize  T-cells,  and 
then  baby  rabbit  serum  is  added  as  a source  of 
complement.  In  the  presence  of  that  complement, 
this  antibody  kills  all  of  the  T-cells  in  the  marrow 
without  damaging  other  marrow  elements.  This  T- 
cell  deficient  bone  marrow  is  then  given  to  the  re- 
cipient. We  now  have  preliminary  results  using  this 
program.  It  is  quite  clear  that  we  are  able  to  get 
around  the  graft  versus  host  problem  in  HLA- 
matched  brothers  and  sisters.  In  addition,  we  are 
seeing  much  less  GvH  than  expected  with  mis- 
matched transplants  using  this  T-cell  depletion  tech- 
nique. There  are  still  other  problems  that  need  to 
be  resolved  using  this  approach.  Nevertheless,  it 
appears  that  this  technique  may  allow  us  not  only 
to  do  transplants  better  in  patients  who  have  an 
HLA  match  but  also  may  enable  patients  who  don’t 
have  a match  to  get  a transplant  when  they  need 
one.  These  preliminary  results  are  very  encouraging. 


UW-Madison  research:  Graft  versus  leukemia 

There  is  another  side  of  graft  versus  host  disease, 
one  which  relates  to  the  problem  of  leukemic  re- 
lapse after  BMT.  Graft  versus  host  disease  is  a total 
body  rejection  that  can  be  fatal.  In  more  recent 
years  a better  understanding  of  the  clinical  GvH 
picture  has  enabled  more  effective  treatment  for 
GvH  to  be  developed.  If  GvH  is  recognized  early, 
the  addition  of  appropriate  immunosuppression  can 
blunt  the  otherwise  fatal  effect  of  a severe  graft 
versus  host  reaction.  The  Seattle  transplant  team  has 
had  the  most  experience  in  this  field.  Once  they  de- 
veloped combined  therapy  to  effectively  treat  most 
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patients  with  severe  GvH,  their  data  showed  an  un- 
expected result.  Patients  who  have  graft  versus  host 
disease  have  a much  smaller  chance  of  leukemic  re- 
lapse than  those  with  no  GvH.  This  would  indicate 
that  the  GvH  reaction  is  associated  with  an  anti- 
leukemic effect.  This  has  been  designated  the  graft 
versus  leukemia  (GvL)  effect.  This  phenomenon 
suggests  that  the  immune  T-cells  that  cause  GvH 
disease  may  also  destroy  whatever  residual  leukemia 
cells  remain  in  that  leukemic  recipient. 

If  we  could  somehow  take  advantage  of  the  anti- 
leukemic effect  of  these  immune  cells,  this  alone 
could  potentially  eliminate  all  the  residual  leukemia 
cells.  Since  that  is  the  goal  of  the  BMT  process,  this 
infusion  of  immune  cells  could  potentially  replace 
the  whole  BMT  itself.  In  the  laboratory  this  ap- 
proach can  be  very  effective.  Philip  Greenberg  and 
his  colleagues  in  Seattle  have  demonstrated  the  anti- 
leukemic effect  of  the  transfer  of  immune  cells  to 
mice  with  leukemia.  They  have  shown  that  animals 
given  an  experimental  form  of  leukemia  will  all  die 
without  any  therapy.  If  those  leukemic  animals  re- 
ceive a dose  of  cyclophosphamide,  they  will  go  into 
a transient  remission  and  live  a little  bit  longer,  but 
they  will  still  all  relapse  and  die.  These  animals  par- 
allel many  acute  leukemia  patients,  who  achieve  re- 
mission, yet  still  relapse  and  die.  If  these  animals  in 
remission  are  given  a large  enough  number  of  im- 
mune cells,  the  majority  can  be  cured.  Doctors  M 
Bortin  and  R Truitt  at  Mt  Sinai  Hospital  in  Mil- 
waukee have  comparable  results  with  a different 
form  of  murine  leukemia. 

Might  this  adoptive  immunotherapy  approach 
ever  be  applicable  to  leukemic  patients  destined  to 
relapse?  To  replicate  this  animal  model  we  will  first 
need  to  immunize  lymphocytes  from  a healthy  in- 
dividual in  such  a way  that  they  will  be  able  to  de- 
stroy the  patients’  leukemia  cells.  The  second  prob- 
lem is  that  107  lymphocytes  are  needed  for  efficacy 
in  the  animal  model.  Using  total  body  mass  to  ex- 
trapolate up  from  those  numbers  for  a patient,  we 
would  need  1010  immune  lymphocytes.  Ten  billion 
lymphocytes  is  a very  large  number,  and  corresponds 
to  twice  the  total  circulating  blood  lymphocyte  pool 
in  a healthy  adult  male. 

These  two  problems  make  the  concept  of  ef- 
fective adoptive  immunotherapy  very  difficult  for 
patients.  However,  some  preliminary  results  suggest 
this  approach  may  yet  be  testable  in  patients. 

Dr  Jacquelyn  Hank,  working  in  our  laboratory, 
has  shown  that  lymphocytes  from  a healthy  bone 
marrow  donor  can  be  immunized  to  kill  her  broth- 
er’s HLA  identical  leukemia  cells  in  vitro.  This  re- 
quired activation  with  irradiated  leukemia  cells 
in  vitro  followed  by  seven  additional  days  in  culture 
with  a potent  lymphoid  hormone,  interleukin-2. 
Thus  it  appears  that  in  at  least  some  cases  it  may  be 
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possible  to  turn  on  an  immune  response  that  can 
destroy  human  leukemic  cells.  However,  how  could 
one  ever  obtain  10l0of  those  lymphocytes? 

Dr  Peter  Kohler  has  been  working  on  this  issue  in 
our  laboratory.  He  can  obtain  over  2 x 109  lymph- 
ocytes by  leukapheresis  from  a healthy  brother  or 
sister  of  a cancer  patient.  Those  lymphocytes  are 
then  stimulated  with  alloantigens  in  large  bulk  cul- 
tures that  fill  all  the  incubators  in  our  laboratory. 
They  are  then  cultivated  with  interleukin-2  in  our 
laboratory.  By  this  in  vitro  expansion  approach,  we 
can  obtain  well  over  10 10  activated  lymphocytes. 
At  this  point  we  are  just  starting  a Phase  I toxicity 
and  distribution  study  with  these  lymphocytes. 
Before  we  can  test  whether  they  may  be  effective  in 
patients  in  remission,  we  have  to  determine  their  dis- 
tribution and  toxicity.  We  plan  on  giving  these 
lymphocytes  to  patients  who  have  cancers  that  are 
refractory  to  all  other  recommended  therapy.  An 
initial  trial  suggested  that  1010  of  these  cells  can  be 
given  intravenously  with  no  immediate  toxicity.  It 
is  far  too  early  to  tell  whether  this  approach  may 
prove  as  useful  in  patients  as  it  has  been  in  experi- 
mental animal  models. 

Summary.  Bone  marrow  transplantation  is  an  effec- 
tive, albeit  arduous,  means  for  preventing  leukemic 
relapses  in  patients  at  high  risk  for  relapse.  By  re- 
moving the  T-lymphocytes  from  the  infused  mar- 
row, graft  versus  host  disease  is  lessened  for  HLA 
identical  siblings.  This  approach  may  also  enable 
transplants  to  be  done  without  fatal  graft  versus  host 
disease  for  patients  who  don’t  have  a matched  sib- 
ling donor.  Finally,  the  use  of  immune  cells  has  en- 
abled an  effective  “graft  versus  leukemia”  response 
to  eradicate  leukemia  in  a mouse  model  without 
needing  a bone  marrow  transplant.  Experiments  are 
underway  in  the  University  of  Wisconsin-Madison 
laboratory  to  investigate  the  feasibility  of  this  ap- 
proach in  leukemia  patients. 
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Events  leading  to  the  establishment  of  the 
Wisconsin  Clinical  Cancer  Center 


Harold  P Rusch,  MD,  Madison,  Wisconsin 

This  soth  reunion  of  the  Class  of  1933  has  par- 
ticular significance  for  me  because  it  also  is  the  10th 
anniversary  of  the  Wisconsin  Clinical  Cancer  Cen- 
ter. Furthermore,  it  is  especially  so  because  three 
members  of  our  class  were  closely  involved  with  lay- 
ing the  foundation  for  the  Center  as  it  exists  today: 
Doctors  Tony  Curreri,  Fred  Ansfield,  and  Frank 
Gollin. 

Although  the  Wisconsin  Clinical  Cancer  Center 
(WCCC)  as  we  know  it  today  is  only  ten  years  old, 
its  primary  stimulus  began  in  1947  when  the  first 
of  its  three  divisions,  clinical  oncology,  was  estab- 
lished through  a grant  from  the  National  Cancer 
Institute  (NCI).  Awarding  of  the  grant  followed  a 
series  of  efforts:  Frank  J Keefe,  a United  States 
congressman  from  Oshkosh  who  was  chairman  of 
the  subcommittee  on  appropriations,  introduced  a 
bill  to  provide  funds  for  the  construction  of  facili- 
ties for  the  study  of  cancer.  He  was  aware  of  the 
work  at  McArdle  Laboratory  on  basic  cancer  re- 
search but  believed  that  more  emphasis  was  needed 
on  the  diagnosis  and  treatment  of  cancer.  His  think- 
ing had  enthusiastic  support  of  UW  President  Edwin 
B Fred  and  Medical  School  Dean  William  S Middle- 
ton,  MD.  In  September  1947  a group  of  officials 
from  the  NCI  toured  the  McArdle  Laboratory  and 
University  Hospitals.  It  was  after  this  visit  that  funds 
were  approved  for  the  addition  of  four  floors  and  a 
basement  to  the  east  end  of  the  hospital. 

Construction  began  in  August  1949  and  was  com- 
pleted by  June  1951.  It  was  called  the  Cancer  Re- 
search Hospital.  Dean  Middleton’s  selection  of  Dr 
Tony  Curreri,  an  associate  professor  of  surgery,  as 
its  director  was  an  excellent  choice.  He  assumed  his 
new  duties  in  December  1949.  An  outstanding 
surgeon,  Doctor  Curreri  was  in  charge  of  the  Tumor 
Clinic  in  the  Department  of  Surgery.  He  already  had 
obtained  a grant  from  the  NCI  in  1948  for  coordi- 
nating and  improving  the  teaching  of  cancer  in  med- 
ical schools.  Further  evidence  of  his  interest  in 
cancer  had  been  his  willingness  to  serve  on  the  Board 
of  Directors  of  the  Wisconsin  Division  of  the  Ameri- 
can Cancer  Society. 


This  is  an  abbreviated  version  of  a paper  presented  at  the  University 
of  Wisconsin-Madison  Medical  Alumni  Day,  May  20,  1983,  during  a 
recognition  program  honoring  the  10th  anniversary  of  the  opening  of  the 
Wisconsin  Clinical  Cancer  Center  at  the  University  of  Wisconsin-Mad- 
ison Clinical  Sciences  Center.  The  complete  paper  will  be  published  in 
a forthcoming  issue  of  the  Wisconsin  Medical  Alumni  Quarterly.  Doctor 
Rusch  is  Director  Emeritus  of  McArdle  Laboratory  and  the  Wisconsin 
Clinical  Cancer  Center  at  the  University  of  Wisconsin-Madison  Clinical 
Sciences  Center.  Reprint  requests  to:  Harold  P Rusch,  MD,  600  High- 
land Ave,  K4/634  CSC,  Madison,  Wis  53792.  Copyright  1983  by  the 
State  Medical  Society  of  Wisconsin. 
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The  basic  research,  under  Drs  James  Price  and 
Raymond  Brown,  soon  prospered  and  became 
recognized  as  one  of  the  leading  centers  for  the 
study  of  the  etiology  of  bladder  cancer. 

During  the  first  two  years  while  the  facilities  were 
being  constructed,  the  Tumor  Clinic  served  as  the 
nucleus  for  the  cancer  center  which  may  have  floun- 
dered had  it  not  been  for  Doctor  Curreri ’s  enthus- 
iasm, energy,  and  dedication.  Lack  of  help  was  a 
major  problem.  Some  of  the  surgical  residents  also 
were  not  certain  that  their  careers  should  be  devoted 
only  to  cancer  patients. 

It  wasn’t  until  1955  that  three  physicians,  Doctors 
Forde  Mclver,  Robert  Samp,  and  John  Schroeder, 
were  added  to  the  group  on  a full-time  basis.  The  use 
of  chemicals  for  the  treatment  of  cancer  was  just 
beginning,  but  the  results  were  not  spectacular.  After 
a few  years  Doctors  Mclver  and  Schroeder  left. 
Doctor  Samp  continued  and  devoted  most  of  his 
time  to  the  Tumor  Clinic.  An  excellent  speaker, 
Doctor  Samp  was  especially  effective  at  bringing 
the  latest  information  about  cancer  to  both  public 
and  professional  groups. 

In  1957  two  things  happened  that  led  to  the 
Cancer  Research  Hospital  becoming  an  early  leader 
in  the  field  of  cancer  chemotherapy.  The  first  was 
the  addition  of  Dr  Fred  Ansfield  as  instructor  and 
Doctors  Robert  Johnson  and  William  Wolberg  as 
resident  surgeons.  Doctor  Ansfield  approached  the 
problem  of  cancer  therapy  with  a zeal  and  enthus- 
iasm seldom  seen.  The  second  event  that  helped  put 
the  cancer  group  on  the  map  was  that  Dr  Charles 
Heidelberger  of  McArdle  Laboratory  had  synthe- 
sized 5-fluorouracil  which  was  made  available  to 
Doctors  Ansfield  and  Curreri.  The  first  paper  de- 
scribing the  encouraging  results  of  the  compound  on 
humans  was  published  in  1958.  Their  work  soon 
established  the  group  as  an  early  leader  in  the  field 
of  chemotherapy. 

In  the  1950s  the  excellent  progress  in  the  work 
being  done  at  both  the  Cancer  Research  Hospital 
and  McArdle  Laboratory  resulted  in  an  increase  in 
personnel  and  limited  space.  When  it  was  learned 
that  funds  for  additional  space  were  not  available, 
Congressman  Melvin  Laird  of  Marshfield  came  to 
the  rescue.  He  was  the  ranking  Republican  on  the 
House  Subcommittee  on  Appropriations  for  Health, 
Education,  and  Welfare.  In  June  1960  Congress 
approved  $5  million  for  the  construction  of  facilities 
for  cancer  research,  without  the  need  for  matching 
funds.  This  led  to  further  requests  for  funds  to 
expand  the  center.  An  application  to  the  NCI  for  $2 
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million  for  a new  McArdle  building  and  Doctor 
Curreri’s  application  for  about  $500,000  for  three 
additional  floors  to  the  cancer  center  wing  of  the 
University  Hospitals  were  approved  and  awarded  in 
May  1961.  Again,  both  were  granted  without  the 
need  for  matching  funds  from  the  University,  a 
rather  unusual  procedure  for  the  National  Institutes 
of  Health  which  soon  discontinued  it. 

The  new  construction  was  completed  in  1964. 
Doctor  Curreri’s  group  grew  and  prospered.  Dr 
George  T Bryan  joined  the  research  group  in  1961 
and  Doctors  Guillermo  Ramirez  and  Hugh  Davis 
were  added  to  the  staff  in  1964  and  1967  respec- 
tively. In  spite  of  the  good  progress  Doctor  Curreri 
was  not  entirely  happy,  and  following  controversial 
circumstances  involving  selection  of  a head  of  the 
Surgery  Department,  Doctor  Curreri  resigned  as 
director  of  the  Cancer  Research  Hospital  in  Novem- 
ber 1961.  In  September  1963  Doctor  Curreri  as- 
sumed the  position  again  when  the  group  was 
granted  greater  independence  and  authority  by  the 
Surgery  Department  by  being  designated  the  Di- 
vision of  Clinical  Oncology  within  the  Department 
of  Surgery,  and  the  former  designation,  Cancer  Re- 
search Hospital,  was  dropped.  Because  of  other  de- 
mands at  both  the  local  and  national  levels  Doctor 
Curreri  resigned  the  directorship  in  the  spring  of 
1970  and  was  replaced  by  Dr  Robert  O Johnson. 

The  Division  of  Radiation  Oncology  was  started 
as  a unit  of  the  Radiology  Department  in  1928  when 
Dr  Ernest  Pohle  joined  the  faculty  as  the  first  pro- 
fessor of  radiology  and  chairman  of  the  department. 
Doctor  Pohle’s  chief  interest  was  in  radiation  ther- 
apy, and  in  1930  he  added  Dr  Lester  Paul  to  the 
staff  to  head  the  diagnostic  unit.  The  Radiology 
Department  was  housed  in  cramped,  inadequate 
quarters  in  the  basement  of  the  hospital  so  in  1940 
it  was  moved  to  the  old  McArdle  Laboratory.  The 
basic  cancer  research  unit,  which  I headed,  was 
located  on  the  two  floors  above  the  Radiology  De- 
partment. Doctor  Paul  was  named  chairman  in  1951 
and  upon  Doctor  Pohle’s  retirement  he  recruited 
Dr  Halvor  Vermund  to  head  the  therapy  division. 

Doctor  Vermund  started  a unit  of  radiobiology 
and  obtained  funds  to  add  more  space  for  new  ther- 
apy equipment;  however,  in  1968  he  resigned  to 
accept  a position  elsewhere.  During  the  search  for 
a new  head  of  radiotherapy,  our  classmate,  Dr 
Frank  Gollin,  served  as  acting  director  from  August 
1968  to  April  1969.  Doctor  Gollin  had  practiced 
medicine  in  La  Farge  for  seven  years,  then  decided  to 
enter  a new  field,  and  in  1960  he  became  a resident 
in  therapeutic  radiology  at  University  Hospitals.  He 
advanced  the  academic  ladder  to  be  named  full  pro- 
fessor in  1970. 

Eventually  Dr  William  L Caldwell  was  named  di- 
rector in  September  1971.  His  performance  was  out- 
standing and  he  was  held  in  high  regard  by  his  col- 
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leagues  and  staff.  Unfortunately  he  died  accidentally 
while  on  a fishing  trip  in  Canada  in  1979.  Dr 
Richard  Steeves  now  heads  the  Division  of  Radiation 
Oncology. 

My  involvement  with  the  clinical  cancer  center 
began  indirectly  when  in  1970  I was  appointed  to  a 
Senate  Committee  of  Consultants  to  study  the  feas- 
ibility of  establishing  a “National  Program  for  the 
Conquest  of  Cancer.”  After  ten  meetings  and  sev- 
eral months  this  committee  came  up  with  recom- 
mendations which  became  the  basis  of  a bill  passed 
by  both  houses  of  Congress,  in  December  1971, 
which  was  known  as  the  National  Cancer  Act.  It 
provided  for  more  financial  support  for  people- 
oriented  research.  One  significant  provision  was  to 
establish  15  new  comprehensive  cancer  centers  in  the 
United  States.  To  be  located  in  appropriate  regions, 
these  centers  were  to  provide  the  latest  methods  for 
the  diagnosis  and  therapy  of  cancer  for  a greater 
number  of  patients.  The  Act  also  provided  for  the 
establishment  of  a National  Cancer  Advisory  Board. 

In  March  1972  President  Nixon  appointed  me  to 
serve  on  this  board.  Several  subcommittees  were 
formed,  and  I was  named  chairman  of  the  Cancer 
Center’s  subcommittee  to  establish  criteria  for 
cancer  centers.  As  I became  more  involved  it  was 
apparent  that  a comprehensive  cancer  center  should 
be  located  at  the  University  of  Wisconsin.  Acting 
Medical  School  Dean  Henry  Pitot  and  Chancellor 
Edwin  Young  agreed.  Selection  of  a director  was  a 
difficult  task  since  those  directly  in  line  for  the  posi- 
tion were  already  too  involved  with  other  functions 
and  unwilling  to  organize  a large  new  venture.  Be- 
cause I had  a broad  knowledge  of  what  compre- 
hensive cancer  centers  should  be,  Chancellor  Young 
asked  me  to  accept  the  task.  It  was  a difficult  de- 
cision for  me.  I enjoyed  being  director  of  the  Mc- 
Ardle Laboratory  since  its  inception  in  1940,  but  the 
opportunity  was  a new  challenge  and  so  I resigned 
my  directorship  of  McArdle  in  July  1972  and 
became  director  of  the  envisaged  and  hypothetical 
but  nonexistent  new  comprehensive  cancer  center. 

I had  seven  objectives:  1)  Obtain  a center  grant 
from  the  NCI,  2)  Organize  a program  including  the 
divisions  of  clinical  and  radiation  oncology  into  one 
center  that  could  be  designated  comprehensive,  3) 
Establish  a division  of  cancer  control,  4)  Establish 
cooperative  programs  with  other  units  in  the  medical 
school  and  with  other  hospitals  and  clinics  in  the 
state,  5)  Obtain  a grant  from  the  NCI  to  construct  a 
facility  to  provide  space  for  the  center,  6)  Gain  de- 
partmental status  for  the  center,  7)  Search  for  a 
person  to  take  my  place  before  I reached  the  manda- 
tory retirement  age  of  70. 

The  first  objective  was  reached  when  the  NCI  ap- 
proved funding  of  over  $1  million  annually  starting 
in  January  1973.  In  July  of  that  year  we  were  desig- 
nated one  of  six  new  comprehensive  cancer  centers 
by  the  NCI.  The  second  objective  was  not  difficult 
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to  accomplish,  particularly  with  the  enthusiastic  sup- 
port of  Doctors  William  Caldwell  and  Robert  John- 
son. 

The  third  objective  was  to  obtain  a grant  to  con- 
struct a new  facility  for  the  cancer  center  in  order 
that  most  everyone  in  the  program  could  be  in  one 
building  creating  a “centerness.”  After  submitting 
an  application  the  NCI  in  April  1974  awarded  over 
$6  million  for  the  new  facility.  The  State  of  Wiscon- 
sin provided  an  additional  $2.3  million  for  the  con- 
struction of  a new  module  added  to  the  north  end 
of  the  new  University  of  Wisconsin  Hospital  and 
Clinics.  An  additional  $839,000  was  awarded  by  the 
Wisconsin  Alumni  Research  Foundation  (WARF) 
for  the  construction  of  animal  facilities  and  a similar 
amount  from  the  NCI  to  equip  the  facility.  The 
unit  was  completed  in  January  1978  providing  over 
70,000  net  square  feet  for  our  center.  It  is  the  home 
of  the  WCCC  and  is  designated  the  K/4  module 
in  the  new  hospital  which  was  completed  in  1979. 

The  next  important  goal  to  bring  the  diverse  mem- 
bers of  the  center  into  a more  cohesive  and  coopera- 
tive group  to  achieve  the  “centerness”  was  to  obtain 
departmental  status.  After  18  months  of  patient, 
diligent  work  with  eight  university  committees,  the 
center  was  granted  departmental  status  on  July  1, 
1975.  This  status  provided  much  more  freedom  to 
a group  since  the  chairman  of  a department  deals 
directly  with  the  medical  school  dean  and  not  secon- 
darily through  the  chairman  of  another  department. 

I am  most  grateful  to  Dean  Lawrence  Crowley  for 


without  his  enthusiastic  support  obtaining  depart- 
mental status  could  have  been  greatly  delayed  or 
even  deterred. 

The  last  and  perhaps  most  important  objective 
was  to  initiate  a search  for  a director  to  succeed  me. 
I felt  the  department  should  be  headed  by  a clinician 
who  had  ample  experience  in  oncology  as  well  as  in 
general  medicine,  someone  with  research  experience, 
who  was  friendly,  considerate,  and  a stimulating 
leader.  There  were  many  candidates  to  be  consid- 
ered, but  when  I learned  that  Dr  Paul  Carbone 
would  be  retiring  in  June  1976  from  his  position  as 
associate  director  of  the  Division  of  Cancer  Treat- 
ment and  Medical  Oncology  of  the  National  Cancer 
Institute,  I invited  him  to  visit  us.  All  in  the  faculty 
were  well  impressed  with  him,  and  in  May  1975  he 
was  sent  an  offer  which  he  accepted,  subsequently 
arriving  in  Madison  on  July  1,  1976. 

The  next  couple  of  years  served  as  a period  of 
transition,  and  on  July  1,  1978  Doctor  Carbone 
succeeded  me  as  chairman  of  the  Department  of 
Human  Oncology  and  director  of  the  Wisconsin 
Clinical  Cancer  Center.  An  extremely  effective 
leader.  Doctor  Carbone  is  appreciated  by  his  pa- 
tients, respected  by  his  colleagues,  and  established  an 
outstanding  esprit'  de  corps  among  all  members  of 
the  department.  I believe  the  role  I played  in  getting 
him  here  is  one  of  my  better  accomplishments. 

I think  my  classmates  will  agree  that  many  changes 
have  been  made  since  we  graduated  and  the  cost  of 
a hospital  bed  was  $4.95  per  day.* 


Overview  of  the 

Wisconsin  Clinical  Cancer  Center  (WCCC) 

Paul  P Carbone,  MD,  Madison,  Wisconsin 


The  Wisconsin  Clinical  Cancer  Center  (WCCC) 
at  the  University  of  Wisconsin-Madison  is  a multi- 
disciplinary comprehensive  cancer  center,  one  of  20 
in  the  country.  The  Center  has  regional  responsi- 
bilities for  providing  a focus  for  excellence  in  re- 
search, education,  and  care.  Its  objectives  are: 


This  paper  was  presented  at  the  University  of  Wisconsin-Madison 
Medical  Alumni  Day,  May  20,  1983,  during  a recognition  program  hon- 
oring the  10th  anniversary  of  the  opening  of  the  Wisconsin  Clinical 
Cancer  Center  at  the  University  of  Wisconsin-Madison  Clinical  Sci- 
ences Center.  Doctor  Carbone  is  Professor  of  Human  Oncology  and 
Medicine,  UW-Madison  Medical  School;  Chairman,  Department  of 
Human  Oncology;  and  Director,  Wisconsin  Clinical  Cancer  Center. 
Reprint  requests  to:  Paul  P Carbone,  MD,  Wisconsin  Clinical  Cancer 
Center,  UW-Madison,  600  Highland  Ave,  Madison,  Wis  53792.  Copy- 
right 1983  by  the  State  Medical  Society  of  Wisconsin. 
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1.  To  undertake  innovative  laboratory,  preclin- 
ical,  and  clinical  research  probing  important 
biologic  problems  in  human  cancer. 

2.  To  encourage  and  facilitate  multidisciplinary 
research  between  laboratory  scientists  and 
clinical  investigators  at  the  University  of  Wis- 
consin-Madison. 

3.  To  improve  clinical  cancer  care  through  multi- 
disciplinary research  and  clinical  trials. 

4.  To  be  a focal  point  for  cancer  education 
throughout  Wisconsin  and  the  surrounding 
region,  working  with  other  organizations,  hos- 
pitals, and  physicians. 

5.  To  provide  the  best  pdssible  setting  for  train- 
ing health  personnel  in  a wide  variety  of  cancer- 
related  specialties. 
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As  chairman  of  the  WCCC,  I have  overall  re- 
sponsibility for  the  research  and  clinical  programs. 
Dr  Richard  Steeves,  Chief  of  Radiation  Oncology, 
serves  as  the  Deputy  Director.  The  other  key  faculty 
persons  in  the  Center  are  Dr  Thomas  E Davis,  As- 
sociate Director  for  Clinical  Programs;  Professor 
George  Bryon,  Associate  Director  for  Laboratory 
Programs;  Dr  Richard  Love,  Associate  Director 
for  Cancer  Prevention  and  Education;  and  Pro- 
fessor David  DeMets,  Assistant  Director  for  Biom- 
etry. My  senior  administrative  assistants  are  Ms 
Helen  Baldwin,  Assistant  Director,  Administration; 
and  Mr  Davidleigh  Goldy,  Fiscal  Officer.  These 
individuals  have  major  leadership  roles  in  the 
Center. 

The  Cancer  Center  has  40  full-time  members  and 
44  associate  members  who  use  the  Cancer  Center 


space,  resources,  or  funding.  These  individuals  had 
more  than  70  active  grants  in  the  1982-83  year.  Over 
180  papers  were  published  in  1982  by  these  individ- 
uals. The  Cancer  Center  research  programs  are 
shown  in  Table  2.  The  table  also  shows  the  inter- 
actions that  occur  with  other  laboratory  research 
programs.  In  the  University  of  Wisconsin  Hospital 
and  Clinics  over  100  beds  are  designated  for  cancer 
patients,  including  those  in  pediatrics,  surgery, 
gynecology,  urology,  and  medical  oncology.  Out- 
patient space  is  provided  in  the  K4-2  module  where 
over  10,000  outpatient  visits  occur  yearly.  The 
Cancer  Center  serves  as  a referral  base  for  a large 
part  of  Wisconsin  and  Northern  Illinois.  Table  3 
shows  the  major  diagnoses  of  these  patients.  These 
patients  participate  in  the  major  research  programs 
of  the  Center. 


Table  1 — Wisconsin  Clinical  Cancer  Center  Organization 


Dean 


Administrative  Advisory  Committee 


Director  WCCC 


External  Advisory  Committee 


Associate  Director 
Clinical  Programs 

Associate  Director 
Laboratory 
Programs 

Protocol  Review 

Study  Groups 

Regional  Cancer 
Activities 

Discipline  Groups 

Deputy  Director 


Associate  Director 
Prevention 
& Education 


Cancer  Prevention 


Assistant  Director 
Biometry 

Assistant  Director 
Administration 

Biometry 

Fiscal  Development 

Cancer  Education 
Committee 


Rehabilitation 

Committee 
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Financial  Support.  The  1981-82  financial  support  of 
the  WCCC  comprised  over  150  different  accounts 
(grants,  contracts,  projects,  etc).  These  accounts  are 
classified  by  source  into  one  of  six  possible  groups 
(federal  government,  UW  Medical  School,  other 
UW,  corporate  and  private  awards  and  gifts,  clinical 
fees,  or  reimbursement  services). 

Most  of  the  resources  for  the  Cancer  Center 
budget  come  from  federally  financed  grants 


Table  2 — Complementary  cancer  research  programs 

McArdle 

Laboratory 

Wisconsin  Clinical 
Cancer  Center/ 
Dept  of 

Human  Oncology 

Other  UW 
Departments 

Carcinogenesis 

Etiology 

Environmental 

Toxicology 

Nutrition 

Surgery 

Virology 

Immunobiology 

Pediatrics 

Medical 

Microbiology 

Biology 

Endocrinology 

Nutrition 
Animal  Science 
Surgery 

Pharmacology 

Pharmacy 

Surgery 

Radiobiology- 

Physics 

Radiology 

Physics 

Environmental 

Toxicology 

Surgery 

Hyperthermia 

Physiology 

Anatomy 

Medicine 

Radiology 

Prevention 

Psychology 
Medical  Genetics 

Biometry 

Statistics 

Table  3 — Distribution  by  primary  site  1981  cases 

Primary  Site 

Total 

Buccal  cavity  and  pharynx 

58 

Digestive  system 

340 

Respiratory  system 

279 

Soft  tissue 

104 

Breast 

353 

Bone 

11 

Female  genital 

224 

Male  genital 

129 

Urinary 

68 

Neural 

55 

Endocrine 

30 

Hematology 

239 

Primary 

42 

TOTAL 

1,932 

(69. 8 Vo).  The  Medical  School  provides  about  11. 2 Vo 
of  our  funding.  Increasingly,  we  are  dependent  on 
nonfederal  funds,  not  only  gifts  or  donations  but 
also  contracts  and  grants  from  private  corporations. 
The  largest  one  we  are  currently  involved  in  is  a 
grant  from  the  Cetus  Shell  Corporation  to  study 
interferons.  We  also  are  engaged  in  research  pro- 
grams with  companies  such  as  Eli  Lilly,  Hoffman 
LaRoche,  Abbott,  and  Proctor  and  Gamble,  to 
name  a few. 

Cancer  Center  functions.  The  clinical  care  provided 
our  patients  stems  not  only  from  our  research  pro- 
grams but  also  from  our  clinical  staff  that  includes 
five  radiotherapists,  11  medical  oncologists,  five 
pediatricians,  four  hematologists,  and  four  cancer 
surgeons.  The  patients’  problems  are  worked  out 
through  interactions  of  these  people  with  diagnos- 
ticians in  radiology  and  pathology.  Many  patients 
are  referred  to  the  WCCC  physicians  for  cancer 
care,  but  others  are  referred  for  second  opinions, 
consultations,  and  information  of  the  diagnosis 
and  treatment.  Additional  information  is  provided 
patients  and  their  relatives  through  contact  on  the 
phone  with  the  Cancer  Information  Service.  These 
counselors  provide  information  to  the  callers  about 
questions  that  the  individual  may  not  or  want  to  ask 
his  doctor. 

A major  function  of  the  Cancer  Center  is  to  train 
research  and  health  personnel.  Medical  students, 
nurses,  and  technicians  are  instructed  by  the  faculty 
on  cancer-related  problems.  Postgraduate  training 
also  is  provided  at  the  nurse  or  physician  levels. 
Training  at  the  PhD  level  also  is  given  by  the  WCCC 
members. 

Finally,  the  directions  of  cancer  therapy  research 
clearly  point  to  very  promising  possibilities.  Up  until 
now  cancer  has  had  to  be  treated  by  removal  or 
destroyed  by  radiation  and  chemicals.  These  all 
affect  normal  tissues  as  well  as  resulting  in  toxicity 
to  the  bone  marrow,  gastrointestinal,  nerves,  and 
other  systems.  However,  in  the  laboratory  we  are 
now  able  to  revert  cancer  cells  back  to  normal  non- 
lethal  cells.  There  are  modulators  of  cell  growth 
that  appear  to  control  cancer  cells  without  affecting 
normal  tissues.  Likewise,  techniques  are  being  de- 
veloped to  select  effective  and  avoid  noneffective 
drugs  in  treating  cancer  patients.  In  the  laboratory 
we  also  can  prevent  cancer  from  developing  even 
after  the  cancer-causing  substance  has  done  its  work. 
Thus,  the  future  of  cancer  therapy  looks  bright.  Not 
only  will  the  treatment  be  more  effective  but  also  it 
will  be  more  specific  and  not  affect  normal  tissues. 
The  translation  of  research  leads  like  this  to  clinic 
can  be  more  effectively  done  first  at  cancer  centers 
such  as  the  Wisconsin  Clinical  Cancer  Center  and 
then  made  available  to  communities  throughout 
the  state.  ■ 
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What  Does  Wisconsin  Have  That  No  Other  State  Has? 


( ) An  objective,  weekly  government  and  politics  magazine. 

( ) A comprehensive  weekly  public  affairs  journal. 

( ) An  organized,  indexed  weekly  reference  resource. 

( ) A statewide,  weekly  publication  that  doubles  as  an  extra  staffer. 

( ) A thumb. 

( ) All  of  the  above. 

If  you  flunked  this  quiz,  you  probably  missed  the  first  issues  of  Wisconsin  Report 
(answer:  All  of  the  above). 


But  all  is  not  lost.  For  the  rest  of  this  month  you 
can  still  sign  up  for  two  free  issues  to  see  if  you 
want  to  subscribe. 

Or  you  can  enroll  now  as  a Charter  Subscriber, 
and  receive  free  binders  for  the  life  of  your 
subscription. 


Just  Fill  In  And  Return  This  Coupon 


WISCONSIN  REPORTS  = 

Available  by  subscription  only,  at  $315  per  year. 

The  public  service  rate  (government,  public  libraries,  NAME: 

educational  institutions)  is  $235  per  year. 

□ Send  me  Wisconsin  Report  free  for  the  next  two 
weeks.  If  satisfied  I’ll  return  your  invoice  with  pay- 
ment. If  not  satisfied.  I'll  write  “cancel”  on  the 
invoice  and  return  it,  and  I owe  nothing. 

□ Send  me  Wisconsin  Report  free  for  the  next  two 
weeks  and  then  enroll  me  as  a Charter  Subscriber 
for  a full  year.  I understand  I’ll  receive  binders  for 
my  back  copies  for  the  life  of  my  subscription.  Bill 
me  later. 

□ Please  send  me  information  on  your  Query  Service 
which  gives  me  direct  access  to  your  Research  De 
partment. 


PHONE:. 


ADDRESS:. 


(For  further  information  regarding  Wisconsin  Repoit,  call  608/251-1221,  or  write  Bob  Decheine  at  Wisconsin  Reports,  Inc.  PO  Box  565,  Madison,  Wl  53701) 


Organizational 


Society  issues  policy  statement  on  ‘AIDS’ 


The  Board  of  Directors  of  the  State  Medical 
Society  approved  an  official  policy  statement  on 
“Acquired  Immune  Deficiency  Syndrome”  (AIDS) 
Saturday,  September  17,  in  Madison.  In  recent  weeks 
the  Society  has  been  working  with  the  State  Division 
of  Health,  the  Epidemiology  Section,  and  the  Gov- 
ernor’s Council  on  Lesbian  and  Gay  Issues  to  ensure 
that  AIDS  victims  continue  to  obtain  proper  medical 
treatment.  The  statement  will  be  published  in  the 
November  issue  which  will  contain  other  information 
on  AIDS. 

MORE  BOARD  OF  DIRECTORS  ACTION 

In  other  action  September  17,  the  SMS  Board: 

• Voted  to  advise  Blue  Cross-Blue  Shield  United 
(BC-BSU)  of  the  Society’s  strong  opposition  to  BC- 
BSU  directly  performing  Medicare  utilization  and 
peer  review  in  the  event  that  interim  funding  is 
unavailable  to  the  PSROs  from  October  1 , 1983  until 
late  1984  when  “PRO”  (Peer  Review  Organization) 
becomes  operational  in  Wisconsin. 

In  a letter  to  BC-BSU,  Society  President  Chesley 
P Erwin,  MD  urged  the  insurance  company  to  under- 
take any  interim  peer  review  function  only  on  a 
contract  basis  through  Wisconsin’s  two  PSROs. 
Doctor  Erwin  said  “assumption  of  this  operating  role 
by  BC-BSU  would  be  regarded  as  unwarranted  inter- 
ference with  the  intentions  of  Wisconsin  physicians 
to  obtain  the  PRO  designation.”  He  further  remind- 
ed BC-BSU  officials  that  physician  controlled  peer 
review  groups  are  to  be  given  preference  by  the  federal 
government  in  its  initial  designation  of  PROs. 

• Reviewed  proposed  DHSS  amendments  to  the 
Wisconsin  Medical  Assistance  Program  “Super- 
Rule”  and  objected  to  the  following  items: 

— Expanding  the  second-opinion  program  to  non- 
surgical  procedures. 

— Shortening  the  time  period  which  providers  have 
to  submit  claims  from  one  year  to  six  months. 

— Adding  new  grounds  for  involuntary  termina- 
tion of  providers  from  the  program. 

— Defining  physician  supervision  to  mean  “direct; 
on  premises”  supervision. 

— Failing  to  seek  input  from  appropriate  SMS 
committees  in  formulating  the  sections  dealing 
with  non-covered  services,  covered /noncovered 
services  in  ambulatory  surgical  centers,  and  cir- 
cumstances warranting  private  hospital  rooms. 


• Reaffirmed  its  position  that  any  health  insurance 
benefit  package  sold  in  the  state,  including  HMOs, 
PPOs,  and  IP  As,  should  provide  “adequate  coverage 
for  all  disease  entities,  including  inpatient  and  out- 
patient psychiatric  and  alcohol /drug  abuse 
treatment.” 

In  a related  matter,  the  Board  agreed  to  establish 
for  SMS  members  a health  insurance  program  that 
contains  improved  contract  provisions  for  nervous 
and  mental  disorders.  The  Board  also  adopted  a rec- 
ommendation of  the  Committee  on  Mental  Health 
that  the  Society  develop  a plan  for  peer  review  for 
psychiatric  services  that  can  be  utilized  by  insurance 
carriers  interested  in  bidding  on  the  SMS  group 
insurance  contract. 

• Appointed  a special  committee  to  proceed  with 
developing  a legislative  proposal  aimed  at  clarifying 
existing  state  policy  regarding  Health  Maintenance 
Organizations  (HMOs)  and  other  prepaid  health 
insurance  plans.  Appointed  to  the  committee  were: 
Timothy  T Flaherty,  MD,  Neenah;  Gerald  C Kemp- 
thorne,  MD,  Spring  Green;  Kenneth  M Viste  Jr  MD, 
Oshkosh;  William  P Crowley  Jr,  MD,  Madison; 
James  J Tydrich,  MD,  Richland  Center;  Cyril  M 
Hetsko,  MD,  Madison;  David  W Semian,  MD, 
Madison;  and  Russell  F Lewis,  MD,  Marshfield. 

The  Society  recently  completed  a review  of  HMO 
and  general  insurance  law  in  Wisconsin  and  con- 
cluded that  numerous  gaps  now  exist  in  HMO  laws 
and  the  Wisconsin  Insurance  Code  relative  to  HMOs. 

• Reaffirmed  Society  position  that  prescribing 
drugs  is  an  act  which  should  not  be  delegated  by 
physicians  to  other  health  professionals,  including 
prescriptions  telephoned  to  nursing  homes  or  phar- 
macies. The  action  came  in  response  to  a recent 
opinion  of  the  State  Medical  Examining  Board  that 
current  rules  and  statutes  permit  prescription  writing 
by  physician’s  assistants  in  certain  circumstances. 

• Supported  a Dept  of  Health  and  Social  Services 
regulation  prohibiting  an  office  nurse  from  relaying 
a physician’s  orders  for  prescriptions  to  a nursing 
home  nurse. 

• Heard  a report  from  Wisconsin’s  Delegation  to 
the  AMA  outlining  the  plans  to  promote  several  Wis- 
consin physicians  for  AMA  council,  commission,  and 
officer  posts  in  1984  and  beyond. 

continued  on  page  28 
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In  Good  Times  and  Bad, 

Our  Special  Equity  Fund  Has 
Consistently  Outperformed  the  Market 


If  your  equity  fund  hasn’t  performed  well 
over  time,  perhaps  it’s  time  to  consider 
First  Wisconsin  Trust.  We  deliver  results 
year  after  year  after  year  after  year  after. . . 


l 


SUPERIOR 
PERFORMANCE 


TIME 

PERIOD 

ANNUALIZED  TOTAL  RETURNS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor’s  500 

Consumer 

Price 

Index 

1974-1982 
(nine  years) 

+ 14.7% 

+ 9.4% 

+ 8.8% 

1977-1982 
(six  years) 

+ 16.4% 

+ 10.3% 

+ 9.2% 

1980-1982 
(three  years) 

+ 23.9% 

+ 15.2% 

+ 8.7% 

2 


PRESERVATION 
OF  PRINCIPAL 


BEAR 

MARKET 

YEARS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor’s  500 

Difference 

% 

1974 

performance 

(9.4%) 

(26.5%) 

+ 17.1% 

1977 

performance 

+ 0.2% 

( 7.3%) 

+ 7.5% 

1981 

performance 

+ 8.4% 

( 4.9%) 

+ 13.3% 

3 HIGH-QUALITY 
CHARACTERISTICS* 


Quality  Characteristics* 

(As  of  December  31,  1982) 

First 

Wisconsin 
Special 
Equity  Fund 

Standard 
& Poor’s 
500 

5-year  earnings/share  growth 

16.5% 
per  annum 

11.1% 
per  annum 

5-year  dividend/share  growth 

16.1% 
per  annum 

13.3% 
per  annum 

Average  return  on  equity  — 5 years 

16.5% 

16.0% 

Theoretical  reinvestment  rate 

15.6% 

10.4% 

Debt  to  capital  ratio 

34.7% 

34.2% 

If  your  equity  investments  are  short  on  long- 
term performance,  call  First  Wisconsin  Trust 
today.  We’ll  give  you  the  full  history  on  our 
Special  Equity  Fund.  With  the  year-in,  year-out 
data  on  its  superior  returns,  high  quality  and 
low  volatility.  And  we’ll  be  happy  to  discuss  a 
special  plan  tailored  to  meet  your  objectives. 
Please  contact  Mr.  Paul  Jones  at 
(414)  765-4444. 

*As  measured  by  tndata  Corporation 
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FIRST  WISCONSIN  TRUST  COMPANY 

First  Wisconsin  Center  • 777  East  Wisconsin  Avenue,  Milwaukee,  Wl  53202 


ORGANIZATIONAL  continued 


• Agreed  to  honor  Walter  Lewinnek,  MD,  Merrill, 
as  the  1983  Physician-Citizen  of  the  Year. 

• Will  inform  the  AMA  Council  on  Medical  Serv- 
ice that,  according  to  a recent  limited  response  survey, 
the  SMS  membership  favors  the  indemnity  system  of 
reimbursement  for  physicians’  services.  The  issue  will 
continue  to  be  discussed  at  upcoming  county  society 
meetings. 

• Endorsed  formation  of  a chapter  of  the  Students 
Against  Drunk  Driving  (SADD).  ■ 


Benevolent  Assistance 
fund  drive  underway 

Nearly  100  individuals  so  far  have  responded  to  a 
recent  appeal  for  funds  from  the  State  Medical 
Society’s  Impaired  Physician  Program. 

In  early  September  the  Managing  Committee  of  the 
program  sent  a letter  and  brochure  to  physicians, 
clinics,  and  hospitals  in  Wisconsin  describing  the  need 
for  additional  funding. 


Contributions  are  being  sought  to  establish:  1)  a 
low-interest  loan  program  to  help  impaired  physicians 
pay  for  inpatient  treatment,  and  2)  a general  purpose 
fund  to  pay  for  the  costs  of  coordinating  long-term 
support  and  monitoring  of  physicians  after  inpatient 
treatment  is  completed. 

According  to  Impaired  Physician  Program  Chair- 
man Gerald  Kempthorne,  MD,  at  least  ten  percent  of 
Wisconsin’s  impaired  physicians  either  have  no  health 
insurance  coverage  or  have  coverage  which  is  inade- 
quate to  pay  the  costs  of  inpatient  care.  In  addition, 
ten  percent  of  the  charges  for  rehabilitation  of  such 
physicians  go  unpaid. 

“Recovery  programs  at  a cost  of  $1,200  per  month, 
for  an  average  of  three  months,  are  essential  to  com- 
pletion of  the  two-year  recovery  program.”  Doctor 
Kempthorne  said,  “It  is  these  individuals  who  fre- 
quently are  unable  to  pay  for  inpatient  care  and 
recovery  home  rehabilitation. 

The  Impaired  Physician  Program  is  funded 
through  the  Society’s  Charitable,  Educational  and 
Scientific  Foundation.  Contributions  are  tax-deduct- 
ible and  payable  over  a two-year  period.  ■ 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 

ELEGANT  DINING  • FINE  WINES  • INTIMATE 
COCKTAIL  LOUNGE  • OPEN  DAILY  AT  5:00  PM 


“ For  an  elegant  night  of  Italian  dining.  ” — Prof  Herbert  Kubly,  Milwaukee  Journal  writer 
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CES  FOUNDATION 


The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
and  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributors for  May  and  June  1983. 


CONTRIBUTIONS— MAY  1983 

Nonrestricted 


Adrienne  Nelson;  SMS  Members — Voluntary  Contribu- 
tions 

Restricted 


Dane  County  Medical  Society  Auxiliary — Student  Loans 
Hoffman-LaRoche,  Inc;  Smith-Kline-Beckman  Corpo- 
ration— Drug  Diversion  in  the  Health  Profession 
LeRoy  and  Janice  Johnson;  Dane  County  Medical  So- 
ciety Auxiliary — Museum  of  Medical  Progress  Endow- 
ment Fund 

Mrs  William  Bennet — Aesculapian  Society  Dues 
Sheboygan  County  Medical  Society — Health  Careers 
Student  Loan  Fund  of  the  Sheboygan  County  Medical 
Society  A uxiliary 

Marathon  County  Medical  Society  Auxiliary— Marathon 
County  Medical  Society  A uxiliary  Student  Loan  Fund 
Barron-Washburn-Burnett  County  Medical  Society 
Auxiliary;  Brown  County  Medical  Society  Auxiliary; 
Dane  County  Medical  Society  Auxiliary;  Fond  du  Lac 
County  Medical  Society  Auxiliary;  Dodge  County 
Medical  Society  Auxiliary;  Manitowoc  County  Medical 
Society  Auxiliary;  Outagamie  County  Medical  Society 
Auxiliary;  Waukesha  County  Medical  Society  Auxili- 
ary; Winnebago  County  Medical  Society  Auxiliary; 
Wood  County  Medical  Society  Auxiliary — Harrington- 
Wright  Scholarship  Fund 

Memorials 


Earl  and  Alice  Thayer — Mrs  Ethel  Marshall  (Museum  of 
Medical  Progress  Endowment  Fund) 

State  Medical  Society — Joseph  G Gramling,  MD;  Syl- 
vester J Darling,  MD;  John  M Grinde,  MD;  Thomas 
H Flarity,  MD;  William  A Rauch,  MD;  Etheldred 
Schafer,  MD;  Richard  O Barnes,  MD;  Theodore  J 
Nereim,  MD;  Emmet  R Killeen,  MD;  Raymond  R 
Richards,  MD 

Dr-Mrs  Jewel  Huebner — Mrs  Oscar  Singstock 
DL-Elizabeth  Botham;  Dr-Mrs  Robert  Hendrickson; 
Robert  & Mary  Ann  Welch;  Dr-Mrs  Charles  Geppert; 
Gerald  & Mary  Rockers;  Myrtle  Alton;  John  & Mary 
Storer;  Josephine  C Stack;  Gladys  N Musser;  Jerry 
& Dorothy  Hiegel;  Francis  A Gottsacker;  Bill 


Schwoegler;  Suby,  Von  Haden  & Associates,  CPAs; 
The  Kemmans,  Robert  Hennesey  & J Crowley  Family; 
Dr-Mrs  Tamnit  Aususinha;  Dr-Mrs  Jefferson  Davis; 
Gale  & Greg  Foster;  John  & Pat  Schwartz;  Mrs  Ann 
Norsetter;  Paul  & Jo  Toltzien;  Mr-Mrs  Joseph  A 
Connors;  Jack  & Margaret  Gouger;  Mary  Ann  Flad; 
Dr-Mrs  Alwin  Schultz;  Loran  & Harold  Olson;  Hugh 
& Jeanne  Wallace;  Jerry  Derus  & Darlene  Johnston; 
Joan  & Jerry  Emmerich;  Kate  Verberkmoes  & Family; 
PF  Coughlin  Family;  Joan  Pyre;  Dr-Mrs  George  Vogt 
— William  Crowley  III,  MD  (Student  Loan  Fund)  ■ 


CONTRIBUTIONS— JUNE  1983 

Nonrestricted 


SMS  Members — Voluntary  Contributions 

Restricted 


Eau  Claire-Dunn-Pepin  County  Medical  Society  Auxil- 
iary— Student  Loan  Fund 
Mrs  K Alan  Stormo — Aesculapian  Society 
Eau  Claire-Dunn-Pepin  County  Medical  Society  Auxil- 
iary; Wisconsin  Health  Council,  Inc;  Marshfield  Clinic 
— Museum  of  Medical  Progress  Endowment  Fund 
McNeil  Pharmaceutical — Drug  Diversion  in  the  Health 
Profession 

Eau  Claire-Dunn-Pepin  County  Medical  Society  Auxil- 
iary— Harrington-  Wright  Scholarship  Fund 
L Wayne  Brown — Brown-Pellegrino  Loan  Fund 
Mrs  K Alan  Stormo — Beaumont  “500”  Pledge  (Museum 
of  Medical  Progress  Endowment  Fund) 

LC  Pomainville,  MD — LC  Pomainville,  MD  Fund 

Memorials 


Mrs  Cyrus  G Reznichek — Ken  Sunberg;  Mrs  Stanley 
Skroch  (CG  Reznichek,  MD  Student  Loan  Fund) 

Wm  & Marlene  Wendle;  LeRoy  & Janice  Johnson — 
Frances  Wermuth  (Museum  of  Medical  Progress  En- 
dowment Fund) 

Pierce-St  Croix  County  Medical  Society — Ferdinand  O 
Grass!,  MD 

Eau  Claire-Dunn-Pepin  County  Medical  Society  Auxil- 
iary— Pearl  Moland 

Dane  County  Medical  Society — Theodore  J Nereim,  MD 
Earl  & Alice  Thayer — David  Lippert;  Dan  A Lawton 
Jean  & Asbury  Coward,  III — Mrs  Gosin 
Mavis  Minor — Frances  Wermuth 
William  T Russell,  MD — Homer  Carter,  MD;  William 
Crowley,  III,  MD;  John  Grinde,  MD;  Theodore 
Nereim,  MD;  Daniel  Lawton 

State  Medical  Society — Gwilym  Davies,  MD;  Conde  F 
Conroy,  MD;  FO  Grass/,  MD;  LJ  Deysach,  MD; 
Arthur  Pleyte,  MD;  Daniel  Schroder,  Jr,  MD;  An- 
thony Pagliaca,  MD;  Kenneth  L Haman,  MD;  Ken 
Momtaz,  MD;  Frances  Wermuth  ■ 
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TUCKS® 

Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoid*  and  other  anorectal  uae*  — TUCKS  extra- 
soft  cloth  pads  allow  for  the  gentlest  possible  application  to 
tender,  inflamed,  hemorrhoidal  tissue  TUCKS  are  effective 
cleansing  pads  for  everyday  personal  hygiene  Used  on 
outer  rectal  areas,  they  remove  residue  that  can  bring  on 
more  irritation  Pads  are  premoistened  with  50%  witch 
hazel.  10%  glycerin  USP  and  de-ionized  purified  water 
USP  which  acts  as  a cooling,  soothing  lotion  to  help  com- 
fort sensitive  anorectal  tissue 

Vaginal  Uses  — Comforting  as  an  adjunct  in  postoperative 
care  after  episiotomies  and  other  vaginal  surgery  or  when 
relief  from  vaginal  itching,  burning  or  irritation  is  required 


ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription 

Description:  Each  Anusol-HC  Suppository  contains  hydro- 
cortisone acetate,  10  0 mg.  bismuth  subgallate.  2 25%  bis- 
muth resorcin  compound.  1 75%,  benzyl  benzoate,  1.2%; 
Peruvian  balsam.  18%.  zinc  oxide.  11  0 mg;  also  contains 
the  following  inactive  ingredients  dibasic  calcium  phos- 
phate. and  certified  coloring  in  a hydrogenated  vegetable 
oil  base 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone 
acetate.  5 0 mg.  bismuth  subgallate.  22  5 mg,  bismuth 
resorcin  compound.  17  5 mg.  benzyl  benzoate.  12  0 mg; 
Peruvian  balsam.  18  0 mg,  zinc  oxide.  110  0 mg,  also  con- 
tains the  following  inactive  ingredients  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbi- 
tan  monostearate  in  a water- miscible  base  of  mineral  oil, 
glyceryl  stearate  and  water 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help 
to  relieve  pain,  itching  and  discomfort  arising  from  irritated 
anorectal  tissues  These  preparations  have  a soothing, 
lubricant  action  on  mucous  membranes,  and  the  antiinflam- 
matory action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily 
effective  because  of  its  antiinflammatory,  antipruritic  and 
vasoconstrictive  actions 

Indication*  and  U*age:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the  sympto- 
matic relief  of  pain,  itching  and  discomfort  in:  external  and 
internal  hemorrhoids,  proctitis,  papillitis,  cryptitis.  and  fis- 
sures. incomplete  fi6tulas.  pruritus  am  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol®  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  are  contraindicated  in  those  patients  with  a his- 
tory of  hypersensitivity  to  any  of  the  components  of  the 
preparations 

Warnings:  The  safe  use  of  topical  steroids  during  preg- 
nancy has  not  been  fully  established  Therefore,  during 
pregnancy,  they  should  not  be  used  unnecessarily  on 
extensive  areas,  in  large  amounts  or  for  prolonged  periods 
of  time 

Precautions:  General:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects 

If  irritation  develops.  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  should  be  discontinued  until  the  infec- 
tion has  been  adequately  controlled 

Anusol-HC  is  not  for  ophthalmic  use 
Pregnancy:  See  "WARNINGS" 

Pediatric  Use:  Care  should  be  taken  when  using  the  corti- 
costeroid hydrocortisone  acetate  in  children  and  infants 
Dosage  and  Administration:  Anusol-HC  Suppositories  — 
Adults  Remove  foil  wrapper  and  insert  suppository  into 
the  anus  Insert  one  suppository  in  the  morning  and  one 
at  bedtime  for  3 to  6 days  or  until  inflammation  subsides 
Then  maintain  comfort  with  regular  Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  the  tube  cap  and  apply  to 
the  exterior  surface  and  gently  rub  in  For  internal  use,  at- 
tach the  plastic  applicator  and  insert  into  the  anus  by 
applying  gentle  continuous  pressure  Then  squeeze  the 
tube  to  deliver  medication  Cream  should  be  applied  3 or 
4 times  a day  for  3 to  6 days  until  inflammation  subsides 
Then  maintain  comfort  with  regular  Anusol  Ointment 

NOTE:  II  staining  from  either  ol  the  above  products 
occurs,  the  stain  may  be  removed  Irom  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories  — boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in 
silver  foil  strips  with  Anusol-HC  printed  in  black 

Anusol-HC  Cream  — one-ounce  tube  (N  0071-3090-13) 
with  plastic  applicator 
Store  between  15°  - 30°  C (59°  - 86°  F). 

1089G010 


HMO???  IPA???  PPO???  DRG??? 

Physicians:  Call  now  - and  have  us  prepare  your 
direct  mail  letters  and  explanatory  brochures  for 
your  NEW  and  EXISTING  patients!! 


Creative  Brilliance  Associates 

P.O.  Box  4237  • 4709  Sherwood  Road 
Madison,  WI  53711 

608-271-6867 

...Specializing  in  marketing,  publicity  and 
advertising  for  professionals  for  over  15  years... 


CES  FOUNDATION 

CONTRIBUTIONS— JULY  1983 


The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
Find  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributions for  July  1983. 

Nonrestricted 

SMS  Members-  Voluntary  Contributions 

Restricted 

Wisconsin  Rural  Rehabilitation  Corp;  McFarland  Family 
Physicians;  Community  Medical  Group-Mondovi; 
Family  Medical  Clinic-Merrill;  Wyeth  Laboratory; 
Algoma  Clinic-J  March,  MD-Summer  Student  Extern- 
ship  Program 

Fredrick  Wood  Jr,  MD-Impaired  Physician  Program 

Memorials 

Carol  and  Bernie  Maroney -Walter  J Woloschek,  MD 
(B  S Maroney  Memorial  Fund) 

Maxine  Gilbert-5  S Maroney  Memorial  Fund 

Dolores  M Johnston-A/wa  Satory  (Aesculapian  Society ) 

Dr-Mrs  Wm  C Janssen-Tames  Balding;  Raymond  Het- 
terick  (Museum  of  Medical  Progress  Endowment 
Fund) 

Joan  E Janssen;  Nell  M Lyons;  Charlotte  A Smollen- 
Mina  Satory  (Museum  of  Medical  Progress  Endow- 
ment Fund) 

Doris  Ripp  and  Shirley  Beyer  -Francis  Wermuth 

Joan  Byre-Waiter  J Woloschek,  MD 

Mr-Mrs  Clarendon  Bradley -Henry  Wilson,  MD 

State  Medical  Society -JF  Walsh,  MD;  JI  Bunke,  MD; 
Henry  M Wilson,  MD;  Homer  M Carter,  MD;  Walter 
J Woloschek,  MD;  Earl  G Schulz,  MD;  Bernard  P 
Churchill,  MDU 


Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  start s to  relieve  his 
discomforting  symptoms? 

\dlium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Vilium  has  an  efficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur.  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Vilium. 

Yet  another  benefit  Vilium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Vilium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vi  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
\hlrelease™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Yklrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  \hlium  (or  Vil release) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  \alium  and  \hlrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  "Vlium  and  Vilrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

Valium 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page  / ROCHE 


Valium®  (diazepam/Roche)®  Tablets 

Valrelease™  (diazepam/Roche)®  slow-release  Capsules 

Injectable  Valium®  (diazepam/Roche ) (W 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg , operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V.  inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  wrist . use  extreme  care  to  avoid  intra  arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects  — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  ’Iagamet  (cimetidine)  administration.  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available.  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated 
Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hvperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

ijtjEctABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral:  Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 \hlrelease  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed.  Adjunctively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunctively  in  convulsive  disorders — tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  2'/2  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Milium  has  been  determined  as  the  optimal  daily 
dose. 

Children:  Tablets — 1 to  2 V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months) 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I V, 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added.  (See  Warnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

IV  use.  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra  arterial  administration  or  extravasation.  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  I V,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  I V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  IV  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I.M.  or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  I V slowly,  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  I.M.  or  IV,  repeat  every  3 to  4 hours  if  necessary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (IV  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (IV  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  IV 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  IV  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  IV  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  prior 
to  procedure.  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  IV  within  5 to  10  minutes  prior  to  procedure  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ 
general  supportive  measures,  IV  fluids,  adequate  airway.  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

oral  Valium  scored  tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse- numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Vh  Ire  I ease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30. 

injectable  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1 ; Tel-E-Ject®  (dis- 
posable syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 


If  you’re  considering  in-office  hematology  testing... 

Hematology  Systems  From  Bio-Dynamics 
Have  The  Advantages  You  Can  Count  On. 


The  excellence  of 

Coulter-built  instruments  — Bio- Dynamics 
is  the  sole  source  of  Coulter-built  hematology  instru- 
ments for  the  doctor's  office.  Coulter  is  the  instrument 
of  choice  in  most  hospital  and  reference  laboratories, 
and  the  Coulter  name  is  synonymous  with  cell  count- 
ing systems  today.  Now  the  acclaimed  Coulter 
principle  of  electronic  sizing  and  cell  counting — the 
most  sophisticated,  accurate  and  reliable  method 
available — is  brought  to  the  physician  office  lab  by 
Bio-Dynamics. 

The  expertise  of  Bio-Dynamics— 

Bio-Dynamics  personnel  are  experts  in  helping  you  to 
choose  systems  that  suit  your  individual  needs,  in 
supplying  reagents,  and  in  on-site  training  of  office 
personnel.  When  you  purchase  or  lease  a 
Bio- Dynamics  hematology  system,  you  have 
acquired  a complete  service  organization  to  meet 
all  your  office  testing  needs. 

A system  to  suit  the  needs 
Of  your  practice — These  systems  are  the  most 
dependable,  accurate  and  sophisticated  available 
today.  Most  functions  are  fully  automated,  so  the 
systems  are  very  easy  to  use.  Self-monitoring,  self- 
cleaning and  compact,  they  are  perfectly  designed 
for  the  doctor's  office.  With  a variety  of  features  to 
choose  from,  one  of  these  systems  is  sure  to  be  right  for 
the  needs  of  your  practice. 


Experience  counis  in 
hematology  systems  from 

Bio-Dynamics 

The  first  name  in 
physician  office  diagnostics 


Bio-Dynamics 

A Boehringer  Mannheim  Division 

9115  Hague  Road,  Indianapolis,  IN  46250 


/ 


Free  stethoscope  and  financial  analysis 

Send  in  this  coupon  to  request  a no-obligation  demonstration 
of  the  new  Bio-Dynamics  hematology  systems  and  you  will  receive  a S 
free  stethoscope  and  computerized  financial  analysis  of  S 
the  benefits  of  hematology  testing  to  your  practice.  - 
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ibuprofen,  Upjohn 

600 mg  Tablets 


More  convenientfbr  your  patients 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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In  vitro  studies  demonstrate 

Bactericidal  activity 


with  minimal 
resistance 


RAPID  IN  VITRO  DESTRUCTION 
OF  E.  COLr 


Percent  of  isolates  of  common  uropathogens  sensitive  to  BACTRIM  and  to  other  antimicrobials 
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Kill  curve  kinetics  of  Bactrim 
and  its  individual  components 
against  E coli  in  vitro  1 


Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing 

Source:  The  Bacteriologic  Report,  BAC-DATA  Medical  Information  Systems,  Inc  , Winter  Series,  1981-82 
Numbers  under  percentages  refer  to  the  projected  number  of  isolates  tested 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  coli 12  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganii3 — the  most  common  causative  organisms  of  urinary  tract 
infections.4  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.5  In  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy64' 
Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains542  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
Initial  episodes  of 
uncomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial. 


Bactrim  DS 


(trimethoprim  and  sulfamethoxazole/Roche) 

b.i.d.  for  recurrent  urinary  tract  infections 

*ln  vitro  data  do  not  necessarily  predict  clinical  results. 


Copyright  © 1983  by  Hoflmann-La  Roche  Inc  All  rights  reserved 


See  next  page  for  references  and  a summary  of  product  information. 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Kramer  MJ, 
Mauriz  YR,  Robertson  TL.  Timmes  MD:  Morphological  studies  on  the  eifeui  o! 
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Bactrim  DS 

(trimethoprim  and  sulfamethoxazole/Roche} 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kermc- 
terus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 3-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are  recommended,  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is 
noted. 

Precautions:  General:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon  Due  to 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies. 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN, 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp  (20  ml)  bid  for  10-14  days  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  ml/mm.  It  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children  s dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  20  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz 
(1  pint)  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  tea  spoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Kay  Smith 

QC  Tester  & Inspector 
“When  my  husband  and  I got  mar- 
ried, we  paid  for  our  wedding  with 
U.S.  Savings  Bonds  my  grandpar- 
ents gave  me  when  I was  born. 
Now  I buy  U.S.  Savings  Bonds 
because  they  are  the  only  way  I 
can  really  be  sure  I'll  have  money 
for  my  1 4 year  old  daughter's  edu- 
cation. It’s  a safe  way  for  me  to 
save  because  I'm  not  as  tempted 
to  cash  in  my  bonds  as  I would  be 
to  spend  cash.” 


Interest  in  New 
U.S*  Savings  Bonds 
is  growing  daily 
atGilbarco 
in  Greensboro . 


Barton  Brown 
Assistant  Treasurer 
“In  my  opinion,  for  the  small  inves- 
tor, U.S.  Savings  Bonds  are  a 
good  investment.  With  a guaran- 
teed floor  of  7.5%  and  the  backing 
of  the  U.S.  government,  there  is  no 
risk  of  principal  and  there  is  guar- 
anteed appreciation.  With  the 
power  of  compound  interest  and 
the  benefit  of  deferred  taxes,  you 
can  have  a nice  nest  egg  in  just  a 
few  years." 


NEW 

VARIABLE  RATE  BONDS 
MAKE  IT 

SMART  TO  rJake  # ^ » 

stockV;^ 


M 


in^merica. 


A Public  Service  of  This  Publication 


Director  of  Sales 
Department  of  the  Treasury 
U S Savings  Bonds  Division 
Washington.  D C 20226 

Yes,  please  send  me  Free  information  about  the  Payroll 
Savings  Plan. 

Name 

Position 

Company 

Address 

City State Zip 
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MEMBERSHIP  DIRECTORY  — UPDATE 


The  following  information  is  being  provided  from  Membership  reports  and  from  individual  members  for  updating  the  1983 
Membership  Directory  as  published  in  the  July  issue  of  the  Wisconsin  Medical  Journal.  Because  of  space  limitations  ad- 
dress changes  and  phone  numbers  will  not  be  included  in  this  Update;  however,  they  will  be  changed  in  Membership  records. 
County  transfers  will  be  included  when  processing  has  been  completed  by  the  Membership  Department. 


New,  reelected,  or  reinstated  members 

(complete  information) 

Changes  in  specialties  and/or  Board  certification  (*) 

(changes  only  with  member’s  name) 


By  county  medical  society 


BROWN 


IM 

Hujet,  Kenneth  J 

1745  Dousman  St 
Green  Bay  W1  54303 

CD  IM* 

Pathakjee,  Bharat  Y 

704  S Webster  Ave 
Green  Bay  WI  54301 

IM*  GE 
Wahl,  Leonard  J 

704  S Webster  Ave 
Green  Bay  WI  54301 

AN 

Waraczynski,  Susan  E 

807  Marvelle  Ln,  #204 
Green  Bay  WI  54304 

CHIPPEWA 

FP* 

Gladitsch,  Richard  E 

1507  Vine  St 
Bloomer  WI  54724 

COLUMBIA-MARQUETTE- 

ADAMS 


GS* 

Faylona,  Renato  T 

DANE 

Aasen,  Mark  K 

22  S Charter  St 
Madison  WI  53715 

Adler,  Kenneth  P 

529  W Wilson  St 
Madison  WI  53703 

Andrews,  John  S 

4 South  Mills  St 
Madison  WI  53715 


Arnold,  Julie 

622  N Henry  St 
Madison  WI  53703 

Asperheim,  Mark  S 

1 1 3 Sunny  Meade  Ln,  #1 
Madison  WI  53713 

Aschenbrener,  Scott  J 

2206  Kendall  Ave,  #B 
Madison  WI  53705 

Barr,  Mary  Beth 

210  Highland  Ave 
Madison  WI  53705 

Bartos,  Beth 

1 1 S Hancock  St 
Madison  WI  53703 

Bartos,  Stephen  R 

5335  Brody  Dr,  #204 
Madison  WI  53705 

Beine,  Laurie  B 

1333  Mound  St 
Madison  WI  53715 

Berens,  Linda  J 

1717  Van  Hise  Ave 
Madison  WI  53705 

Beres,  Robert 

507  W Wilson  St,  #206 
Madison  WI  53703 

Bertram,  Lawrence  J 

1717  Simpson  St,  #1 10 
Madison  WI  53713 

Black,  Pamela  O 

1820  Fisher  St 
Madison  WI  53715 

Bohlmann,  Brian  J 

4859  Sheboygan  Ave 
Madison  WI  53705 


Bohn, John  M 

2060  Allen  Blvd,  #24 
Middleton  WI  53562 

Braun,  Michael 

2040  E Glendale  Ave 
Whitefish  Bay  WI  53211 

Bringe,  Ann 

21 1 1 University  Ave,  #10 
Madison  WI  53705 

Britton,  Jeff 

402  Chamberlain  Ave,  #5 
Madison  WI  53705 

Brook,  Michael 

1810  Fordem  Ave,  #23 
Madison  WI  53704 

Brynildson,  Sanee  M 

1404  Vilas  Ave,  #3 
Madison  WI  53711 

Burr,  Roger  K 

1 12  N Mills  St,  #107 
Madison  WI  53715 

Butkiewicz,  Russ 
1342  Jenifer  St 
Madison  WI  53703 

Byers,  Rebecca  L 
4008  Hiawatha  Dr 
Madison  WI  5371 1 

Carlson,  Donald  P 

2571  B University  Ave 
Madison  WI  53705 

Chang,  David  W 

15  Coyne  Ct,  #12 
Madison  WI  53715 

Cherney,  Jeffrey  J 
409  Palomino  Ln,  #25 
Madison  WI  53705 

Chybowski,  Frank  M 
4 South  Mills  St 
Madison  WI  53715 

P IM* 

Clagnaz,  Peter  J 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 

Codings,  Catherine 

2019F  University  Ave 
Madison  WI  53705 


Daggatt,  Wanda 
1133  Petra  PI,  #4 
Madison  WI  53713 

Dastgheib,  Holly 

305  North  Frances 
Madison  WI  53703 

Derlan,  Stephen  R 

505  N Blackhawk  Ave 
Madison  WI  53705 

Dozer,  David  W 
2314  High  Ridge  Tr 
Madison  WI  53713 

FP 

Drabinowicz,  Sallie  E 
919  Lake  Ct 
Madison  WI  53715 

Ebben,  James  R 

2347  Allied  Dr,  #120 
Madison  WI  53711 

Ecklund,  Dan  L 

99  Lakewood  Gardens 
Madison  WI  53704 

Ellis-Metz,  Mary  Kay 

16  E Gorham  St,  #19 
Madison  WI  53703 

Fischer,  Scott 
1 10  Breese  Terr 
Madison  WI  53705 

Evans,  Kirsten 

623  Caroline  St 
Janesville  WI  53545 

Faure,  Bruce  T 

1932  University  Ave,  #701 
Madison  WI  53705 

Felton,  William  R 

215  N Frances  St,  #702 
Madison  WI  53703 

Feltes,  James 
2203  Wood  view  Ct,  #6 
Madison  WI  53713 

Finnane,  Kelly 

2925  Harvey  St 
Madison  WI  53705 
OBG 

Fok,  Joseph  S 

1313  Fish  Hatchery  Rd 
Madison  WI  53715 
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DANE  continued 

Hoffmann,  Jeffrey 

15  Coyne  Ct,  #12 

Fox,  Stephen  P 
2934  Bluff 

Madison  WI  53715 

Madison  WI  53705 

Hollister,  Mark 

433  W Gilman  St,  #303 

Gallo,  Diane 

2531  Chamberlain  Ave 

Madison  WI  53703 

Madison  WI  53705 

Holtzman,  Sherry  L 

4205  St  Clair  St 

Gaver,  Jeffrey  W 
35059  Wayfair  Tr 

Madison  WI  5371 1 

Oconomowoc  WI  53066 

Huhn,  Jeffrey  J 

933  W Johnson  St 

Gitter,  Michael 
2604  Kendall  Ave 

Madison  WI  53715 

Madison  WI  53705 

Jacobs,  Lois 
1275  Lathers 

Goldstein,  Neal 
6502  Gettysburg  Dr 

Oregon  WI  53575 

Madison  WI  53705 

Jantz,  Elizabeth  M 

1519  Simpson  St,  #104 

Gray,  Pamela 
109  Alden  Dr 

Madison  WI  53713 

Madison  WI  53705 

Johnson,  Peter  R 

8 Waubesa  St 

Greenwood,  Gaylinn 

151  E Gilman  St,  ^2 

Madison  WI  53704 

Madison  WI  53703 

Johnson,  Steven  D 
425  Paunack  PI,  #1D 

Grieshop,  Richard  J 

5013  Flambeau  Rd 

Madison  WI  53705 

Madison  WI  53705 

Jorgensen,  Daniel 

433  W Gilman  St,  #303 

Groh,  William  J 

1402  Regent  St 

Madison  WI  53703 

Madison  WI  53711 

Kemp  Jr,  G Joseph 

2302  University  Ave,  #310 

Haas,  Randall  S 

427  W Main  St 

Madison  WI  53705 

Madison  WI  53703 

Ketchum,  Kevin  L, 

406  S Mills  St,  #3 

Haker,  Katherine 

4425  N Lake  Dr 

Madison  WI  53715 

Shorewood  WI  5321 1 

Kleinerman,  David  I 

203  North  Frances 

Hallett,  Mark  B 

1726  Regent  St 

Madison  WI  53703 

Madison  WI  53705 

Kolbeck,  Scott 

517  W Washington  Ave,  #1 

Hamman,  William 

1938  Kendall  Ave 

Madison  WI  53703 

Madison  WI  53705 

Krause,  Forrest 

1010  Mound  St,  #223 

Hardie,  Robert 

212  Marion  St,  #207 

Madison  WI  53715 

Madison  WI  53703 

Lambo,  Michael  J 

2717  Milwaukee  St 

Hart,  Kevin 

113  Sunny  Meade  Ln 

Madison  WI  53704 

Madison  WI  53713 

Liddell,  Rachel 

114  N Franklin  St 

Heili,  Michael 

322  S Hamilton  St,  #2 

Madison  WI  53703 

Madison  WI  53703 

Lopez,  Frank 

2109  University  Ave 

Hendrickson,  Tiffany 

4813  Terminal  Dr 

Madison  WI  53705 

McFarland  WI  53558 

Lorenz,  Alan  D 

8067  Highway  G 

Hinke,  David  H 

1608  Madison  St 
Madison  WI  53711 

Verona  WI  53593 

Magnin,  Julie 

4053  Cherokee  Dr 
Madison  WI  53711 

Peaslee,  Douglas  F 

745  W Washington  Ave,  #201 

Madison  WI  53703 

Malchow,  Randall  J 

1606  Fordem  Ave,  #104 
Madison  WI  53704 

Peck,  Steven  H 
1008  Vilas  Ave 
Madison  WI  53715 

Mallampalli,  Rama  K 

1308  Spring  St,  #212 
Madison  WI  53715 

Peterson,  Bradley  S 

450  N Few  St,  #1 
Madison  WI  53703 

Marshall,  Thomas  G 

2206  Kendall  Ave,  #B 
Madison  WI  53705 

Pung,  Brian  J 

2314  High  Ridge  Tr 
Madison  WI  53713 

Mayer,  Steven  L 
5301  Westport  Rd 
Madison  WI  53704 

Qualey,  Beth 

408  S Mills  St 
Madison  WI  53715 

McCrath,  Joan  M 

306  Chamberlain  Ave 
Madison  WI  53705 

Radcliffe,  Noel  A 

2601  University  Ave 
Madison  WI  53705 

McGrath,  Mary  E 

649  E Johnson  St,  #2 
Madison  WI  53703 

Redmann,  Beverly  J 

2014  Monroe  St 
Madison  WI  53711 

McKee,  Daniel  P 

1214  Spring  St,  #27 
Madison  WI  53715 

Rein,  David  A 

2406  Sommers  Ave 
Madison  WI  53704 

Meyer,  Timothy  A 
2221  Post  Rd,  #1 1 
Madison  WI  53713 

Roberts,  John  A 

1431  Morrison  St 
Madison  WI  53703 

Mielke,  Douglas  W 
2347  Allied  Dr,  #120 
Madison  WI  53711 

Rohde,  David  C 

2933  Fish  Hatchery  Rd,  #204 
Madison  WI  53711 

Mitchell,  James  R 

121  Gaslight  Sq,  #8 
Madison  WI  53713 

Roman,  Manuel 

202  N Charter  St 
Madison  WI  53715 

Nelson,  Lori  A 

1327  E Dayton  St 
Madison  WI  53703 

Rusy,  Lynn  Marie 
2621  Smithfield  Dr,  #10 
Madison  WI  53719 

Neuman,  Michael 

813  C Eagle  Heights 
Madison  WI  53705 

Ryan,  Ellen 

1835  Rowley  Ave 
Madison  WI  5371 1 

Novachek,  Tom  F 

314  S Brooks  St,  #2 
Madison  WI  53715 

Sagert,  Larry  P 

1402  Regent  St,  #602 
Madison  WI  53711 

O’Hora,  Kevin 

445  W Gilman  St,  #8 
Madison  WI  53703 

Salton,  Laurel  B 

2925  Harvey  St 
Madison  WI  53705 

EM*  IM* 

Olsky,  Mark 

Olson,  Pamela  A 

444  W Washington  Ave 
Madison  WI  53703 

Ongna,  Daniel  L 

1315  Randall  Ct 
Madison  WI  53715 

Sasse,  Scott 

2121  University  Ave,  #17 
Madison  WI  53705 

Scammell,  Derek  A 

4701  Sheboygan  Ave,  #224 
Madison  WI  53705 

Scerpella,  Patrick 
4 South  Mills  St 
Madison  WI  53715 

Page,  Carole  Ann 

401  N Eau  Claire  Ave,  #1  15 

Madison  WI  53705 
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DANE  continued 

Scheig,  William  B 

525  E Mifflin  St,  *1 
Madison  WI  53703 

Schroth,  Mary  K 

702  Eugenia  Ave 
Madison  WI  53705 

Schuette,  Anne 

1 E Gilman  St,  *206 
Madison  WI  53703 

Shapson,  Mark 

840  E Gorham  St 
Madison  WI  53703 

Shariff,  Mansoor 
1606  Fordem  Ave,  *104 
Madison  WI  53704 

Sheth,  Ketan 

1154  Petra  PI,  *3 
Madison  WI  53713 

PD* 

Smith,  Greg  G 
1912  Atwood  Ave 
Madison  WI  53704 

Steffes,  Christopher  P 
1905  Birge  Terr 
Madison  WI  53705 

Stein,  David  I 

545  W Johnson  St 
Madison  WI  53703 

Steiner,  Robert  D 

813  Garfield  St,  *2 
Madison  WI  53711 

Stoddard,  Jeffrey  J 

303  F Eagle  Heights 
Madison  WI  53705 

Stucki,  Judith  M 

1317  Rutledge  St 
Madison  WI  53703 

Sutton,  Daniel  J 

1425  Mound  St 
Madison  WI  53711 

Tarantino,  Michael  D 

933  W Johnson  St 
Madison  WI  53715 

Temte,  Jonathan  L 

15  Coyne  Ct,  *1 
Madison  WI  53715 

Thiel,  Marcella  L 

933  W Johnson  St 
Madison  WI  53715 

Thomas,  James  P 
1165  Petra  PI,  *3 
Madison  WI  53713 


NS  GS 

Toutant,  Steven  M 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 

Tran,  Hai  T 

1402  Regent  St,  *634 
Madison  WI  53711 

Tschoeke,  Richard  W 

1321  University  Ave 
Madison  WI  53715 

PTH* 

Turski,  Deborah  M 

309  W Washington  Ave 
Madison  WI  53703 

R* 

Turski,  Patrick  A 

600  Highland  Ave 
Madison  WI  53792 

Udell,  John 

203  J Eagle  Heights 
Madison  WI  53705 

Urban,  Mark  A 

505  W Blackhawk  Ave 
Madison  WI  53705 

Van  de  List,  Craig  L 
2128  High  Ridge  Tr,  *206 
Madison  WI  53713 

Veregge,  Paul  A 
1117  Catalpa  Circle 
Madison  WI  53713 

Verger,  Lynn  R 

933  W Johnson  St 
Madison  WI  53715 

Verro,  Piero 

177  Jackson  St 
Madison  WI  53704 

Vlach  Jr,  Robert  E 

2347  Allied  Dr,  *120 
Madison  WI  53711 

Waniger,  Ricky  J 

1323  W Dayton  St,  *6 
Madison  WI  53715 

Warner,  Jacqueline 

702  Eugenia  Ave 
Madison  WI  53705 

Weynand,  Linda 

11  Larkin  St 
Madison  WI  53705 

Whitcomb,  Robert 

1534  Adams  St 
Madison  WI  53711 

Whitford,  Laura 

23 11  West  Badger  Pkwy 
Madison  WI  53713 


CDS  GS* 

Williamson,  Warren  A 

7409  Tree  Lane 
Madison  WI  53717 

Wong,  Agnes 
534  S Park  St 
Madison  WI  53715 

Woodhouse,  Mary 
1317  Milton  St 
Madison  WI  53715 

Zarling,  Terry  A 

1810  Fordem  Ave,  *23 
Madison  WI  53704 

Zentner,  Kathy  L 

105  N Spooner  St 
Madison  WI  53705 

Zibell,  Jeffrey  K 

2314  High  Ridge  Tr 
Madison  WI  53713 

DODGE 


FP 

Erickson,  Daniel  R 

336  East  Lake  St 
Horicon  WI  53032 

FOND  DU  LAC 


AN 

Choe,  Don  Sik 

936  Windsor  Ave 
Fond  du  Lac  WI  54935 

PD* 

Font,  Eugenio 

92  E Division  St 
Fond  du  Lac  WI  54935 

KENOSHA 


PTH*  CLP 
Thackenkary,  Leela  C 

3556  Seventh  Ave 
Kenosha  WI  53140 

ORS  R 

Werbie,  Thomas  S 
6530  Sheridan  Rd 
Kenosha  WI  54142 

LA  CROSSE 

AN* 

Grootwassink,  Lois  W 
1836  South  Ave 
La  Crosse  WI  54601 

LINCOLN 


FP* 

Saeger,  Stephen  L 
716  East  2nd  St 
Merrill  WI  54452 


MARATHON 


FP 

Barr,  Elizabeth  G 

995  Campus  Dr 
Wausau  WI  54401 

FP 

Coates,  John  T 
995  Campus  Dr 
Wausau  WI  54401 

GS*  OM 

Gustavson,  Warner  H 

1103  Parcher  St 
Wausau  WI  54401 

FP 

Harrison,  James  F 

995  Campus  Dr 
Wausau  WI  54401 

FP 

Nocoski,  Rick  A 
995  Campus  Dr 
Wausau  WI  54401 

MILWAUKEE 


OBG 

Barr,  Carmela  A 

1 1035  W Forest  Home  Ave 
Hales  Corners  WI  53130 

Bear,  Brian  J 

1246  N 68th  St,  *204 
Milwaukee  WI  53213 

FP* 

Goldmann,  Robert  W 

2900  W Oklahoma.  Ave 
Milwaukee  WI  53215 

PM  IM 

Gorelick,  Jeffrey  B 
31 18  N Hackett  Ave 
Milwaukee  WI  5321 1 

Langenkamp,  James  H 

2040  W Wisconsin  Ave 
Milwaukee  WI  53233 

D IM 

Lyons,  Mary  L 
1631  N 69th  St 
Wauwatosa  WI  53213 

OPH* 

Nassif,  Kamal  F 
10425  W North  Ave 
Milwaukee  WI  53226 

CD  IM* 

Rogers,  Jeffrey 

161  W Wisconsin  Ave,  *4005 
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SMS  Leadership  Conference  • Nov  12  • UW-CSC/Madison 


ADATUSS  D.C.”  EXPECTORANT  (g 

An  effective  cough  suppressant  that 
saves  your  patients  money. 


ADATUSS  D.C.  is  a strong  documented  cough  suppressant  with  just  two 
basic  ingredients  per  teaspoon  — 5mg  of  Hydrocodone  and  lOOmg  of 
Guaifenesin.  In  addition,  ADATUSS  D.C.  contains  a pleasant  tasting  base  of 
wild  black  raspberry  syrup  and  offers  significant  cost  savings  for  your 
patients.  ADATUSS  D.C.  status  permits  telephoned  prescriptions  and 
authorized  refills  up  to  5 times  in  6 months  (unless  restricted  by  law). 


CONTRAINDICATIONS:  Hypersensitivity  to  Hydrocodone  Bitartrate  and/or 
Guaifenesin. 

WARNINGS:  Hydrocodone  Bitartrate  can  produce  drug  dependence  and  tolerance 
may  develop  upon  repeated  use. 

Adatuss  DC  should  be  prescribed  with  the  same  degree  of  caution  appropriate  to 
other  oral  narcotic  containing  preparations. 

Usage  in  pregnancy  has  not  been  established  nor  in  nursing  mothers. 

Usage  in  children  also  has  not  been  established. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Adatuss  DC  may  be  addictive 
with  other  CNS  depressants. 

ADVERSE  REACTIONS:  Occasional  drowsiness,  dizziness,  nausea,  vomiting  or 
constipation  may  be  observed. 

DOSAGE  AND  ADMINISTRATION:  Adult  dose:  One  teaspoonful  (5  ml)  after  meals  and 
at  bedtime  as  needed. 


NDC  50330-301-16 


Ph»"r>»c»uticAl  Co  In- 

NTHLEHEM  pa  1801ft 


MASTAR  PHARMACEUTICAL 

P.O.  Box  3144 
Bethlehem,  PA  18017 
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Anthony  S Pagliara,  MD,  46,  La  Crosse,  died  May  18,  1983  in 
La  Crosse.  Born  Feb  18,  1937  in  Schenectady,  New  York, 
Doctor  Pagliara  graduated  from  Albany  Medical  College,  New 
York,  in  1965  and  completed  his  internship  and  residency  at 
Albany  Medical  Center  Hospital.  Prior  to  joining  the  Gunder- 


To  the  Editor:  My  wife  and  I trained  in  St.  Louis, 
I in  internal  medicine  at  the  Jewish  Hospital  of 
St  Louis  and  Susan  at  St  Louis  Children’s,  first  in 
pediatrics  and  then  with  Tony  Pagliara  in  pediatric 
endocrinology.  We  both  came  to  love  Tony  very 
much. 

Tony  died  May  18.  Even  though  the  Wisconsin 
Medical  Journal  does  not  regularly  publish  poetry, 
I am  submitting  this  poem  to  you  as  one  of  Tony’s 
last  publishers  with  the  hopes  that  you  will  perform 
an  unusual  act  for  an  unusual  person. 

Richard  M Ratzan,  MD 
Department  of  Community 
Medicine  and  Health  Care 
UConn  Health  Center 
Farmington,  Connecticut  06032 

Editor’s  note:  The  Journal  is  pleased  to  fulfill 
Doctor  Ratzan’s  request.  The  poem  follows: 


Sweetness:  For  Tony  Pagliara 

You  studied  the  paths  of  sugar, 

The  tortuous  trails 
that  alanine  takes — 

The  meandering  journey 
that  valine  makes — 

To  join  downstream, 

Converge, 

Then  merge — 

Becoming  one  with  sugar. 

A geographer,  then. 

Who  else 

would  take  the  time 
To  discover 

the  secret  alleys  of  glucose? 

Construct  a map  of  sweet  disease, 
Relentlessly  chart  unnumbered  paths — 
The  bittersweet  detours  from  health? 

Or  were  you  a topologist? 

A man  who  knew  how  to  draw  the  curves, 

Dissect  the  graceful  loop 

—De- 

Loops,  unravel,  straighten  then  finally 
Trace  the  oneness  of  sugar. 

Yes,  you  studied  sweetness,  Tony. 

You  studied  yourself. 


sen  Clinic  in  1977,  Doctor  Pagliara  was  a postdoctoral  fellow 
in  the  metabolism  division  of  Washington  University  School 
of  Medicine,  St  Louis.  In  1975  he  received  a research  career 
development  award  from  the  National  Institutes  of  Health  for 
his  work  in  carbohydrate  metabolism.  He  was  a member  of  the 
La  Crosse  County  Medical  Society,  the  State  Medical  Society 
of  Wisconsin,  and  the  American  Medical  Association.  Surviv- 
ing are  his  widow,  Mary  Ellen;  a son,  Joseph,  and  a daughter, 
Mary  Ellen,  both  of  La  Crosse. 

Henry  M Wilson,  MD,  35,  Madison,  died  June  15,  1983  in 
Madison.  Born  April  16,  1948  in  Boston,  Mass,  Doctor  Wilson 
graduated  from  the  University  of  Virginia  Medical  School  and 
completed  his  residency  at  the  University  of  Wisconsin  Hospital 
and  Clinics  in  Madison.  He  became  associated  with  the  Jack- 
son  Clinic,  Madison,  in  1979  and  in  1983  was  named  to  the 
board  of  directors  and  elected  treasurer.  He  was  a member  of  the 
Dane  County  Medical  Society,  the  State  Medical  Society  of  Wis- 
consin, and  the  American  Medical  Association.  Surviving  are  his 
widow,  Margaret;  and  two  sons,  Peter  and  Eric  of  Madison. 

Homer  M Carter,  MD,  96,  Madison,  died  June  24,  1983  in 
Madison.  Born  Feb  21,  1887  in  Platteville,  Doctor  Carter  grad- 
uated from  Rush  Medical  College,  Chicago,  in  1915  and  served 
his  internship  at  Chicago  Children’s  Memorial  Hospital  and 
Cincinnati  General  Hospital.  Doctor  Carter  served  in  the  United 
States  Army  Medical  Corps  during  World  War  I.  He  retired 
from  medical  practice  in  1965  after  serving  52  years  in  the  Fields 
of  obstetrics  and  pediatrics.  Doctor  Carter  had  served  as  presi- 
dent of  the  Dane  County  Medical  Society;  had  been  chief-of- 
staff  of  Madison  General  Hospital;  and  had  served  as  the  first 
secretary  of  the  medical  staff  of  St  Marys  Hospital  Medical 
Center,  Madison.  He  was  a fellow  and  founding  member  of  the 
American  College  of  Obstetricians  and  Gynecologists  and  was 
a member  of  the  “50  Year  Club”  of  the  State  Medical  Society 
of  Wisconsin.  After  his  retirement  in  1965,  Doctor  Carter  served 
on  the  Utilization  Review  Committee  of  several  Madison  nurs- 
ing homes.  He  also  was  a member  of  the  American  Medical 
Association.  Surviving  are  a son,  James  of  Baraboo,  and  a 
daughter,  Margery  Balliette  of  Appleton. 

John  F Walsh,  MD,  60,  Port  Washington,  died  June  25, 
1983  in  Port  Washington.  Born  May  11,  1923  in  Minneapolis, 
Minn,  Doctor  Walsh  graduated  from  Marquette  University 
School  of  Medicine  in  1946  and  served  his  internship  at  St 
Mary’s  Hospital,  Minneapolis,  Minn.  His  residency  was  com- 
pleted at  St  Elizabeth  Hospital  in  Chicago.  Doctor  Walsh 
served  in  the  United  States  Army  Air  Force  from  1951-1953. 
He  had  practiced  in  Port  Washington  since  1948  and  retired  in 
1979.  He  also  served  as  the  Ozaukee  County  coroner  for  25 
years.  He  served  as  president  and  was  a member  of  the  Ozaukee 
County  Medical  Society,  the  State  Medical  Society  of  Wisconsin, 
and  the  American  Medical  Association.  Surviving  are  his  widow, 
Shirley;  six  daughters,  Anne  Marie  Stangel,  Waubeka;  Maureen 
Hokanson,  Port  Washington;  Barbara  Gelhar,  Rhinelander; 
Mary  Sue  Baumann,  Port  Washington;  Lisa,  Cedar  Grove,  and 
Eileen,  Port  Washington;  three  sons,  Patrick,  West  Bend; 
John,  Oshkosh,  and  David,  Port  Washington.  Doctor  Walsh 
was  guardian  for  two  foster  children,  Kevin  Walsh,  and  Deb- 
orah Koehler  both  of  Saukville. 

Herman  A Heise,  MD,  91,  former  Milwaukee  physician,  died 
July  1,  1983  in  Arvada,  Colorado,  where  he  has  lived  since  1969. 
Born  Oct  20,  1891  in  Milwaukee,  Doctor  Heise  graduated  from 
Rush  Medical  College,  Chicago,  in  1917  and  completed  his  in- 
ternship at  Bridewell  Hospital  in  Chicago.  A former  patholo- 
gist at  Columbia  Hospital,  Milwaukee,  Doctor  Heise  was  a 
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founding  member  of  the  Flying  Physicians  Association.  Sur- 
viving are  a daughter,  Meade  Abbott  of  Arvada,  and  a son, 
Paul  of  Akron,  Ohio. 

Earl  G Schulz,  MD,  60,  Waukesha,  died  July  2,  1983  in 
Waukesha.  Born  Oct  8,  1922  in  Waukesha,  Doctor  Schulz  grad- 
uated from  Case  Western  Reserve  University  in  Cleveland  and 
served  his  internship  and  residency  at  Milwaukee  County  Gen- 
eral Hospital.  He  served  in  the  United  States  Army  Medical 
Corps  from  1950-1952.  Doctor  Schulz  was  head  of  the  cardio- 
vascular department  at  Waukesha  Memorial  Hospital  and  had 
served  as  chief-of-staff  of  the  hospital  from  1975-1980.  He 
joined  the  medical  staff  in  1955.  Doctor  Schulz  also  was  a 
member  of  the  medical  faculty  of  The  Medical  College  of  Wis- 
consin. He  was  a member  of  Waukesha  County  Medical  Society, 
the  State  Medical  Society  of  Wisconsin,  and  the  American 
Medical  Association.  Surviving  are  his  widow,  Mary;  two 
daughters,  Ellen  of  Spring  Green,  and  Jean  at  home;  two  sons, 
David  and  Paul,  both  of  Waukesha. 

Walter  J Woloschek,  MD,  55,  Milwaukee,  died  July  5,  1983  in 
Milwaukee.  Born  April  24,  1928  in  Milwaukee,  Doctor  Wolo- 
schek graduated  from  Marquette  University  School  of  Medicine 
in  1954  and  served  his  internship  at  St  Mary’s  Hospital.  His 
residency  was  completed  at  Milwaukee  County  General  Hos- 
pital. Doctor  Woloschek  was  a diplomate  of  the  American 
Board  of  Surgery;  a fellow  of  the  American  College  of  Surgeons; 
and  was  an  associate  clinical  professor  of  surgery  at  the  Medical 
College  of  Wisconsin.  He  was  on  the  active  medical  staff  of  St 
Luke’s  Hospital,  Milwaukee,  and  had  also  served  as  chief  of 
surgery.  He  was  on  the  consulting  medical  staff  of  St  Mary’s 
Hospital  and  the  Veterans  Hospital  in  Wood.  Doctor  Wolo- 
schek served  as  president  of  The  Medical  Society  of  Milwaukee 
County  in  1980  and  also  was  on  the  board  of  directors.  He 
served  as  a delegate  to  the  State  Medical  Society  of  Wisconsin 
in  1981-82  and  also  was  an  alternate  delegate  to  the  American 
Medical  Association.  He  was  a member  of  the  Milwaukee 
Academy  of  Surgery,  serving  as  president  in  1971;  he  also  was  a 
member  of  the  Wisconsin  Surgical  Society  and  the  Milwaukee 
Surgical  Society.  Doctor  Woloschek  was  a member  of  the 
American  Medical  Association.  Surviving  are  his  widow,  Terry; 
two  daughters,  Ann  and  Margaret;  and  three  sons,  John,  James, 
and  Matthew. 

Bernard  P Churchill,  MD,  79,  Sun  City,  Arizona,  died  July 
10,  1983  in  Sun  City.  Born  March  26,  1904  in  Algoma,  Doctor 
Churchill  graduated  from  Northwestern  University  Medical 
School  in  1929  and  served  his  internship  at  St  Mary’s  Hospital 
in  Milwaukee.  His  residency  was  completed  at  the  University 
of  Chicago  Presbyterian  Hospital.  Doctor  Churchill  was 
formerly  chief-of-staff  of  St  Luke’s  Hospital,  Milwaukee,  and 
was  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology.  He  was  a member  of  the  “50  Year  Club” 
of  the  State  Medical  Society  of  Wisconsin.  Doctor  Churchill 
served  in  the  United  States  Naval  Reserves  from  1942-1945.  He 
also  was  a member  of  The  Medical  Society  of  Milwaukee  County 
and  the  American  Medical  Association.  Surviving  are  his  widow, 
Annabelle,  and  a daughter,  Mrs  William  (Joan)  Shawl. 

Emile  George  Nadeau,  MD,  91,  Green  Bay,  died  July  19, 
1983  in  Green  Bay.  Born  August  2,  1891  in  Marinette,  Doctor 
Nadeau  graduated  from  the  University  of  Illinois  Medical 
School  in  1914  and  completed  his  internship  at  the  Illinois 
Charitable  Eye  and  Ear  Infirmary.  He  also  studied  at  the  Uni- 
versity of  Vienna  in  1923.  Doctor  Nadeau  had  practiced 
medicine  in  Green  Bay  from  1917  until  his  retirement  in  1976.  He 
was  the  first  chief-of-staff  at  St  Vincent  Hospital  and  also  was  a 
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pioneer  member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology.  He  was  a member  of  the  Brown  County 
Medical  Society,  the  State  Medical  Society  of  Wisconsin,  and  the 
American  Medical  Association.  Surviving  is  a son,  George 
Nadeau,  MD  of  Green  Bay  and  a daughter,  Mrs  Nadeau  Mortell 
also  of  Green  Bay. 

Walter  C Kleinpell,  MD,  77,  Kenosha,  died  July  30,  1983  in 
Milwaukee.  Born  Oct  24,  1905  in  Cassville,  Doctor  Kleinpell 
graduated  from  the  University  of  Wisconsin  Medical  School, 
Madison,  and  served  his  internship  at  Milwaukee  County  Hos- 
pital. His  residency  was  completed  at  the  University  of  Iowa  in 
Iowa  City,  Iowa.  Doctor  Kleinpell  began  his  medical  practice 
in  Kenosha  in  1939  and  retired  in  1976.  He  served  in  the  United 
States  Navy  from  1942-1946.  He  had  been  a member  of  the 
medical  staff  of  Kenosha  Memorial  Hospital  and  St  Catherine’s 
Hospital.  He  was  a member  of  the  Kenosha  County  Medical 
Society,  the  State  Medical  Society  of  Wisconsin,  and  the  Ameri- 
can Medical  Association.  Surviving  is  a daughter,  Mrs  Allan 
(Julie)  Payleitner,  Sarasota,  Fla. 

Gordon  Henry  Hardie,  MD,  57,  Neenah,  died  July  27,  1983 
in  Appleton.  Born  May  23,  1926  in  Detroit,  Mich,  Doctor 
Hardie  graduated  from  the  University  of  Michigan  Medical 
School  in  1952  and  completed  his  internship  and  residency  at 
the  University  of  Michigan  Hospital.  Doctor  Hardie  began  his 
medical  practice  in  Neenah  in  1958  and  later  established  the 
Surgical  Associates  Inc,  of  Neenah.  He  was  formerly  chief  of 
surgery  at  Theda  Clark  Regional  Medical  Center  and  also  a 
member  of  the  executive  staff.  He  served  in  the  United  States 
Navy  from  1944-46.  Doctor  Hardie  was  a member  and  past 
president  of  the  Winnebago  County  Medical  Society,  a member 
of  the  State  Medical  Society  of  Wisconsin,  and  the  American 
Medical  Association.  Surviving  are  six  daughters,  Alison 
Hardie  Winkler,  Joan  P Hardie,  and  Claudia  N Hardie, 
Neenah;  Lydia  D Hardie,  Washington,  DC,  Clare  N Hardie, 
Anchorage,  Alaska,  and  Nora  J Hardie  of  Chicago. 

Paul  D Anderson,  MD,  66,  former  La  Crosse  ophthalmologist, 
died  July  28,  1983  in  Sun  City,  Ariz.  Born  Mar  12,  1917  in 
Sherburn,  Minn,  Doctor  Anderson  graduated  from  Marquette 
University  School  of  Medicine  and  served  his  internship  at 
St  Mary’s  Hospital  in  Milwaukee.  His  residency  was  com- 
pleted at  Gill  Memorial  Hospital,  Roanoke,  Va,  and  Mil- 
waukee County  General  Hospital.  Doctor  Anderson  served  in 
the  United  States  Army  Medical  Corps  during  World  War  II. 
He  was  one  of  the  founders  of  the  Grandview  Clinic  in  La 
Crosse.  He  had  served  as  president  and  was  a member  of  the 
La  Crosse  County  Medical  Society,  the  State  Medical  Society 
of  Wisconsin,  and  the  American  Medical  Association.  Sur- 
viving are  his  widow,  Ruth,  and  eight  children. 

Mary  Annette  Hall,  MD,  62,  Green  Valley,  Ariz,  died  Aug  2, 
1983  in  Tuscon,  Ariz.  Born  Sept  5,  1920  in  Cedar  Rapids,  Iowa, 
Doctor  Hall  graduated  from  Marquette  University  School  of 
Medicine  in  1953  and  served  her  internship  and  residency  at 
Columbia  Hospital  in  Milwaukee.  She  was  on  the  medical 
staff  of  Columbia  Hospital  for  25  years  until  her  retirement  in 
1980  when  she  moved  to  Arizona.  She  was  a member  of  The 
Medical  Society  of  Milwaukee  County,  the  State  Medical  So- 
ciety of  Wisconsin,  and  the  American  Medical  Association. 
Surviving  is  her  mother,  Mrs  Marshall  Hall  of  Casco. 

Richard  J Kuehn,  MD,  28,  Whitefish  Bay,  died  Aug  13,  1983 
in  Milwaukee.  Born  Oct  19,  1954,  Doctor  Kuehn  graduated  from 
the  Medical  College  of  Wisconsin  in  1979.  Surviving  is  his 
widow,  Jeanne.  ■ 
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•Physician  members  of  State  Medical  Society  ot  Wisconsin 


Syed  Mir  Sajjad,  MD,  Marshfield,  recently  joined 
the  Department  of  Pathology  at  the  Marshfield 
Clinic.  He  graduated  from  Kashmir  University, 
India,  where  he  also  served  his  internship.  Doctor 
Sajjad  completed  his  residency  at  Mount  Sinai 
Medical  Center,  New  York,  and  a fellowship  at  the 
M D Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Tex.  He  also  was  an  assistant  professor 
with  the  University  of  Texas  Cancer  System  at  M D 
Anderson  Hospital.  He  returned  to  India  as  a path- 
ology consultant  with  the  Institute  of  Medical 
Sciences  of  the  University  of  Kashmir.  Prior  to  join- 
ing the  Marshfield  Clinic,  he  was  on  the  medical 
staff  of  Buffalo  Children’s  Hospital  in  New  York. 

Ronald  T Locascio,  MD,*  Stevens  Point,  has  joined 
the  Department  of  Pediatrics  at  the  Rice  Clinic  in 
Stevens  Point.  Doctor  Locascio  graduated  from 
medical  school  in  the  Dominican  Republic  and 
served  an  internship  at  the  Medical  College  of  Wis- 
consin. His  pediatric  residency  was  completed  at 
Milwaukee  Children’s  Hospital  and  the  Gundersen 
Clinic,  Ltd,  in  La  Crosse. 

Thomas  S Petry,  MD,  Ashland,  recently  became  as- 
sociated with  the  Chequamegon  Clinic,  SC,  in  Ash- 
land. He  graduated  from  Indiana  University  School 
of  Medicine,  and  completed  his  family  practice  resi- 
dency at  Ball  Memorial  Hospital  in  Muncie,  Ind. 

Douglas  P Duffy,  MD,  Marshfield,  has  joined  the 
medical  staff  of  the  Marshfield  Clinic.  Doctor  Duffy 
graduated  from  Michigan  State  University,  College 
of  Human  Medicine,  and  served  an  internship  at 
Blodgett  Memorial  Hospital  in  Grand  Rapids.  His 
residency  was  completed  at  St  Joseph  Mercy  Hos- 
pital in  Ann  Arbor,  Mich.  Doctor  Duffy  also  com- 
pleted a fellowship  in  nephrology  at  the  University 
of  Minnesota  and  Hennepin  County  Medical  Center 
in  Minneapolis.  Prior  to  coming  to  the  Clinic, 
Doctor  Duffy  was  an  assistant  professor  of  medi- 
cine at  the  University  of  Utah  School  of  Medicine  in 
Salt  Lake  City  and  was  serving  as  an  assistant 
medical  director  of  the  Dialysis  Training  Center. 

Michael  A Haase,  MD,  Medford,  has  joined  the 
medical  staff  of  the  Medford  Clinic  and  Memorial 
Hospital  of  Taylor  County.  Doctor  Haase  graduated 
from  Loyola  Stritch  School  of  Medicine  in  Chicago. 
His  residency,  in  internal  medicine,  was  completed 
at  Hennepin  County  Medical  Center  in  Minneapolis, 
Minn. 


Ira  R Sisk,  MD,*  Verona,  is  shown  holding  the  Uni- 
versity of  Wisconsin-Madison  Emeritus  Faculty 
award,  which  recognized  his 
contributions  to  Wisconsin 
medicine  and  medical  educa- 
tion. Doctor  Sisk  received 
the  award  at  the  spring  com- 
mencement ceremonies  of 
the  University  of  Wisconsin. 

A 1916  graduate  of  Vander- 
bilt University,  he  interned  at 
Madison  General  Hospital, 
served  in  the  United  States 
Army  during  World  War  I, 
spent  two  years  in  urology 
training  at  the  Mayo  Clinic, 
and  returned  to  Madison  in 
1921  to  become  its  first 
urologist.  He  also  organized 
the  Wisconsin  Urological 
Society  in  1926  and  was 
treasurer  for  15  years  of  the 
State  Medical  Society  of 
Wisconsin.  (Photo  courtesy 
of  The  Verona  Press)  Doctor  sisk 


Robert  S Lea,  MD,*  Chippewa  Falls,  recently  became 
associated  with  Paul  M Ippel,  MD.*  Doctor  Lea 
graduated  from  Northwestern  University,  Chicago, 
111,  and  completed  his  family  practice  residency  at  the 
University  of  Minnesota.  ■ 
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Donald  E Percy,  Madison,  former  head  of  the  State 
Health  and  Social  Services  Department,  recently 
became  president  and  chief  executive  of  the  Jackson 
Clinic  in  Madison.  Mr  Percy  is  in  charge  of  long- 
range  planning  and  management.  He  had  been  ap- 
pointed to  head  the  Health  and  Social  Services  De- 
partment in  1977  by  Acting  Governor  Martin  J 
Schreiber  and  remained  in  the  post  under  Governor 
Lee  S Dreyfus.  The  present  Governor  Anthony 
Earl  named  Linda  Reivitz  to  the  post  when  he  took 
office  in  January.  Since  then,  Mr  Percy  has  been  a 
special  assistant  to  the  chancellor  at  the  University 
of  Wisconsin,  Madison.  Sanford  Mackman,  MD,* 
who  had  been  president  of  the  Jackson  Clinic, 
became  chairman  of  the  board  of  directors  under 
the  reorganization  plan. 


The  Dairy  Council  of  Wisconsin,  Inc  on  October  7 
sponsored  a lecture  series  by  Victor  Herbert,  MD, 
JD  on  “Separating  Nutrition  Facts  from  Nutrition 
Quacks”  at  the  University  of  Wisconsin-Madison. 
The  lectures  were  presented  to  alert  consumer  and 
health  professional  of  the  food  quackery  that  is  pres- 
ently bombarding  the  public.  In  his  two  presenta- 
tions Doctor  Herbert  stressed  that  a healthy  diet 
hinges  on  two  simple  words:  moderation  and  bal- 
ance. Those  are  the  “basic  rules”  of  nutrition,  he 


• Physician  members  of  State  Medical  Society  of  Wisconsin 


said.  “Don’t  eat  too  much,  and  try  to  eat  as  wide  a 
variety  of  food  that  you  can  afford.  Remember  that 
the  four  basic  food  groups — milk,  meat,  vegetable- 
fruit,  and  grain — each  contain  variety.  Eliminating 
any  one  of  them  can  be  dangerous,”  he  said.  A phy- 
sician, lawyer,  nutritionist,  and  author,  Doctor 
Herbert  is  outspoken  in  his  criticism  of  those  who 
advocate  megadoses  of  vitamins,  fad  diets,  all- 
natural diets,  and  similar  measures  as  ways  of  main- 
taining good  health.  During  a media  interview 
Doctor  Herbert  was  asked  about  the  reluctance  of 
some  people  today  to  eat  dairy  products  because  of 
fears  of  high  cholesterol.  He  responded  by  saying 
that  “not  taking  dairy  products  can  be  dangerous 
because  milk  products  provide  72%  of  absorbable 
calcium  in  the  average  American  diet,”  which  is  im- 
portant for  bones  and  teeth.  Doctor  Herbert  is  chief 
of  the  Hematology  and  Nutrition  Laboratory  at  the 
Bronx  Veterans  Administration  Medical  Center  and 
professor  of  medicine  at  the  State  University  of  New 
York’s  Downstate  Medical  Center  at  Brooklyn.  He 
is  a medical  consultant  to  the  World  Health  Organi- 
zation and  has  written  two  books  on  the  subject, 
“Nutrition  Cultism:  Facts  and  Fiction”  and  “Vita- 
mins and  Health  Foods:  The  Great  American 
Hustle.”  Doctor  Herbert  also  spoke  October  6 at  a 
noon  luncheon  at  the  Medical  College  of  Wiscon- 
sin’s Alumni  Center  in  Milwaukee.  ■ 


AMA  Physician’s  Recognition  Award  Recipients 

Listed  below  are  those  physicians  in  Wisconsin  who  have  earned  the  AMA  Physician’s  Recognition  Award  in 
recent  months.  The  State  Medical  Society  of  Wisconsin  congratulates  these  physicians  who  have  distinguished 
themselves  and  their  profession  by  their  commitment  to  continuing  education: 


AUGUST  1983 

•Avecilla,  Constante  S,  Marshfield 
* Baker,  Ralph  K,  Oshkosh 
*Basu,  Sailendra  N,  Wausau 
*Beltaos,  Efstathios,  Marshfield 
’Bennett,  Ralph  P,  Ladysmith 
•Bjarnason,  David  F,  Marshfield 
Bonzelet,  William  G,  Burlington 
Brooks,  Laurel  M,  Wauwatosa 


•Members  of  the  State  Medical  Society 
of  Wisconsin 


•Caine,  Marc  R,  Milwaukee 
•Campbell,  John  A,  Marshfield 
•Chin,  Moe  L,  Watertown 
Dean,  Russell  A,  Greenwood 
•Downing,  Edwin  L,  Oshkosh 
•Ecklund,  LA,  Madison 
•Feulner,  Robert  C,  Waukesha 
•Frens,  David  B,  Marshfield 
•Fye,  Wallace  B,  Marshfield 
•Garry,  Mark  W,  Milwaukee 
•Greenberg,  Maurice,  Milwaukee 
•Guzowski,  Frank  S,  Marshfield 
•Harkins,  Paul  G,  Marshfield 
•Hayden,  John  W,  La  Crosse 
•Kagen,  Marvin  S,  Appleton 


•Kelman,  Donald  B,  Marshfield 
•Kruse,  Francis,  Marshfield 
•Keuhner,  Marvin  E,  Marshfield 
•Listwan,  William  J,  West  Bend 
•Maby,  Sharon  L,  Marshfield 
•Perlson,  Samuel  G,  Milwaukee 
•Powell,  Richard  A,  Kenosha 
•Rice,  Thos  John,  Marshfield 
•Seelen,  Michael  C,  Marshfield 
•Steffen,  Elizabeth  A,  Racine 
•Sweet,  Samuel  J,  Milwaukee 
•Ullrich,  Peter  H,  Eau  Claire 
William,  Alan  L,  Wauwatosa 
•Zastrow,  Raymond  C,  Milwaukee 
•Zinsmeister,  Stephen  C,  Marshfield* 
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PHYSICIANS  EXCHANGE 


Gynecologist  for  Boynton  (Student)  Health  Service,  Uni- 
versity of  Minnesota,  Minneapolis  Campus.  Head  busy  Wom- 
en’s Health  Clinic  where  15,000  visits  per  year  are  attended  by 
a staff  of  three  gyn  nurse  practitioners,  part-time  physician, 
resident,  and  department  head.  Requires  board  eligibility  in 
gynecology,  5 years  experience  and  Minnesota  license.  Respon- 
sibilities include  patient  care,  staff  teaching,  and  clinic  man- 
agement. Individual  must  be  knowledgeable  in  reproductive  en- 
docrinology, pelvic  infections,  vulvar  and  vaginal  disease,  able 
to  perform  colposcopy  and  minor  outpatient  surgery.  Challeng- 
ing position  in  high  quality  medical  care  environment.  Regular 
hours  Monday  through  Friday.  No  night  calls  or  inpatients. 
Salary  commensurate  with  experience,  generous  University 
faculty  fringe  benefits  including  malpractice  insurance  and  re- 
tirement plan.  Position  available  January  15,  1984.  Send  cur- 
riculum vitae  and  three  letters  of  recommendation  to  Jane 
Crowley,  MD,  Boynton  Health  Service,  University  of  Minne- 
sota, 410  Church  Street,  SE,  Minneapolis,  MN  55455  or  call 
612/373-3769.  University  of  Minnesota  is  an  equal  opportunity/ 
affirmative  action  employer.  10/83 

Wanted  Board  certified  or  board  eligible  family  practitioner 
to  join  Board  certified  FP’s  in  growing  southeastern  Wisconsin 
rural  practice.  Exceptionally  well  equipped  hospital  9 miles 
away.  Obstetrics  essential.  Relaxed  collegial  practice  style.  Mad- 
ison, Milwaukee,  and  Chicago  accessible.  Call  or  write:  Family 
Practice  Clinic,  1173  W Main,  Whitewater,  Wis  53190;  ph  414/ 
473-4548.  plO-1 1/83 

Primary  Care — Union  Grove  opportunity.  Physician  with 
background  in  general  practice,  pediatrics  or  internal  medicine 
sought  for  full-time  position  with  Department  of  Health  and 
Social  Services  at  Southern  Wisconsin  Center.  This  State  facility, 
20  miles  south  of  Milwaukee,  is  engaged  in  the  care  of  the 
developmental^  disabled.  Contact:  John  F Brown,  MD,  Med- 
ical Director,  c/o  Southern  Wisconsin  Center,  21425  Spring 
Street,  Union  Grove,  Wis  53182;  ph  414/878-241 1,  ext  362.10/83 


Two  Residency-Trained  Family  Physicians  needed  to 
expand  established  family  practice  in  Tomah,  Wisconsin 
(population  7,000).  Current  physician  (ABFP  certified) 
wants  to  reduce  his  high  patient  volume  and  incorporate 
more  elements  of  contemporary  family  medicine  into  the 
practice.  Attributes  include  good  professional  support, 
attractive  and  equitable  compensation  package,  good 
prospects  for  further  recruitment,  viable  79-bed  local 
hospital,  growing  community,  tremendous  recreational 
resources,  and  formal  association  with  50-physician 
multispecialty  group.  Practice  family  medicine  the  way 
you’ve  been  trained  and  without  constraints  from  other 
specialists.  Contact  P S Shultz,  MD,  Medical  Director, 
Skemp-Grandview-La  Crosse  Clinic,  815  S 10th  St,  La 
Crosse,  Wis  54601 ; ph  608/782-9760.  8-10/83 


Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621.  1 ltfn/82 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  1 ltfn/82 

Immediate  opportunities  for  qualified  physicians  who  possess 
excellent  clinical  and  communication  skills  to  join  longstanding 
group  of  Emergency  Physicians.  Positions  available  in  a popular 
Wisconsin  area  bordering  Illinois.  If  interested,  send  resume  to 
Barbara  Wilczynski,  Medical  Emergency  Service  Associates 
(MESA),  SC,  15  S McHenry  Road,  Suite  2,  Buffalo  Grove,  IL 
60090  or  call  collect  312/459-7590.  6tfn/83 

Wanted — Board  eligible — board  certified  obstetrician- 
gynecologist  as  an  associate.  Modern  well  equipped  facility. 
Excellent  starting  salary  and  benefits  including  profit  sharing 
plan.  Please  contact  Elizabeth  Allen  Steffen,  MD,  734  Lake 
Ave,  Racine,  Wis  53403.  9tfn/83 

Emergency  Physician  for  free  standing  emergency  center  in 
Madison.  Contact  David  A Goodman,  MD,  2810  East  Washing- 
ton Ave,  Madison,  Wis  53704;  ph  608/244-1213.  8tfn/83 


Urologist  with  10  years  general  practice  experience  avail- 
able for  part-time  nursing  home,  clinic  or  insurance 
examinations — Milwaukee  area.  Contact  Dept  524  in 
care  of  the  Journal  or  call  414/453-8661.  p9-l  1/83 


Surgeon  with  general  vascular  training,  and  ENT, 

to  join  a progressive  multispecialty  group  of  17  physicians 
consisting  of  General/Family  Medicine,  General  Surgery, 
Internal  Medicine,  OB-GYN,  Ophthalmology,  Ortho- 
paedic Surgeon,  Pediatrics/ Adolescent  Medicine,  and 
Radiology.  Subspecialties  include:  Pathology,  Vascular 
Surgery,  Cardiovascular  Diseases,  Gastroenterology 
and  Endoscopy.  We  are  located  in  a fast  growing  scenic, 
lake  country  area  between  Milwaukee  and  Madison  and 
can  offer  excellent  hospital,  schools,  and  recreational 
facilities.  Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/569-2300. 

10tfn/82-cl0tfn/83 
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Family  Practice,  OB/GYN  and  Plastic  Surgery  positions 
available  with  an  18-member  multispecialty  group  corporate 
practice.  Modern  clinic  facility  in  Northeastern  Wisconsin  city 
of  100,000  enjoying  a healthy  and  stable  economy.  Excellent 
recreational,  educational,  hospital,  and  civic  advantages.  Please 
call  collect  or  write:  W J Mommaerts,  Clinic  Manager,  West  Side 
Clinic,  sc,  1551  Dousman  St,  Green  Bay,  Wis  54303;  ph  414/ 
494-5611.  7-10/83 

Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  28  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  WI  53406;  ph  414/886- 
5000.  clOtfn/83 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Med- 
ical Clinic,  a progressive  cluster  corporation  of  28  physicians.  Ex- 
cellent benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  clOtfn/83 

La  Crosse,  WI— Otolaryngologist  needed  to  join  50-physi- 
cian multispecialty  group  to  share  expanding  ENT  patient  load 
with  one  other  young,  Board  certified  otolaryngologist.  Modern 
350-bed  hospital  (presently  with  one  ENT  specialist),  adjacent 
to  clinic,  has  well  equipped  and  staffed  OR,  extensive  x-ray 
coverage  (including  CT  and  ultrasound),  and  24-hour  ER  staff- 
ing. Clinic  offers  attractive  and  equitable  compensation  pack- 
age, including  first-year  guarantee  plus  incentive,  and  generous 
fringe  benefits.  La  Crosse  is  a progressive,  family-oriented  city 
of  50,000  in  the  beautiful  Mississippi  River  Valley  with  a med- 
ical referral  area  of  approximately  175,000.  Exceptional  cul- 
tural, educational,  and  recreational  opportunities  locally.  Con- 
tact P S Shultz,  MD,  Medical  Director,  Skemp-Grandview-La 
Crosse  Clinic,  815  S 10th  St,  La  Crosse,  Wis  54601;  ph  608/ 
782-9760.  8-10/83 

General  Surgeon,  BE/BC  wanted  for  well-equipped,  small 
community  hospital  in  northern  Wisconsin,  pleasant  setting  near 
lakes,  abundant  outdoor  recreation,  stable  economy.  Benefits 
and  coverage  of  multispecialty  group  practice.  Contact:  James 
R Keuer,  MD,  Lakeland  Medical  Associates,  Ltd,  PO  Box  549, 
Woodruff,  Wis  54568;  ph  715/356-3292.  8-10/83 

Emergency  Physicians — 3 Iowa  locations.  Management  and 
partnership  opportunity.  Compensation  package,  $70,000- 

$90,000.  Phone  515/223-9378  or  write  PO  Box  65574,  West 

Des  Moines,  Iowa  50265.  9-11/83 


La  Crosse-Neonatologist  needed  to  be  co-director  of 
14-bed,  Level  III,  Regional  Infant  Intensive  Care  Unit 
in  modern  350-bed  hospital.  Position  either  hospital- 
employed  or  member  of  50-physician  multispecialty  clinic 
with  four  pediatricians.  CT  scanner  and  complete  ultra- 
sound available.  Consultants  available  in  neurosurgery 
and  pediatric  cardiology-neurology-surgery.  Complete 
transport  team  with  four  neonatal  nurse  clinicians.  La 
Crosse  is  a progressive,  family-oriented  city  of  50,000 
in  the  beautiful  Mississippi  River  Valley  with  a medical 
referral  area  of  greater  than  200,000.  Exceptional  cul- 
tural, educational  and  recreational  opportunities  locally. 
Contact  P S Shultz,  MD,  Medical  Director,  Skemp- 
Grandview-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse, 
Wis  54601 ; ph  608/782-9760.  8-10/83 


Wanted.  Physician  Director  for  Sports  Medicine  Program. 
Primary  Care  physician  wanted  to  direct  an  already  well  estab- 
lished Sports  Medicine  Program  at  a Milwaukee  hospital.  Duties 
include:  Directing  the  overall  program,  providing  care  to  injured 
athletes,  conducting  educational  seminars  for  the  community, 
coordinating  care  of  injured  athletes  with  a health  team  com- 
prised of  physicians,  therapists,  and  nurses.  Salary  and  benefits 
commensurate  with  ability  and  experience.  Contact:  RW 
Timberlake,  Vice  President,  Family  Hospital,  2711  West  Wells 
St,  Milwaukee,  WI;  ph  414/937-2225.  10/83 

General  Surgery.  Position  available  at  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  28  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph  414/886- 
5000.  10tfn/83 

Family  Physician  or  Internist  to  join  five  Board  certified 
family  practice  physicians  in  an  expanding  practice  in  north- 
western Wisconsin.  New  clinic  building  attached  to  hospital. 
Guaranteed  first  year  salary  and  other  benefits.  For  further 
information  please  write  or  call:  Jeanne  Chamberlain,  Admin, 
Spooner  Clinic  Ltd,  Spooner,  Wis  54801 ; ph  7 1 5 / 635-2 1 5 1. 

9-12/83;  1/84 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401,  or  call  collect  715/847-3351.  6tfn/82 

Family  Physician  to  join  three-man  family  and  general  prac- 
tice group  in  the  heart  of  North  Central  Wisconsin  vacationland. 
First  year  guaranteed  salary.  Numerous  fringe  benefits.  Clinic 
across  from  hospital.  Send  CV  to:  O M Francisco,  MD,  221  E 
Washington  Ave,  Tomahawk,  Wis  54487;  ph  715/453-2147. 

5tfn/83 

Radiologist,  immediate  opening.  Locum  tenens  may  lead  to 
permanent  position.  Board  certified  or  eligible.  General 
radiology,  N M and  some  special  procedures.  Small  city. 
Send  CV  to  Dept  525  in  care  of  the  Journal.  p9-10/83 

Pediatrician(s)  wanted  to  join  two  young  internists  in  practice 
in  Greater  Milwaukee  area.  Board  certified  or  eligible.  Terms 
negotiable.  Contact  Dept  523  in  care  of  the  Journal.  8-12/83 


PRIMARY  CARE  PHYSICIANS 
BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 

University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  53715 
Phone:  608/263-4095 

7/83;  6/84 
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Family  Practice.  Outstanding  opportunity  for  BE/BC  FP 
with  a dynamic,  young  group  practice.  Located  in  exceptionally 
clean  and  safe  city  of  175,000;  home  of  state  capitol  and  uni- 
versity. Full  fringes;  salary  commensurate  with  experience. 
Send  inquiry  and  resume  to:  Dr  Kongstvedt,  Health  Central, 
17th  and  “N,”  Lincoln,  Nebraska  65808;  ph  402/574-7000. 

10-12/83;l/84 

internal  Medicine— Milwaukee.  Share  office  space  or  associa- 
tion with  established  internist.  Recent  death  of  associate.  Ex- 
cellent patient  referral.  Location  downtown  on  Lake  Michigan. 
Good  parking  available.  Office  equipped  with  lab,  EKG,  and 
x-ray.  Send  inquiries  with  CV  to  Dept  521  in  care  of  the  Journal. 

8-10/83 

Family  Practice  opportunity  to  join  3-physician  Family  Prac- 
tice group  in  Southeastern  Wisconsin,  city  of  85,000.  First  year 
guaranteed  salary  and  equal  call  rotation  schedule.  Contact 
Family  Practice  Associates,  6530  Sheridan  Rd,  Kenosha,  Wis 
53140;  ph  414/658-2516.  7tfn/83 

Three  to  Four  Family  Practitioners  needed  to  staff  three 
satellites  of  a 34-physician  multispecialty  group  in  beautiful 
small  communities  in  East  Central  Wisconsin.  Attractive  income 
arrangements,  association  membership  possible  after  one  year, 
pension  and  profit  sharing,  extensive  fringe  benefits.  Contact 
R B Windsor,  MD,  1011  North  8th  St,  Sheboygan,  Wis  53081; 
ph  414/457-4461.  7tfn/83 

Obstetrician-Gynecologist,  Board  certified  or  eligible,  to  join 
18-physician  multispecialty  clinic  with  2-physician  Ob/Gyn  de- 
partment. Located  in  a beautiful  Wisconsin  lakeshore  com- 
munity of  35,000.  Competitive  salary,  complete  fringe  benefits, 
generous  vacation  time.  Send  CV  to:  Administrator,  Manitowoc 
Clinic,  SC,  PO  Box  3008,  Manitowoc,  Wis  54220.  7-12/83 

Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty-bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153;  or  call  collect 
414/834-2201.  p8- 11/83 

Family  practitioner  wanted  to  join  a three-person  Family  Prac- 
tice clinic.  Established  practice.  Three  well-equipped  hospitals, 
900  beds.  Excellent  recreational,  educational,  and  civic  advan- 
tages. Competitive  salary.  Partnership  after  one  year.  Contact 
Dept  527  in  care  of  the  Journal.  10-12/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Available.  Temporary  take-over  of  large,  downtown,  Mil- 
waukee family  practice  due  to  illness.  Possible  future  permanent 
take-over  may  be  arranged.  Call  414/272-1242  or  write  Dept 
526  in  care  of  the  Journal.  10/83 

Medical  practice  or  equipment  for  sale  in  Milwaukee.  Com- 
pletely equipped  office  with  a modern  x-ray  machine.  I am  retir- 
ing. Please  call  414/272-0250  for  an  appointment.  10/83 

Family  Practice  for  sale  in  Two  Rivers,  located  on  Lake 
Michigan  5 miles  northeast  of  Manitowoc.  Area  known  for  fish- 
ing, boating,  and  recreation.  Modern,  completely  equipped 
office  with  full  staff  included.  Grossing  $100,000  per  year.  Re- 
tiring doctor  will  introduce.  Flexible  financing  available.  Call 
collect  Medical-Dental  Sales:  303/771-7326.  10tfn/83 

Physician’s  complete  office  equipment  for  sale.  Beloit, 

Wis.  Call  608/362-1716.  10/83 


MISCELLANEOUS 


Computer  For  Sale.  Janesville  Orthopaedic  Surgery  Group 
physicians  have  joined  large  clinic.  Three-year-old  computer 
system  available  now.  Includes  DEC  11/34  processor,  CDC 
Phoenix  96MB  drive,  and  peripherals.  Software  is  the  MEDIC 
system.  Contact  the  business  manager  at  608/755-3573.  9-10/83 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous 
service.  Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905.  10eom/83 

Arabian  horses.  Pride  of  presidents  and  kings.  A quality  in- 
vestment both  you  and  your  family  can  enjoy.  Excellent  tax 
advantages.  Write  Windsong  Arabians,  Rt  1,  Avoca,  Wis  53506; 
or  phone  608/583-5451.  Let  our  32  years  of  experience  be  your 
passport  to  an  investment  in  living  beauty.  10/83 

For  Sale.  Burdick  Ek-8  electrocardiograph— 3 years  old,  in 
excellent  condition,  with  stand  and  many  supplies.  Adams  com- 
pact centrifuge — 3 years  old,  in  excellent  condition,  suitable  for 
urinalyses.  Adams  midget  urinometer.  Call  608/754-6017,  24 

hour  line.  10/83 

Attention  Radiologists.  Looking  for  someone  to  do  your  bill- 
ing for  you?  We  do  statements,  insurance  forms,  reminders, 
some  phone  follow-up,  monthly  detailed  reports.  Computerized, 
personal  service.  References  available  on  request.  If  interested, 
call  Don  St  John  at  608/296-3643 . p 1 0/83 

Les  Torres  Luxury  Condominium,  Carefree,  Arizona.  Re- 
cently completed  desert  community,  new  condo,  spacious  master 
and  guest  bedrooms,  fireplace,  fully-equipped  kitchen,  tennis 
courts,  patio  abuts  swimming  pool,  nearby  championship  golf 
courses.  Call  evenings  414/786-6131.  $500  per  week,  4 week 
minimum.  pl0/83  ■ 
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We  can  help. 

We  offer  professional  opportunities 
in  more  than  75  communities  throughout 
the  midwestern  and  mountain  states.  We  work 
with  you  to  create  an  innovative  practice  tailored 

to  meet  youM 
needs.  After 
placement,  we 
continue  our 
assistance  as 
your  practice 
grows. 


Where  Do  I Go  From  Here 


We  re  as  committed 
to  your  practice  as 
you  are.  . . 


Where  can  I establish  a practice 
that  will  provide  me  with 
professional  growth 
as  well  as  time 
to  be  with  my 
family?  A 
place 
my 

and  may  offer  H 
the  opportuni- 
ty to  fulfill  Na- 
tional Health 
Service  Corps 
requirements? 

WE  MAKE  THE  INTELLIGENT  MATCH. 


OFFICE  OF  RURAL  HEALTH 

University  of  North  Dakota  School  of  Medicine 
Grand  Forks,  ND  58201  — Mary  Helen  Pelton,  Ph.D.  (701)  777-3848 


GROUP  HEALTH  PLAN,  the  Midwest’s  most 
progressive,  vital  and  growing  prepaid  group 
practice  is  seeking  board  eligible  or  board  certi- 
fied associates  for  1983  and  1984  in  FAMILY 
PRACTICE  (full  and  limited  range),  INTERNAL 
MEDICINE,  PEDIATRICS,  OBSTETRICS/GYNE- 
COLOGY, OPHTHALMOLOGY,  ORTHOPEDIC 
SURGERY,  CHILD  AND  ADULT  PSYCHIATRY. 
Excellent  facilities,  comprehensive  benefits, 
competitive  earnings. 

Send  curriculum  vitae  to:  Paul  J.  Brat,  M.D.,  Med- 
ical Director,  GROUP  HEALTH  PLAN,  2829  Uni- 
versity Avenue  Southeast,  Suite  602,  Minne- 
apolis, Minnesota  55414. 


Equal  Opportunity  Employer 


house  of  BIDWELL  inc. 


7954  West  Harwood 
and  Watertown  Plank  Road 
Milwaukee,  Wisconsin  53213 


ORTHOTIC  & PROSTHETIC 
SERVICES 
1-414-774-6250 


U.S.  Postal  Service  STATEMENT  OF  OWNERSHIP,  MAN- 
AGEMENT AND  CIRCULATION  of  the  Wisconsin  Medical 
Journal,  issued  monthly. 

PUBLISHER:  State  Medical  Society  of  Wisconsin,  330  East 
Lakeside  Street,  Madison,  Wisconsin  53715 

MEDICAL  EDITOR:  V.  S.  Falk,  MD,  5 West  Rollin  Street, 
Edgenon,  Wisconsin 

MANAGING  EDITOR:  Mary  Angell,  330  East  Lakeside 
Street,  Madison,  Wisconsin 
OWNER:  Same  as  publisher  above. 

KNOWN  BONDHOLDERS.  MORTGAGEES,  AND  OTHER 
SECURITY  HOLDERS  OWNING  OR  HOLDING  I PER- 
CENT OR  MORE  OF  TOTAL  AMOUNT  OF  BONDS, 
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THE  PURPOSE,  FUNCTION.  AND  NONPROFIT  STATUS 
OF  THIS  ORGANIZATION  AND  THE  EXEMPT  STATUS 
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changed  during  the  preceding  1 2 months. 
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Total  number  copies  printed 
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Free  distribution  by  mail,  carri- 
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Meetirk£/CME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  July  1,  1983  issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Opportunities  for  Physicians  for  period  Sept  1, 1983  through  February  29, 1984. 


WISCONSIN 


DECEMBER  10,  1983:  Wisconsin  Chapter:  American  College 
of  Surgeons,  Hyatt  Regency-Milwaukee.  g7-l  1/83 


NOVEMBER  4, 1983:  Wisconsin  Orthopaedic  Society,  Olympia 
Village,  Oconomowoc.  g2-10/83 

NOVEMBER  3-4,  1983:  Mental  Health  is  a Family  Affair, 
Concourse  Hotel,  Madison.  Sponsored  by  the  Mental  Health 
Association  in  Wisconsin.  Info:  MHAW,  PO  Box  1486,  Mad- 
ison, Wis  53701;  ph  608/256-9041.  g9-10/83 

NOVEMBER  29,  1983:  26th  Annual  Clinic  Day  Program 
Viral  Disease,  Update  1983,  approved  for  four  hours  Category 
I CME/AAFP  credit.  Information:  Medical  Education  Office, 
St  Joseph’s  Hospital,  5000  W Chambers  St,  Milwaukee,  Wis 
53210.  10-11/83 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983-1984 

Madison  Society  of  Anesthesiologists  (cosponsored  by 
Wisconsin  Society  of  Anesthesiologists),  1st  Tuesday  of 
each  month  from  Oct  1983  to  May  1984,  Sheraton, 
Madison 

Wisconsin  Society  of  Radiation  Oncologists/Wisconsin 
Radiological  Society  joint  meeting,  Oct  8,  1983,  Sheraton 
Inn,  Madison 

Wisconsin  Allergy  Society,  Oct  29-30,  1983,  American 
Club,  Kohler 

Wisconsin  Neurological  Society,  Oct  28-30,  1983,  Paper 
Valley  Hotel,  Appleton 

Wisconsin  Orthopedic  Society,  Nov  4,  1983,  Olympia, 
Oconomowoc 

Wisconsin  Chapter:  American  College  of  Surgeons,  Dec 
10,  1983,  Hyatt-Regency-Milwaukee 

Wisconsin  Dermatological  Society,  Feb  25,  1984,  Univer- 
sity Hospitals,  Madison 

Wisconsin  Urological  Society,  Apr  6-7,  1984,  Edgewater 
Hotel,  Madison 

Wisconsin  Chapter:  American  Academy  of  Pediatrics, 
May  3-4,  1984,  Holiday  Inn,  Stevens  Point 
Wisconsin  Academy  of  Family  Physicians  Annual  Meet- 
ing, June  13-16,  1984,  Paper  Valley  Inn,  Appleton 
Wisconsin  Society  of  Obstetrics  & Gynecology,  July 
20-21,  1984,  Holidome,  Stevens  Point 
Wisconsin  Dermatological  Society  Biannual  Summer 
Meeting,  Aug  3-5,  1984,  Americana  Lake  Resort,  Lake 
Geneva 


JANUARY  15-18,  1984:  New  Therapeutics  IV:  The  Results 
of  Recent  Advances  in  Medicine,  Telemark  Lodge,  Cable. 
Sponsored  by  the  University  of  Wisconsin  School  of  Medicine 
and  the  University  of  Wisconsin-Extension;  Department  of  Con- 
tinuing Medical  Education.  Approved  14  credit  hours  Category 
I of  AMA-PRA  and  AAFP;  and  1.4  CEUs  UW-Extension 
Continuing  Education  Units.  Fee:  $245.  Info:  Ann  Bailey,  Ad- 
ministrator CME,  454  WARF  Bldg,  610  Walnut  St,  Madison, 
Wis  53705;  ph  608/263-2854.  10-1 1/83 

FEBRUARY  7-9,  1984:  Telemark  Symposium  and  Ski  Outing, 
Telemark  Lodge,  Cable.  Sponsored  by  the  Indianhead  Chapter 
of  the  Wisconsin  Academy  of  Family  Physicians.  Info:  WAFP, 
850  Elm  Grove  Rd,  Elm  Grove,  Wis  53122.  9-12/83;l/84 

FEBRUARY  25,  1984:  Wisconsin  Dermatological  Society, 
University  Hospitals,  Madison.  glOtfn/83 

APRIL  6-7,  1984:  Wisconsin  Urological  Society,  Edgewater 
Hotel,  Madison.  glOtfn/83 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1983-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 
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DECEMBER  7-9,  1983  (Illinois):  Neurology  for  the  Non- 
Neurologist,  The  Westin  Hotel,  Chicago.  Approved  20  CME 
credit  hours  of  AMA  Category  I and  20  elective  hours  of  AAFP 
applied  for.  Info:  University  Office  of  Continuing  Education, 
MAY  3-4,  1984:  Wisconsin  Chapter:  American  Academy  of  Rush-Presbyterian-St  Luke’s  Medical  Center,  600  S Paulina, 

Pediatrics,  Holiday  Inn,  Stevens  Point.  glOtfn/83  Chicago,  IL  60612;  ph  312/942-7095.  8-11/83 


WISCONSIN  continued 


JUNE  13-16,  1984:  Wisconsin  Academy  of  Family  Physicians 
Annual  Meeting,  Paper  Valley  Inn,  Appleton.  Info:  WAFP, 
850  Elm  Grove,  Wis  53122.  9-12/83;  1-5/84 

JULY  20-21,  1984:  Wisconsin  Society  of  Obstetrics  & Gyne- 
cology, Holidome,  Stevens  Point.  glOtfn/83 

AUGUST  3-5,  1984:  Wisconsin  Dermatological  Society  Bi- 
annual Summer  Meeting,  Americana  Lake  Resort,  Lake  Ge- 
neva. Info:  Carla  Skibba,  MD,  9033  West  Grange  Ave,  Hales 
Corners,  Wis  53130.  glOtfn/83 


OTHERS 


NOVEMBER  13, 1983  (Michigan):  Leadership  Workshop 
for  Foreign  Medical  Graduates,  Hyatt  Regency  Hotel,  Dear- 
born. Sponsored  by  the  Educational  Commission  for  Foreign 
Medical  Graduates  (ECFMG).  Enrollment  is  limited,  and  early 
registration  is  encouraged.  Info:  Sue  Early,  AMWA  PRRC, 
2302  E Speedway,  #206A,  Tucson,  AZ  85719;  ph  602/795-2677. 

pi 0/83 


Minnesota  Medical  Association 
Resource  Group  on  Rheumatic  Diseases 
Presents 

RHEUMATOLOGY  SEMINAR  V 
March  6-13,1984 

LOCATION:  Paradise  Grand  Hotel,  Nassau, 

BAHAMAS 

DATES:  Departure  from  Twin  Cities  Airport  on  Tues- 
day, March  6;  Return  to  Twin  Cities  on  Tuesday,  March 
13,  Educational  Program — March  7-11,  1984 

FEE:  $285  (educational  program).  Approximately: 
$1,378  per  physician/$324  per  accompanying  spouse  or 
child  (includes  round-trip  flight,  ground  transportation, 
and  accommodations  for  seven  nights) 

AUDIENCE:  Primary  care  physicians  and  physicians 
who  are  involved  in  the  care  of  arthritic  patients 

FACULTY:  From  the  University  of  Minnesota  and 
Mayo  Clinic 

CONTENT:  Common  rheumatologic  problems,  diag- 
nosis, treatment,  and  the  course  of  the  disease 

HOURS:  20  hours,  Category  I/Prescribed 

CONTACT:  Department  of  CME  and  Meeting  Services, 
Minnesota  Medical  Association,  Suite  400,  2221  Uni- 
versity Avenue  SE,  Minneapolis,  Minnesota  55414; 
ph  612/378-1875.  10-11/83 


DECEMBER  8-10, 1983  (New  York):  American  Cancer  Society 
National  Conference  on  Advances  in  Cancer  Therapy,  Waldorf- 
Astoria  Hotel,  New  York.  Approved  for  16.5  credit  hours  in 
Category  I of  AMA-PRA  and  15  prescribed  credit  hours  by 
AAFP.  The  program  is  eligible  for  16.5  credit  hours  in  Category 
2-D  of  the  American  Osteopathic  Association.  Info:  Nicholas 
G Bottiglieri,  MD,  Advances  in  Cancer  Therapy  Conference, 
American  Cancer  Society,  777  3rd  Ave,  New  York,  NY  10017. 

g7- 10/83 

DECEMBER  12-15,  1983  (Spain):  2nd  International 
Course  of  Renal  Transplantation,  Barcelona,  Spain  at  the 
Palacio  de  Congresos.  The  course  will  address  the  most  sig- 
nificant medical  and  immological  aspects  of  renal  transplanta- 
tion. The  course  will  offer  scientific  lectures,  practical  courses 
in  immunology  and  actual  surgical  operations  broadcasted  in 
colour  TV.  Info:  F Oppenheimer,  MD,  Secy,  Unidad  de  Tras- 
plante  Renal,  Hospital  Clinico,  Casanova  143,  Barcelona  36, 
Spain.  pi  0/83 

MARCH  6-13,  1984  (Bahamas):  Rheumatology  Seminar 
V,  Nassau.  Info:  Dept  of  CME  and  Meeting  Services.  Minne- 
sota Medical  Association,  Ste  400,  2221  University  Avenue  SE, 
Minneapolis,  MN  55414;  ph  612/378-1875.  gl0-12/83 

MARCH  10-17,  1984  (Hawaii):  19th  Annual  Clinical  Con- 
ference, Marquette-MCW  Medical  Alumni  Association,  Shera- 
ton Royal-Waikoloa  Hotel,  Big  Island  of  Hawaii.  All  physicians 
invited  to  attend.  Special  airline  and  hotel  package  rates  avail- 
able. Twenty  hours  of  CME  credit.  Info:  Alumni  Association, 
Medical  College  of  Wisconsin,  8701  Watertown  Plank  Rd,  Mil- 
waukee, Wis  53226.  9-12/83;l/84 

MARCH  15-17,  1984  (New  York):  American  Cancer  So- 
ciety presents  4th  National  Conference  on  Human  Values  and 
Cancer,  New  York.  Approved  15/2  credit  hours  Category  I of 
AMA-PRA.  Info:  Diane  J Fink,  MD,  American  Cancer  Society, 
777  Third  Ave,  New  York,  NY  10017.  glO/83 

1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL 
ISSUES.  Caribbean,  Mexican,  Hawaiian,  Alaskan,  Med- 
iterranean. 7 — 14  days  in  Winter,  Spring,  Summer.  Approved 
for  18-24  CME  Category  I credits  (AMA-PRA).  Distinguished 
professors.  Fly  roundtrip  free  on  Caribbean,  Mexican,  and 
Alaskan  Cruises.  Excellent  group  fares  on  finest  ships.  Regis- 
tration limited.  Prescheduled  in  compliance  with  present  IRS 
requirements.  Info:  International  Conferences,  189  Lodge  Ave, 
Huntington  Station,  NY  11746;  ph  516/549-0869.  p9-l  1/83 


AMA 


DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.* 
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Ne^Yxi  Can  Uge 

By  EARL  THAYER,  Secretary /BERNIE  MARONEY,  Assistant  Secretary 


OCTOBER  1 STARTING  DATE  FOR  NEW  MEDICARE  PROSPECTIVE  PAYMENT  SYSTEM.  On  September  1, 
1983,  the  Health  Care  Financing  Administration  (HCFA)  issued  138  pages  of  interim  final  regulations  which 
detail  a prospective  payment  system  (PPS)  for  the  reimbursement  of  hospitals.  The  new  hospital  reimburse- 
ment plan  was  enacted  as  part  of  the  Social  Security  Amendments  of  1983  signed  into  law  in  April  of  this  year. 

Medicare  payment  for  inpatient  hospital  services  will  be  based  on  a predetermined,  fixed  amount  for  each 
case  according  to  one  of  467  diagnosis  related  groups  (DRGs).  DRGs  were  devised  in  1975  as  a system  of 
grouping  cases  into  categories  which  are  considered  clinically  coherent  and  reasonably  similar  in  resource 
consumption.  Cases  are  classified  into  DRGs  based  on  the  patient’s  age,  sex,  principal  diagnosis  (the  diagnosis 
chiefly  responsible  for  causing  the  patient’s  admission  to  the  hospital),  secondary  diagnosis  procedures  per- 
formed, and  discharge  status. 

Under  this  system,  prospective  payment  will  be  payment  in  full  for  all  Medicare  inpatient  operating  costs. 
The  PPS  will  be  phased  in  over  a three-year  period  with  the  ultimate  goal  of  nationally  established  rates. 
During  the  three-year  transition  period  payment  rates  will  be  a blend  of  hospital-specific  amounts  based  on 
each  hospital’s  cost  experience,  and  national  and  regional  DRG  amounts.  Prospective  payment  will  apply 
for  each  hospital  beginning  with  the  first  fiscal  year  that  commences  on  or  after  October  1 , 1983.  Approx- 
imately 40  hospitals  will  be  affected  with  other  hospitals  phasing  into  the  system  for  the  next  year. 

Exemptions  from  PPS  will  be  provided  for  long-term,  psychiatric,  rehabilitation  and  children’s  hospitals 
or  their  distinct  units  within  acute  care  hospitals.  Special  adjustments  for  hospitals  designated  as  sole  com- 
munity hospitals  will  be  provided.  The  regulations  also  stipulate  that  by  October  1,  1984,  hospitals  must 
have  a contract  with  a Peer  Review  Organization  (PRO)  as  a condition  for  Medicare  payment. 

These  regulations  are  extremely  important  for  physicians,  as  they  will  be  required  to  attest  in  writing  to  the 
principal  diagnosis,  secondary  diagnosis,  and  procedures  performed — all  of  which  will  affect  which  DRG 
is  assigned  and  subsequently  the  hospital  payment.  Hospitals  will  be  put  fully  at  risk  for  the  length  of  stay 
and  use  of  services  within  each  DRG.  Therefore,  if  a hospital  spends  more  for  a case  than  the  amount  set 
for  it,  the  hospital  would  have  to  absorb  the  loss.  At  the  same  time,  if  the  case  costs  less,  the  hospital  can 
keep  the  difference.  ■ 


TAX  CHANGES  AFFECT  SERVICE  CORPORATIONS.  Recent  changes  in  federal  tax  laws  have  reduced  the 
incentives  of  medical  groups  to  incorporate  thereby  improving  the  situation  for  unincorporated  practices. 
A special  “Blue  Book  Update,”  summarizing  these  changes  and  their  impact  on  medical  groups,  appears 
elsewhere  in  this  issue.  ■ 


CIRCUIT  COURT  UPHOLDS  PEER  REVIEW  CONFIDENTIALITY  STATUTE.  The  La  Crosse  Circuit  Court  upheld 
the  constitutionality  of  confidential  peer  review  records  in  late  September.  Circuit  Judge  Peter  Pappas  ruled 
that  the  Legislature  wanted  such  records  to  remain  confidential  to  encourage  the  review  of  physicians’  work 
in  the  hope  that  health  care  could  be  improved  and  costs  of  health  care  could  be  reduced.  “Courts  in  other 
states  have  found  that  granting  privileged  status  to  peer  review  records  is  rationally  related  to  improving 
health  care  and  minimizing  health  care  costs,”  he  said.  The  State  Medical  Society  had  filed  an  amicus  curiae 
brief  in  which  it  maintained  that  confidentiality  was  a cornerstone  of  peer  review  necessary  to  foster  candid 
evaluation  of  healthcare  providers  thereby  improving  health  care  for  citizens  of  the  state.  ■ 


BOOKLET  ON  INDEPENDENT  BILLING  AVAILABLE.  The  Reimbursement  Committee  of  the  Wisconsin 
Chapter  of  the  American  College  of  Emergency  Physicians  has  prepared  a booklet,  “Introduction  to  Inde- 
pendent Billing.”  The  price  is  $5.00  (includes  postage)  per  copy  for  nonmembers.  To  order,  contact:  Arlene 
Meyer,  Wisconsin  Chapter,  ACEP,  PO  Box  1 109,  Madison,  WI  53701;  phone  1-800-362-9080  or  Madison 
area  257-6781.  ■ 
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•More  total  sleep  time  on  nights 
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•Seldom  produces  morning  hangover.' 
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The  weight  of 
objective  evidence 
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efficacy  of 

Dalmane® 
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15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
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Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
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first  trimester.  Warn  patients  of  the  potential  risks  to  the 
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while  receiving  flurazepam.  Instruct  patient  to  discon- 
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possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
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tal alertness  (e  g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 


Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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WAYNE  J BOULANGER,  MD,  Editorial  Director 


— Editorials 

Official  positions  of  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society 


Thirty-year  man 

Victor  Falk,  MD  was  appointed  medical  editor  of 
the  Wisconsin  Medical  Journal  in  1962,  a fact  duly 
noted  in  the  May  1962  issue.  He  had  already  been  on 
the  Editorial  Board  for  nine  years  by  that  time,  so 
that  1983  marks  30  years  of  continuous  service  to  his 
colleagues.  Fortunately,  he  shows  no  sign  of  slowing 
down. 

Actually  his  work  on  the  Wisconsin  Medical  Jour- 
nal makes  up  only  a small  part  of  an  interesting 
and  varied  medical  career  which  has  included  service 
as  a Naval  Flight  Surgeon  in  World  War  II — service 
which  won  him  a Silver  Star  with  the  United  States 
Marines. 

After  the  war  Doctor  Falk  completed  his  surgical 
training  and  set  up  practice  in  Edgerton  in  1948.  He 
found  time  to  act  as  city  health  officer,  taking  over 
soon  after  opening  his  practice  and  continuing  on 
until  1969,  receiving  recognition  in  1968  as  the 
Edgerton  Rotary  Club’s  “Honored  Citizen.”  He 
also  has  been  coroner  and  a member  of  the  City 
Council  of  Edgerton. 

One  would  think  that  a busy  surgical  practice  and 
involvement  in  Edgerton’s  community  affairs  would 
have  kept  our  Medical  Editor  occupied,  but  he  sus- 
pended those  activities  three  times  to  participate  as 
an  AMA  volunteer  physician  in  Viet  Nam  in  1966, 
1967,  and  1972.  He  also  served  as  Volunteer  Physi- 
cian in  Nicaragua  with  the  Partners  of  Americas 
program. 

His  long  interest  in  medical  publications  has  led  to 
a seat  on  the  Board  of  the  State  Medical  Journal  Ad- 
vertising Bureau  in  Chicago,  an  organization  which 
represents  31  state  medical  society  journals  for  the 
purpose  of  accepting  scientific  advertising.  He  is 
vice-president/secretary-treasurer  of  the  Board. 

When  the  State  Medical  Society  developed  a 
“Health  Caring  Column”  back  in  1978  for  distribu- 
tion to  the  state’s  newspapers,  it  was  only  natural 
that  Doctor  Falk  should  be  the  prime  supplier  of 
articles  for  the  column.  Although  heavily  committed 
to  the  Journal,  Doctor  Falk  graciously  accepted  the 
assignment  which  he  carried  out  until  late  1979  when 
he  asked  to  be  relieved  of  the  responsibility.  The 
column  continues  to  be  a popular  feature,  due  in 
large  measure  to  the  initial  efforts  of  Doctor  Falk. 

The  Board  of  Directors  of  the  State  Medical  So- 
ciety has  shown  excellent  judgment  in  retaining 
Victor  Falk  as  Medical  Editor  of  its  Journal  since 
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1962.  The  membership  of  the  Society  owes  him  a 
vote  of  thanks  for  past  service  and  is  fortunate 
indeed  that  there  is  still  plenty  of  gas  in  the  tank. 
Thirty  years  is  only  a beginning. — WJB 


Ethics  and  the  Dodo  Bird 

To  be  succinct, 

They’re  both  extinct. — WJB 


Truth  in  advertising 

As  competition  between  health  insurance  car- 
riers intensifies,  consumers  and  providers  are  often 
caught  in  the  middle.  For  example,  not  long  ago  an 
internist  received  a telephone  call  from  the  head  of 
a family  for  whom  he  had  been  the  primary  care  pro- 
vider for  many  years.  The  caller  stated  that  he  had 
recently  joined  an  IPA  which  listed  as  one  of  its  physi- 
cians the  internist.  In  point  of  fact,  the  patient  had 
joined  the  IPA  largely  because  his  doctor  would 
remain  the  same,  and  he  figured  he  could  save  some 
money.  He  said  he  wanted  to  schedule  complete  phys- 
ical examinations  for  himself,  his  wife,  and  their  six 
children. 

And  why  not? 

In  selling  its  healthcare  “package”  the  carrier  had 
advertised  in  the  newspapers  and  other  media  that  the 
enticingly  low  monthly  premium  would  cover  annual 
physicals,  shots,  office  calls,  hospitalization,  refer- 
rals to  other  specialists — in  short,  the  works.  The  ads 
did  not  mention  that  the  doctors  and  hospitals  had 
to  work  within  a fixed  budget  that  provided  a finite 
number  of  dollars  regardless  of  the  number  of 
“encounters”  per  family,  and  that  if  the  doctors  and 
hospitals  didn’t  stay  within  that  budget,  the  shortfall 
would  have  to  be  made  up  by  the  doctors  and 
hospitals. 

The  ads  didn’t  say  that  at  the  same  time  the  insur- 
ance carrier  was  promising  this  healthcare  utopia  it 
was  forcing  the  providers  of  that  care  to  exercise 
much  more  restraint  in  the  performance  of  their  serv- 
ices than  they  had  to  in  the  past,  that  in  their  gate- 
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EDITORIALS  continued 

keeping  role,  an  important  new  function  was  to  ration 
services. 

Eventually,  adjustments  will  be  made,  but  for  now 
the  provider,  to  the  extent  which  he  denies  services, 
comes  out  a villain  in  the  eyes  of  the  family  with  the 
six  kids  who  seek  to  collect  their  promised  benefits. 

The  solution  is  simple:  If  you’re  going  to  advertise, 
be  honest  about  what  you’re  selling,  and  don’t  make 
promises  you  can’t  keep.  Whatever  watchdog  there 
is  in  Wisconsin  with  the  function  of  insuring  honesty 
in  advertising  has  been  snoozing  in  the  sun.  Con- 
sumers and  employers  who  offer  healthcare  benefits 
must  be  made  aware  that  the  cheaper  coverages  are 
cheaper  for  only  one  reason — they  provide  less 
coverage. — WJB  ■ 
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Scientific  Medicine 


VICTOR  S FALK,  MD,  Medical  Editor 


aids  | Acquired  Immune  Deficiency  Syndrome 

THIS  ISSUE  OF  THE  Wisconsin  Medical  Journal  is  devoted  largely  to  helping  physicians  accept 
their  full  responsibility  for  appropriate  management  of  the  patient  who  has  or  is  concerned  about 
Acquired  Immune  Deficiency  Syndrome  (AIDS). 

It  is  a part  of  the  State  Medical  Society’s  broad  and  vigorous  educational  and  service  effort  about 
this  grave  disease.  The  Society  is  making  every  attempt  to  integrate  its  activities  with  the  State  Division 
of  Health’s  fine  leadership  through  its  epidemiologic  unit.  Moreover,  it  is  a coordinated  effort  involv- 
ing the  Governor’s  Council  on  Lesbian  and  Gay  Issues,  many  public  and  volunteer  agencies,  the 
Medical  Society  of  Milwaukee  County  and  other  medical  societies,  the  two  medical  schools,  and 
many  other  medical  individuals  and  services. 

Grave  as  the  disease  may  be,  fear-mongering  on  its  gravity  is  a gross  disservice  to  everyone.  Neither 
should  the  fact  of  few  Wisconsin  cases  prompt  quick  dismissal  of  the  potential  for  its  growing  presence, 
especially  among  homosexually  active  males  and  intravenous  drug  users.  That  there  is  currently  no 
known  treatment  for  AIDS,  should  only  enlarge  the  physician’s  concern  for  preventive  measures, 
accurate  diagnosis,  prompt  referral  when  in  doubt,  and  effective  management  and  counseling  of 
the  patient  and  his  family. 

Perhaps  more  than  anything,  the  situation  calls  for  an  open,  understanding,  and  nonjudgmental 
attitude  by  the  physician,  an  attitude  which  everyone  recognizes  is  basic  to  all  good  patient  care. 

To  this  end  the  November  issue  of  WMJ  is  dedicated.  The  task  of  education  and  understanding 
is  only  just  beginning.  Future  issues  will  bring  further  updates,  more  information,  and  hopefully 
continued  helpful  guidance  for  the  physician.  ■ 
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I AIDS  I Pneumocystis  carinii  pneumonia 
and  disseminated  cytomegalovirus  infection 
in  previously  healthy  bisexual  man 

Glenn  F Ragalie,  MD;  Timothy  R Franson,  MD;  Harold  D Rose,  MD 
and  Neela  K Sheth,  MD,  Milwaukee,  Wisconsin 


ABSTRACT.  A previously  healthy  40-year-old  bisexual 
man,  who  recently  moved  to  Wisconsin  from  New  York 
City,  presented  with  an  8-month  history  of  cough,  dysp- 
nea, diarrhea,  and  weight  loss.  Pneumocystis  carinii 
pneumonia  and  disseminated  cytomegalovirus  infection 
were  diagnosed.  Immunologic  evaluation  revealed  T- 
cell  abnormalities.  He  responded  to  trimethoprim-sulfa- 
metholazole  therapy  and  was  discharged  after  a lengthy 
hospitalization.  This  is  the  first  reported  case  in  Wiscon- 
sin of  acquired  immune  deficiency  syndrome  (AIDS). 

In  mid-1980,  the  Centers  for  Disease  Control  (CDC) 
reported  an  outbreak  of  Kaposi’s  sarcoma,  Pneumo- 
cystis carinii  pneumonia,  and  other  opportunistic 
infections  occurring  in  previously  healthy,  predom- 
inantly homosexual  males.  The  earliest  cases  were 
concentrated  in  New  York  and  California.  By  the 
end  of  1982,  approximately  800  cases  had  been  re- 
ported from  32  states  and  10  foreign  countries.  We 
describe  herein  the  first  case  reported  in  Wisconsin, 
emphasizing  the  clinical  findings  in  this  perplexing 
disease  now  known  as  acquired  immune  deficiency 
syndrome  (AIDS). 

Case  report.  A 40-year-old  black  male  was  in  ap- 
parent good  health  until  eight  months  prior  to  hos- 
pitalization when  he  developed  a dry  cough,  dysp- 
nea, and  low-grade  fever.  Three  months  prior  to  ad- 
mission the  cough  and  dyspnea  worsened  and  were 
accompanied  by  anorexia,  watery  diarrhea,  and  a 
20-pound  weight  loss.  A chest  roentgenogram  and 
barium  enema  were  reportedly  normal.  He  had  re- 
sided in  New  York  City  for  12  years  but  moved  to 
Milwaukee  just  prior  to  admission  to  the  Veterans 
Administration  Medical  Center,  Wood  (Milwau- 
kee), Wisconsin  on  October  12,  1982. 

Past  history  included  a positive  tuberculin  skin 
test  since  age  10,  hepatitis  B and  primary  syphilis 
in  1971,  and  four  episodes  of  gonorrhea.  He  denied 
alcohol  or  parenteral  drug  abuse.  A detailed  sexual 
history  was  not  elicited  on  admission. 

Physical  examination  disclosed  a thin  black  male 
who  appeared  chronically  ill.  His  temperature  was 
98.9  F (37  C),  pulse  rate  80  beats/minute,  blood 


From  the  Pulmonary  Disease  Section,  Infectious  Disease  Section,  and 
the  Pathology  Service,  Wood  Veterans  Administration  Medical  Center, 
and  the  Departments  of  Medicine  and  Pathology,  The  Medical  College  of 
Wisconsin,  Milwaukee,  Reprint  requests  to:  Harold  D Rose,  MD,  Medical 
Service/ 111,  VA  Medical  Center,  Wood,  Wis  53193-0232  (phone: 
414  / 384-2000).  Copyright  1983  by  the  State  Medical  Society  of  Wisconsin. 
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pressure  100/70  mmHg,  and  respiratory  rate  24/ 
minute.  Examination  of  the  chest  was  normal.  There 
were  no  skin  or  oral  lesions,  lymphadenopathy,  or 
other  abnormalities. 

Initial  laboratory  studies  included  a white  blood 
cell  count  of  6,500/cu  mm  with  a slight  left  shift  of 
the  differential,  hemoglobin  12.2  gm/dl,  hematocrit 
36.9%,  and  an  erythrocyte  sedimentation  rate  of 
64  mm/hour  (Westergren).  Liver  function  studies, 
serologic  test  for  syphilis  (VDRL)  and  routine  urin- 
alysis were  normal.  Chest  roentgenogram  and  elec- 
trocardiogram were  normal.  The  arterial  blood  pH 
was  7.45,  carbon  dioxide  tension  was  26  mmHg,  and 
oxygen  tension  was  61  mmHg  while  the  patient  was 
breathing  room  air.  Serologic  testing  for  hepatitis 
revealed  negative  hepatitis  B surface  antigen  but  pos- 
itive surface  antibody,  positive  hepatitis  A IgG  anti- 
body and  negative  IgM  antibody.  A 5 tuberculin 
unit  and  Candida  skin  test  were  negative. 

The  early  hospital  course  was  marked  by  fever  to 
103  F (39.4  C),  tachypnea  and  persistent  diarrhea. 
Routine  cultures  of  blood,  sputum,  urine,  and  feces 
yielded  no  pathogens.  Proctoscopic  examination 
disclosed  a diffusely  friable  mucosa,  and  colon- 
oscopy revealed  multiple  mucosal  ulcerations. 
Biopsies  showed  only  chronic  inflammation.  These 
findings  seemed  consistent  with  the  diagnosis  of 
Crohn’s  colitis,  and  prednisone  (60  mg  orally)  was 
prescribed.  Pulmonary  function  studies  showed  a 
moderate  restrictive  impairment  and  reduced  dif- 
fusing capacity.  A 67gallium  citrate  scan  disclosed 
uptake  in  both  lungs.  These  findings  were  not  com- 
patible with  the  diagnosis  of  Crohn’s  colitis,  and  the 
possibility  of  the  patient  having  AIDS  was  sug- 
gested. 

A more  detailed  sexual  history  disclosed  a long 
history  of  bisexual  practice,  including  several  hun- 
dred male  partners  and  promiscuous  activity  in  New 
York  City  bathhouses.  He  denied  using  nitrite  in- 
halants. 

A chest  roentgenogram  now  showed  new  patchy 
right  lower  lobe  reticulonodular  changes.  Lung 
tissue  was  obtained  by  fiberoptic  bronchoscopy  on 
November  3,  1982.  Examination  by  light  microscopy 
of  methenamine  silver-stained  tissue  sections  re- 
vealed intra-alveolar  cyst  forms  consistent  with 
Pneumocystis  carinii  (Fig  1).  The  prednisone  dosage 
was  rapidly  tapered  and  the  drug  discontinued.  Full- 
dose  trimethoprim-sulfamethoxazole  (320  mg/ 1600 
mg)  was  administered  orally  every  six  hours  for 
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Figure  1 — Numerous  pneumocystis  carinii  cysts  seen  in  transbronchial  lung  biopsy. 
(Gomori’s  methenamine  silver  strain,  magnification  x 1000). 


Figure  2— Granular,  friable  colonic  mucosa. 


Figure  3— Section  of  colonic  mucosa  showing  a cytomegalovirus  inclusion  body  within  columnar  cells. 
(H&E  stain,  magnification  x 400). 


three  weeks.  Viral  cultures  of  urine,  throat,  and 
blood  buffy  coat  yielded  cytomegalovirus.  Repeat 
colonoscopy  showed  patchy  erythema,  granularity, 
and  resolving  ulcerations  consistent  with  cytomegal- 
ovirus colitis  (Fig  2).  Examination  of  mucosal  tissue 
by  light  microscopy  disclosed  intranuclear  viral 
inclusion  bodies  (Fig  3).  Viral  culture  of  the  biopsy 
tissue  yielded  cytomegalovirus.  T-lymphocyte  studies 
showed  decreased  helper  (OKT4-10%)  and  increased 
suppressor  (OKT8-40%)  subset  populations. 

The  patient  experienced  subjective  and  objective 
improvement  in  pulmonary  function.  However,  the 
hospital  course  was  complicated  by  oral  candidiasis, 
which  abated  with  appropriate  therapy,  and  dis- 
seminated herpes  zoster  (culture-confirmed)  which 
cleared  spontaneously.  The  diarrhea  improved  with- 
out therapy,  and  he  was  discharged  on  December 
26,  1982.  As  of  March  1983,  he  has  not  suffered  new 
or  recurrent  infections. 


Discussion.  Acquired  immune  deficiency  syndrome 
is  a newly  defined  syndrome  that  has  been  recog- 
nized since  1979.  The  CDC  defines  a case  of  AIDS 
as  “a  disease,  at  least  moderately  predictive  of  a 
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defect  in  cell-mediated  immunity,  occurring  in  a 
person  with  no  known  cause  of  diminished  resistance 
to  that  disease.”1  Such  diseases  include:  an  aggres- 
sive form  of  Kaposi’s  sarcoma,  characterized  by 
widespread  skin  lesions  and  early  lymph  node  in- 
volvement, Pneumocystis  carinii  pneumonia  and 
other  serious  infections  due  to  one  or  more  fungal, 
viral,  protozoal  or  mycobacterial  organisms. 

Approximately  75%  of  AIDS  cases  have  oc- 
curred among  homosexual  or  bisexual  males.  Other 
high-risk  groups  are  intravenous  drug  abusers, 
Haitian  immigrants  and  persons  with  hemophilia. 
More  recently,  the  disease  has  been  described  in 
infants  of  affected  mothers2  and  female  sexual  part- 
ners of  affected  males.3 

Almost  80%  of  reported  AIDS  cases  in  the 
United  States  have  been  concentrated  in  six  large 
metropolitan  areas:  New  York  City,  San  Francisco, 
Miami,  Newark,  Houston,  and  Los  Angeles.  Ap- 
proximately 50%  of  all  cases  have  been  reported 
in  New  York  City  alone.  It  appears  certain  that  our 
patient  contracted  the  disease  in  New  York  City 
prior  to  moving  to  Milwaukee. 

Altered  immunoregulation  is  the  common  link 
between  all  the  reported  cases.  Typically,  cell-medi- 
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ated  immunity  is  severely  impaired.  Common  find- 
ings include  cutaneous  anergy,  lymphopenia,  T- 
cell  depletion,  and  diminished  T-cell  mitogen  re- 
sponse. Most  notably,  there  are  reduced  numbers  of 
the  “helper/inducer”  subset  of  T-cells  and  a relative 
increase  in  the  number  of  “suppressor/cytotoxic” 
T-cells,  with  the  ratio  of  helper  to  suppressor  cells 
frequently  less  than  1 .0  in  affected  individuals  (nor- 
mal— 2.0).  This  reduced  ratio  also  has  been  reported 
in  otherwise  healthy  homosexual  males4  and  may  be 
the  earliest  indicator  of  the  disease.  These  alterations 
in  cellular  immunity  correlate  with  the  types  of  op- 
portunistic infection  that  occur.  Humoral  immunity 
appears  to  remain  intact.5 

The  clinical  features  of  AIDS  are  protean.  Non- 
specific symptoms  such  as  malaise,  fever,  and  weight 
loss  may  antedate  overt  disease  by  12  to  18  months. 
Cough  and  dyspnea  are  almost  universal  in  patients 
with  Pneumocystis  carinii  pneumonia.  Chronic,  pro- 
fuse, watery  diarrhea  may  suggest  infection  with  the 
protozoan  Cryptosporidium ,6  Skin  or  mucosal 
lesions  and  lymphadenopathy  are  common  with 
Kaposi’s  sarcoma.  Ocular  abnormalities  such  as  cot- 
ton-wool spots7  and  mucosal  candidiasis8  also  are 
common. 

Since  Pneumocystis  carinii  pneumonia  is  the  most 
frequent  opportunistic  infection,  the  most  common 
radiographic  pattern  is  one  of  diffuse  bilateral  infil- 
trates.9 Concomitant  nodular  pulmonary  infiltrates 
and  hilar  adenopathy  suggest  coexistent  Kaposi’s 
sarcoma.  It  should  be  noted,  however,  as  in  our 
patient,  that  radiographic  changes  often  lag  behind 
the  symptoms.  McCauley  and  coworkers  also  noted 
that  positive  biopsy  material  could  be  obtained  in 
patients  with  near  normal  chest  roentgenograms.9 
In  patients  with  minimal  radiographic  changes, 
gallium  scans  may  demonstrate  intense  lung  up- 
take.10 

The  etiology  of  AIDS  is  unknown.  The  four 
hypotheses  discussed  most  often  related  to  cyto- 
megalovirus, nitrite  inhalants,  immune  overload, 
and  a “new”  transmissible  agent. 

Serologic  evidence  of  cytomegalovirus  infection 
and  active  shedding  of  the  virus  into  the  urine  are 
more  common  among  homosexual  men  than  among 
heterosexual  men  of  the  same  age."  Serologic  as- 
sociation of  Kaposi’s  sarcoma  with  cytomegalovirus 
has  been  demonstrated,12  and  cytomegalovirus  DNA 
has  been  found  in  tumor  biopsy  samples.13  Cyto- 
megalovirus also  is  associated  with  Pneumocystis 
carinii  in  immunosuppressed  renal  transplant  recip- 
ients,14 and  causes  transient  abnormalities  in  cellular- 
immune  function  in  previously  healthy  individuals.15 
On  the  other  hand,  cytomegalovirus  infections  have 
been  reported  in  the  United  States  for  many  years, 
while  AIDS  is  a recent  syndrome.  In  addition,  cyto- 
megalovirus is  not  more  prevalent  in  affected  than  in 
normal  homosexual  men. 1 1 


Inhaled  nitrites  are  used  as  a sexual  stimulant  by 
85%  of  homosexual  and  bisexual  men  as  compared 
to  15%  of  heterosexual  men.16  However,  there  is 
minimal  data  to  implicate  nitrites  as  a causal  agent. 

Immune  paralysis  due  to  repeated  sexually  trans- 
mitted infections  also  has  been  hypothesized.  How- 
ever, heterosexuals  with  AIDS  have  significantly 
lower  rates  of  infection  than  homosexuals.17  Genetic 
factors  also  may  be  involved,  as  a significant  in- 
crease in  HLA-DR5  haplotype  has  been  discovered 
in  homosexual  as  well  as  nonhomosexual  males  with 
Kaposi’s  sarcoma.18 

The  most  unifying  theory  is  that  AIDS  is  caused 
by  a “new”  transmissible  agent  or  a hybrid  or  muta- 
tion of  an  already  familiar  agent.  The  occurrence  of 
disease  among  homosexuals  and  drug  addicts, 
mimicking  hepatitis  B,  suggests  that  a virus  or 
viruses  are  the  most  likely  agents.  Transmission  may 
occur  by  intimate  direct  contact  involving  mucosal 
surfaces,  such  as  contact  among  homosexual  males, 
or  through  parenteral  spread,  such  as  occurs  among 
intravenous  drug  abusers  and  hemophiliac  patients 
using  lyophilized  preparations  of  factor  VIII.19  This 
hypothesis  has  led  to  the  recent  CDC  precautions 
for  clinical  and  laboratory  personnel  in  caring  for 
patients  and  handling  potentially  contaminated 
blood  and  body  fluids.20 

Treatment  of  patients  with  AIDS  can  be  a frus- 
trating endeavor.  The  overall  mortality  rate  thus  far 
is  approximately  40%,  with  the  one-year  mortality 
approaching  60%.'  Although  Pneumocystis  carinii 
pneumonia  has  been  successfully  treated  with  tri- 
methoprim-sulfamethoxazole and  pentamidine, 
multiple  infections  and  recurrent  infections  are 
common.  In  addition,  the  immune  defect  persists 
even  after  recovery  from  the  opportunistic  infection. 

In  several  states,  AIDS  is  a serious  public  health 
problem.  Although  our  case  was  the  first  reported 
to  the  Wisconsin  Health  Department,  it  is  likely  that 
others  will  soon  be  diagnosed.  Practicing  physicians 
should  be  alert  to  the  presence  of  patients  with  this 
syndrome.  Detailed  sexual  histories  should  be  ob- 
tained when  the  syndrome  is  suspected,  and  unusual 
infections  should  be  investigated  promptly  and 
treated  aggressively  as  in  other  immunocompro- 
mised patients. 

Addendum.  The  patient’s  subsequent  course  was 
complicated  by  recurrent  fevers,  aseptic  meningitis, 
and  lower  gastrointestinal  bleeding.  On  June  14, 
1983,  he  was  admitted  to  the  Milwaukee  County 
Medical  Center  where  he  underwent  sigmoid  colon 
resection  for  massive  bleeding  due  to  cytomegalo- 
virus colitis.  His  postoperative  course  was  marked  by 
recurrent  bacteremia,  respiratory  failure,  requiring 
prolonged  ventilatory  support,  and  hypoxic  brain 
injury  due  to  cardiopulmonary  arrests.  He  died  on 
September  22,  1983. 
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ABSTRACT 

Acquired  immune  deficiency  syn- 
drome in  low-risk  patients 

Evidence  for  possible  transmission  by  an  asympto- 
matic carrier 

ARTHUR  E PITCHENIK,  MD;  MARGARET  A F1SCHL,  MD; 
THOMAS  J SPIRA,  MD,  University  of  Miami  School  of  Med- 
icine and  Centers  for  Disease  Control,  Atlanta:  JAMA  1983 
(Sept  9);250(#10):  1310-1312. 

Two  patients  who  contracted  acquired 
immune  deficiency  syndrome  (AIDS)  could  not 
be  included  in  any  of  the  known  high-risk 
groups  for  this  syndrome  (ie,  they  were  not 
homosexual,  intravenous  (IV)  drug  abusers, 
Haitian,  or  hemophiliacs).  Patient  1,  however, 
had  regular  sexual  contact  with  her  husband, 
an  IV  drug  abuser  who  is  asymptomatic  despite 
a severe  T-cell  defect  (T-helper  cells,  33 /cu 
mm;  T-helper/T-suppressor  ratio,  0.32;  and  a 
depressed  lymphoproliferative  response  to 
mitogens  and  antigens).  We  hypothesize  that  he 
may  be  an  asymptomatic  carrier  of  an  AIDS 
agent  that  he  transmitted  to  his  wife  through 
intimate  heterosexual  contact.  This  mode  of 
sexual  transmission  may  provide  a vector  for 
the  spread  of  AIDS  to  low-risk  populations.  ■ 
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WISCONSIN  DIVISION  OF  HEALTH:  An  update  of  information  previously  prepared  and  disseminated  by  the  Wisconsin 
Division  of  Health,  Section  of  Acute  and  Communicable  Disease  Epidemiology,  on  June  16, 1983 


fAipsi  Facts  about  acquired  immune 

deficiency  syndrome  (AIDS)  Update  October  16, 1983 


The  number  of  cases  of  acquired  immune  de- 
ficiency syndrome  (AIDS),  as  reported  nationally  to 
the  Centers  for  Disease  Control  (CDC),  has  con- 
tinued to  increase.  To  date,  four  confirmed  cases 
(including  one  death)  have  been  reported  in  Wiscon- 
sin residents  and  an  additional  24  suspect  cases  have 
been  reported.  Furthermore,  three  cases  (including 
two  deaths)  in  non-Wisconsin  residents  have  been 
confirmed  in  Wisconsin  hospitals.  Healthcare  pro- 
fessionals should  be  acutely  aware  of  the  disease,  its 
diagnosis,  transmission,  and  preventive  measures. 

CHANGING  SPECTRUM  OF  DISEASE 

Prior  to  1981,  Kaposi’s  sarcoma  (KS),  a soft 
tissue  cancer  of  low  malignant  potential,  was  diag- 
nosed chiefly  in  elderly  men  of  Jewish  or  Mediter- 
ranean descent,  in  renal  transplant  patients,  or  in 
young  men  from  equatorial  Africa.  Opportunistic 
infections,  such  as  Pneumocystis  carinii  pneumonia, 
were  diagnosed  chiefly  among  persons  with  cancer, 
or  patients  treated  with  cancer  chemotherapy,  ster- 
oids, or  other  immunosuppressive  medications.  But 
in  1981,  articles  began  appearing13  which  reported 
the  occurrence  of  these  diseases  in  previously  healthy 
young  adults,  and  since  then  the  number  of  cases 
and  the  spectrum  of  associated  diseases  have  con- 
tinued to  increase. 

AIDS — CASE  DEFINITION 

For  the  limited  purposes  of  epidemiologic  sur- 
veillance, the  CDC  defines  a case  of  AIDS  as  a per- 
son who  has  had:  I.  A reliably  diagnosed  disease 
that  is  strongly  suggestive  of  an  underlying  cellular 
immune  deficiency,  but  who,  at  the  same  time,  has 
had:  II.  No  known  underlying  cause  of  cellular  im- 
mune deficiency  nor  any  other  cause  of  reduced  re- 
sistance reported  to  be  associated  with  that  disease. 
Particular  diseases  considered  strongly  suggestive  of 
cellular  immune  deficiency  include  certain  protozoal 
and  helminthic  infections  [Pneumocystis  carinii 
pneumonia;  intestinal  cryptosporidiosis;  pulmonary, 
central  nervous  system  (CNS),  or  disseminated 


This  information  is  an  update  of  a previous  memo  distributed  on  June 
16,  1983  by  the  Wisconsin  Division  of  Health,  Section  of  Acute  and 
Communicable  Disease  Epidemiology,  prepared  by  Jeffrey  P Davis,  MD, 
State  Epidemiologist,  James  M Vergeront,  MD,  Medical  Epidemiologist, 
and  Bruce  Klein,  MD,  Medical  Epidemiologist.  The  June  16,  1983  memo 
was  adapted,  in  part,  from  the  Oklahoma  Communicable  Disease  Bulletin 
and  Colorado  Disease  Bulletin.  Reprint  requests  to:  Wisconsin  Medical 
Journal,  State  Medical  Society  of  Wisconsin,  PO  Box  1 109,  Madison,  Wis 
53701;  or  phone  (608)  257-6781  (toll-free  in  Wisconsin  1-800-362-9080). 
Copyright  1983  by  the  State  Medical  Society  of  Wisconsin. 
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stronglyloidosis;  and  pulmonary  or  CNS  toxoplas- 
mosis], fungal  infections  [CNS  or  disseminated 
aspergillosis,  esophageal  candidiasis,  and  pulmo- 
nary, CNS,  or  disseminated  cryptococcosis],  bac- 
terial infections  [disseminated  “atypical”  mycobac- 
teriosis],  viral  infections  [pulmonary,  gastrointes- 
tinal or  CNS  cytomegalovirus  infections;  pulmo- 
nary, GI,  or  CNS  herpes  simplex  virus  (HSV)  infec- 
tions or  chronic  mucocutaneous  HSV  with  ulcers 
persisting  for  more  than  one  month;  and  progressive 
multifocal  leukoencephalopathy],  or  cancer  [Ka- 
posi’s sarcoma,  or  lymphoma  limited  to  the  brain]. 
The  CDC  case  definition4  should  be  consulted  for 
greater  detail.  Other  diseases  not  included  in  the 
case  definition  may  also  clearly  suggest  an  under- 
lying cellular  immune  deficiency,  thus  this  list  of  dis- 
eases is  not  complete. 

EPIDEMIOLOGY  OF  THE  AIDS  OUTBREAK 

As  of  October  5,  1983,  2,416  cases  of  AIDS  have 
been  reported  to  the  CDC  from  the  United  States 
and  123  cases  from  20  countries  outside  of  the  US.5 
Nine  or  ten  additional  cases  are  now  reported  to  the 
CDC  each  day.  The  overall  case  fatality  rate  is  ap- 
proximately 44%  among  the  cases  currently  reported 
to  the  CDC  but  the  fatality  rate  increases  with  dura- 
tion of  disease.  Approximately  87%  of  individuals 
diagnosed  as  having  AIDS  prior  to  January  1,  1982 
have  died. 

Female  sexual  partners  of  males  with  AIDS: 
Women  who  are  sexual  partners  of  men  with  AIDS 
have  been  reported  to  have  AIDS,  an  illness  con- 
sistent with  the  prodrome  of  AIDS,  or  clinical  or 
laboratory  abnormalities  associated  with  the  syn- 
drome.6-7 

Geographic:  The  majority  of  cases  have  come 
from  New  York  City  (41.0%),  New  York  state  ex- 
cluding NY  City  (5.0%),  San  Francisco  (12.0%), 
Miami  (4.9%),  New  Jersey  (6.0%),  Texas  (3.0%), 
and  Los  Angeles  (7.0%).  Forty-two  states  and 
Washington,  DC  have  reported  AIDS  cases.5 

ETIOLOGY 

An  acquired  deficiency  of  the  T-helper  cells  of  the 
immune  system  appears  to  be  the  common  feature  of 
AIDS  cases.  This  deficiency  predisposes  people  to 
KS  and  other  infections.814  Although  the  etiology  of 
this  deficiency  is  still  unknown,  observations  are 
consistent  with  an  infectious  agent,  possibly  a pre- 
viously unknown  or  new  strain  of  virus.  Other  path- 
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ogenic  theories  invoke  reactivation  of  latent  viruses 
such  as  CMV  and  EBV  possibly  occurring  after 
repeated  stimulation  with  allogeneic  antigens  which 
results  in  a subsequent  immune  suppression.  While 
no  one  single  agent  has  been  proven  to  be  the  etio- 
logic  agent  leading  to  the  AIDS,  interesting  data 
pertaining  to  human  T-cell  leukemia  virus  (HTLV) 
or  related  human  retroviruses  have  suggested  a sig- 
nificantly greater  prevalence  of  HTLV  markers  in 
patients  with  AIDS  or  an  AIDS-related  complex  of 
illness  when  compared  to  non-ill  control  subjects.'5  '9 

MODE  OF  TRANSMISSION 

The  mode  of  transmission  appears  to  resemble 
that  of  hepatitis  B and  it  appears  that  the  disease  is 
spread  from  person  to  person:  (1)  through  intimate, 
direct  contact  involving  mucosal  surfaces,  such  as 
sexual  transmission,  and  (2)  through  parenteral 
spread,  such  as  occurs  among  intravenous  drug 
abusers,  hemophiliacs  who  receive  factor  VIII,  or 
recipients  of  blood  transfusions.20 

INCUBATION  PERIOD 

The  exact  time  between  infection  and  the  onset  of 
immune  suppression  is  not  known.  However,  cur- 
rent knowledge  regarding  the  incubation  period  for 
transfusion-related  cases,21  suspected  cases  in  infants 
of  high-risk  mothers,22  and  in  case  situations  assoc- 
iated with  specific  known  sexual  exposures,23  sug- 
gest the  incubation  period  to  generally  range  from  6 
to  24  months  after  first  exposure  and  typically  to  be 
more  than  12  months. 

CLINICAL  SYMPTOMS 

Early  signs  and  symptoms:  Before  patients  de- 
velop Kaposi’s  sarcoma  (KS)  or  opportunistic  infec- 
tions, they  may  have  a variable  period  of  generalized 
lymphadenopathy,  fatigue,  fevers,  night  sweats, 
anorexia,  weight  loss,  diarrhea,  or  oral  candidiasis. 
During  this  period,  the  immune  deficiency  may  often 
be  detected  by  blood  tests  (see  below).  In  the  near 
future  a definition  for  AIDS-related  conditions  that 
do  not  meet  the  CDC  case  definition  for  confirmed 
AIDS  will  be  disseminated.  This  will  be  inclusive  of 
such  entities  as  persistent  lymphodenopathy. 

AIDS:  An  AIDS  case  will  have  the  clinical  symp- 
toms of  KS  (reddish-violaceous  skin  nodules,  often 
multiple),  focal  lymphoma  of  the  brain,  or  one  of 
the  other  opportunistic  infections  (see  case  defini- 
tion). 

GROUPS  AT  RISK 

Homosexually  active  men:  Approximately  72  per- 
cent of  the  cases  have  occurred  in  homosexually 
active  men.  Homosexually  active  men  with  multiple 
sexual  partners  appear  to  be  at  increased  risk  of 
AIDS. 
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IV  drug  users:  Approximately  17%  of  the  cases 
of  AIDS  have  been  in  users  of  illicit  IV  drugs.  Of 
cases  associated  with  IV  drug  use,  21%  have  oc- 
curred in  women. 

Haitians:  Haitians  represent  approximately  5%  of 
the  AIDS  cases.  Extensive  evaluation  of  risk  factors 
within  this  group  is  underway. 

Hemophiliacs:  To  date  16  hemophiliacs  with 
AIDS  have  been  reported;  15  have  factor  VIII  de- 
ficiency and  one  has  factor  IX  deficiency.  This  rep- 
resents 0.7%  of  the  cases. 

No  apparent  risk  group  /risk  group  unknown: 
This  category  represents  approximately  6%  of  re- 
ported cases  and  includes  cases  in  recipients  of  blood 
transfusions,  in  heterosexual  contacts  of  bisexual 
men  or  of  users  of  IV  drugs,  and  other  categories. 
While  infants  and  children  of  high-risk  parents  have 
been  reported  with  conditions  closely  resembling  and 
likely  to  be  AIDS,  they  are  not  included  in  the  na- 
tional statistics.  Infants  have  been  reported  with 
AIDS  who  have  high-risk  mothers  (mothers  had 
AIDS,  or  were  of  Haitian  descent,  or  were  IV  drug 
abusers)24  26  or  other  high-risk  individuals  in  the 
immediate  family  setting. 

As  of  September  1983,  at  least  seven  cases  of 
AIDS  have  been  reported  to  the  CDC  in  which 
blood  transfusions  (whole  blood,  platelet  trans- 
fusions, etc)  are  thought  to  be  the  only  known  risk 
factor  associated  with  illness  and  followup  investi- 
gations have  been  completed.  Additional  cases  are 
also  under  investigation.  While  this  represents  a 
cumulative  incidence  of  AIDS  of  less  than  one  case 
per  one  million  persons  transfused,  most  of  the 
AIDS  patients  with  transfusion  as  their  only  risk  re- 
ceived their  transfusion  more  than  two  years  ago. 
Furthermore,  control  measures  issued  to  prevent 
AIDS  in  association  with  blood  product  usage  were 
promulgated  nationally  in  March  1983  (see  pre- 
vention). Thus,  longitudinal  evaluation  of  this  prob- 
lem must  involve  assessment  of  risk  involved  with 
blood  products  donated  in  each  of  multiple  time  in- 
tervals. 

DIAGNOSIS 

Blood  tests:  There  is  currently  no  single  blood  test 
which  is  a specific  screening  test  diagnostic  for 
AIDS.  Total  lymphocyte  counts  are  often  low  in 
AIDS  cases  (less  than  1500/cu  mm).  Confirmed 
AIDS  cases  invariably  have  decreased  T-helper 
lymphocytes  and  a decreased  T-helper  to  T-sup- 
pressor  cell  ratio.  Immunoglobulins  are  normal  or 
increased,  particularly  IgA  and  IgG.  Qualitative  tests 
of  lymphocyte  function  demonstrate  a depressed 
response  to  mitogen  stimulation  and  loss  of  natural 
killer  cell  activity. 

Skin  tests:  Most  patients  with  confirmed  AIDS 
have  cutaneous  anergy  and  do  not  react  to  any  skin 
tests  (PPD,  Candida,  mumps,  etc). 
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ADDITIONAL  AIDS  RELATED  MARKERS 

Certain  biochemical  marker  substances  such  as 
beta-2-microglobulin,  alpha- 1 -thymosin,  and  speci- 
fic interferon  fractions  may  prove  to  be  sensitive 
markers  for  AIDS  and  AIDS-related  conditions;  and 
a variety  of  investigations  are  underway  to  evaluate 
these  markers. 

TREATMENT 

Appropriate  antibiotic  and  other  antimicrobial 
agents  are  used  to  treat  the  opportunistic  infections, 
and  antineoplastic  agents  are  being  used  for  the 
treatment  of  KS  and  other  malignancies.  Drugs 
such  as  interferon  are  being  tried  at  some  centers 
to  enhance  the  patients’  immune  responsiveness.  To 
date,  no  treatment  regimen  used  has  been  effective 
in  reversing  the  immune  deficiency  associated  with 
this  disease. 

PREVENTION 

The  key  to  prevention  of  AIDS  is  to  interrupt 
transmission  of  the  purported  infectious  agent  that 
results  in  the  acquired  immune  deficiency.  Attempts 
should  be  made  by  all  persons  in  high-risk  groups 
to  avoid  intimate  contact  with  persons  having  or  sus- 
pected of  having  AIDS.  Healthcare  professionals 
should  take  precautions  to  avoid  percutaneous  in- 
noculation  or  mucosal  exposure  to  blood  from  these 
patients.  The  CDC,  in  the  Morbidity  and  Mortality 
Weekly  Report  (MMWR),  published  guidelines  for 
preventing  transmission  of  AIDS  among  clinical 
and  laboratory  personnel,20  for  dental-care  person- 
nel and  for  persons  performing  necropsies  or  provid- 
ing morticians’  services.27  These  generally  follow  the 
guidelines  for  the  prevention  of  hepatitis  B. 

1.  Blood  and  organs  of  AIDS  patients  should  not 
be  donated. 

2.  Blood  and  bodily  secretions  of  confirmed  or 
suspected  cases  should  be  considered  infectious 
and  personnel  should  take  precautions  to  avoid 
direct  contact  of  their  mucous  membranes  or 
percutaneous  exposure  to  blood  or  secretions 
of  AIDS  patients. 

3.  Blood  specimens,  blood-soiled  articles,  secre- 
tions, contaminated  needles  and  surfaces 
should  be  handled  in  accordance  with  hospital 
and  clinic  policies  for  hepatitis  B-contaminated 
articles. 

4.  A private  room  is  indicated  for  patients  who 
are  too  ill  to  use  good  hygiene  such  as  those 
with  profuse  diarrhea,  or  altered  behavior 
secondary  to  central  nervous  system  infection. 

5.  Dental  care  personnel  should  wear  gloves, 
masks,  and  protective  eyewear  when  perform- 
ing dental  or  oral  surgical  procedures  on  pa- 
tients with  AIDS  or  suspect  AIDS.  Instru- 
ments used  in  the  mouths  of  patients  should  be 
sterilized  after  use. 


On  March  4,  1983,  Dr  Edward  N Brandt,  Jr, 
Assistant  Secretary  for  Health,  issued  the  following 
prudent  and  interim  recommendations  to  the  public 
to  reduce  the  risk  of  contracting  AIDS. 

1 . Sexual  contact  should  be  avoided  with  persons 
known  or  suspected  to  have  AIDS. 

2.  Avoid  sex  with  multiple  partners  or  those  who 
may  have  multiple  partners. 

3.  Members  of  groups  at  increased  risk  for  AIDS 
should  refrain  from  donating  plasma  and/or 
blood  products. 

4.  Studies  should  be  conducted  to  evaluate  screen- 
ing procedures  for  their  effectiveness  in  iden- 
tifying and  excluding  plasma  and  blood  with  a 
high  probability  of  transmitting  AIDS. 

5.  Physicians  should  adhere  strictly  to  medical 
indications  for  transfusions. 

6.  Work  should  continue  toward  development  of 
safer  blood  products  for  use  by  hemophilia  pa- 
tients. 

In  addition  to  these,  recommendations  that  would 
result  in  minimizing  exposure  to  blood  and  bodily 
secretions  during  sexual  contact  seem  prudent  to 
reduce  the  risk  of  transmission  of  a purported  AIDS 
etiologic  agent,  particularly  among  homosexual  and 
bisexual  men.  This  would  involve  incorporation  of 
barrier  methods  (condoms)  and  avoiding  exchange 
of  secretions. 

FURTHER  QUESTIONS 

Further  questions  about  AIDS  may  be  directed 
to  the  Wisconsin  Division  of  Health,  Section  of 
Acute  and  Communicable  Disease  Epidemiology: 
(608)  267-9003. 


REPORTING 

AIDS  has  been  an  officially  reportable  disease 
in  Wisconsin  since  August  15,  1983.  Confirmed 
cases  and  suspect  cases  of  AIDS  should  be  reported 
to  the  Wisconsin  Division  of  Health,  Section  of 
Acute  and  Communicable  Disease  Epidemiology, 
(608)  267-9003,  or  to  local  public  health  agencies. 
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The  National  Institutes  of  Health  and 
research  into  the  acquired  immune 
deficiency  syndrome 
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National  Institutes  of  Health;  and  MICHAEL  I GOLD- 
BERG, PhD,  Associate  Director,  Program  Planning  and 
Evaluation,  Office  of  the  Director,  NIH,  Bldg  1,  Rm  137, 
Bethesda,  Md  20205.  (Tearsheet  requests  to  Doctor 
Goldberg) 
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Food  and  Drug  Administration  responses 
to  the  challenges  of  AIDS 

HARRY  M MEYER,  JR,  MD,  Director,  National  Center 
for  Drugs  and  Biologies,  Food  and  Drug  Administration, 
Parklawn  Bldg,  Rm  13B-45,  5600  Fishers  Lane,  Rock- 
ville, Md  20857.  (Tearsheet  requests  to  Doctor  Meyer) 
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National  Gay  Task  Force  Crisisline 

In  response  to  growing  public  demand  for  AIDS  infor- 
mation and  referrals,  the  National  Gay  Task  Force 
(NGTF)  toll-free  Crisisline  is  expanding  operations  from 
three  to  five  telephone  lines.  In  its  first  year  of  operations, 
the  NGTF  Crisisline  has  already  provided  thousands  of 
callers  with  up-to-date  and  accurate  information  about 
AIDS,  documented  violence  against  gay  and  lesbian 
people,  and  referred  victims  of  violence  to  support 
services. 

The  Crisisline  is  staffed  by  trained  volunteers  who 
answer  basic  medical  questions  about  AIDS,  send  pack- 
ets of  information  on  the  medical  and  social  aspects  of 
AIDS  to  health  care  professionals  and  local  groups,  and 
provide  referrals  to  more  than  50  local  treatment  cen- 
ters, support  groups  and  research  facilities  across  the 
nation.  Crisisline  staffers  also  refer  victims  of  anti-gay/ 
lesbian  harassment  and  violence  to  local  legal,  medical, 
counseling  and  other  support  services. 

The  expansion  of  the  Crisisline  has  been  made  pos- 
sible in  part  by  a grant  from  the  Gay  Men’s  Health  Crisis 
of  New  York  City.  Additional  support  has  been  provid- 
ed by  the  Chicago  Resource  Center,  the  Club  Bath 
Chain,  the  Fund  for  Human  Dignity,  Joint  Foundation 
Support,  and  the  Playboy  Foundation. 

The  NGTF  Crisisline  is  open  weekdays  from  3-9  pm. 
Eastern  time.  The  Nationwide  toll-free  number  is 
800-221-7044.  All  calls  to  the  Crisisline  are  confidential. 

National  Gay  Task  Force 

80  Fifth  Avenue 
New  York,  NY  10011 
(212)  741-5800 
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Organizations  available  for  counseling  to  persons  at  risk  for  AIDS* 

(By  city/area,  organization /person(s),  address/telephone  number) 


Homosexually  active  men  (counseling) 

Appleton:  Acceptance,  Inc/Don  Fink/PO  Box  291, 
Appleton,  WI  54912/(414)  731-4692 

Madison:  Blue  Bus  STD  Clinic  /Tim  Tillotson/1552 
University  Ave,  Madison,  WI  53706/(608)  262-7440 
or  (608)  262-7330 

Menomonie:  Gay  and  Lesbian  Community  at  Stout/ 
Larry  Roeming,  Oliver  Brown/ 1526  Stout  St, 
Menomonie,  WI  54751/(715)  235-4589 

Milwaukee:  Brady  East  STD  Clinic /Roger  Grem- 
minger  MD,  Mark  Behar  PA-C,  Mandala  Hotline/ 
929  North  Astor,  Unit  1608,  Milwaukee,  WI  53202/ 
(414)  765-0849, (414)  277-7671,  (414)  291-9463 

Racine:  Gay  / Lesbian  Union  of  Racine  and  Kenosha 
Counties /Cindi  Lampman/625  College  Ave, 
Racine,  WI  53403/(414)  634-7778 

Stevens  Point:  Gay  Peoples’  Unions /Mark  Cham- 
bers/UW-Stevens  Point,  PO  Box  49,  Stevens  Point, 
WI  54481/(715)  346-3693 

Stevens  Point:  Wisconsin  Gay/ Lesbian  Net- 
work / Sandra  Lipke / PO  Box  851,  Stevens  Point , W I 
54481 

Intravenous  drug  abusers  (counseling) 

Beloit:  Hotline  for  Help/Box  1293,  Beloit,  WI 
53511/(608)  365-4436 

Kenosha:  Alcohol  and  Drug  Council  of  Kenosha 
County/ 1202  60th  St,  Room  101,  Kenosha,  WI 
53140/(414)  658-1004 

Madison:  PICADA — Prevention  and  Intervention 
Center  for  Alcohol  and  Other  Drug  Abuse  / 17  North 
Webster,  Madison,  WI  53703/(608)  251-4558 

Madison:  Tellurian  Community,  Inc/ 300  Femrite  Dr, 
Madison,  WI  53716/(608)  222-7311 

Milwaukee:  Fourth  Street  Program  (The)/ 436  West 
Wisconsin  Ave,  Room  409,  Milwaukee,  WI 
53203/(414)  273-3394 

Milwaukee:  Inner  City  Council  on  Alcoholism 
(JCAH)/4365  North  27th  St,  Milwaukee,  WI 
53216/(414)  444-4310 

Milwaukee:  Milwaukee  County  Mental  Health  Center 
Drug  Abuse  Program/ 9455  Watertown  Plank  Road, 
Milwaukee,  WI  53226/(414)  257-5977 


This  information  provided  by  the  Wisconsin  Division  of  Health,  Section 
of  Acute  and  Communicable  Disease  Epidemiology.  Organizations  inad- 
vertently not  included  in  this  listing  should  notify  the  Section  (phone 
608  / 267-9003)  and  / or  the  State  Medical  Society  (phone  608  / 257-678 1 , 
ext  121,  or  toll-free  1-800-362-9080,  ext  121). 


Milwaukee:  New  Beginning  Clinic  (United  Com- 
munity Center)/ 1200  West  National  Ave, 
Milwaukee,  WI  53204/(414)  643-8530 

Milwaukee:  The  Underground  Switchboard,  a Pro- 
gram of  Milwaukee  Council  on  Drug  Abuse/ 1442 
North  Farwell,  Milwaukee,  WI  53202/(414) 
271-3123  (HOTLINE) 

Winnebago:  Tellurian  Community/ Winnebago 
Mental  Health  Institute/ Box  H,  Winnebago,  WI 
54985/(414)  235-4910 

Hemophiliacs  (counseling) 

Eau  Claire:  Sacred  Heart  Hospital /Mohammad 
Jaghlit,  MD/900  West  Clairemont  Ave,  Eau  Claire, 
WI  54701/(715)  433-8184 

Green  Bay:  St  Vincent  Hospital /Stewart  Adair, 
MD/PO  Box  1221,  Green  Bay,  WI  54305/(414) 
437-0431 

La  Crosse:  Gundersen  Clinic  Ltd /Lawrence  Logan, 
MD/ 1836  South  Ave,  La  Crosse,  WI  54601/ 
(608)  785-0530,  ext  2484 

Madison:  University  of  Wisconsin  Clinical  Science 
Center /Robert  Exten,  MD/600  Highland  Ave, 
H4-554,  Madison,  WI  53706/(608)  263-1836 

Marshfield:  Marshfield  Clinic/ Joseph  Mazza,  MD/ 
1000  North  Oak  Ave,  Marshfield,  WI  54449/ 
1-800-752-8581  or (715)  387-5511 

Milwaukee:  Great  Lakes  Hemophiliac  Foundation/ 
Robert  R Montgomery,  MD/1701  West  Wisconsin 
Ave,  Milwaukee,  WI  53233/(414)  344-0772 

Minneapolis  (near):  University  of  Minnesota  Hos- 
pital, Department  of  Laboratory  Medicine  and  Path- 
ology/Roger Edson,  MD/ Health  Sciences  Center, 
416  SE  Union  St,  Minneapolis,  MN  55455/(612) 
373-8568  ■ 


NATIONAL:  National  Gay  Task  Force’s  AIDS  Crisis- 
line/1-800-221-7044 (open  weekdays  3-9  pm 
Eastern  Time) 

NATIONAL:  US  Department  of  Health  & Social  Serv- 
ices (open  weekdays  7:30  am-4:30  pm)/toll-free 
1 -800-342-AIDS 

NATIONAL:  College  of  American  Pathologists/ 
7400  North  Skokie  Blvd,  Skokie,  IL  60077-3388/ 
(312)  677-3505  (AIDS  hotline) 
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I AIDS  | 

Taking  a sexual  history 

Roger  A Gremminger,  MD,  Milwaukee,  Wisconsin 


Over  the  past  decade  or  more  we  have  seen  vast 
changes  in  the  area  of  sexually  transmitted  diseases 
that  go  beyond  just  the  name  change.  Previously  we 
thought  of  just  the  classical  venereal  diseases  of 
syphilis  and  gonorrhea  with  additional  thought  given 
to  rarer  and  perhaps  exotic  disease,  at  least  for  Wis- 
consin, such  as  granuloma  inguinale,  lymphogranu- 
loma venereum,  and  chancroid.  But  recently  we  have 
seen  diseases  become  prominent  that  were  probably 
present  for  a long  time  such  as  herpes,  chlamydia, 
and  group  B streptococcus.  Secondly,  we  have  seen 
the  spread  of  established  diseases  by  sexual  means 
such  as  giardiasis,  amebiasis,  and  hepatitis  B.  And 
lastly  we  have  seen  the  introduction  of  a new  dis- 
ease, acquired  immune  deficiency  syndrome  (AIDS). 
These  developments  can  be  attributed  to  new  tech- 
nology and  increased  awareness,  as  well  as  changes 
in  sexual  expression  and  lifestyles  which  have  af- 
fected both  the  heterosexually  active  populations  as 
well  as  and  perhaps  more  so  the  homosexually  active 
male  populations.  All  of  this  has  brought  about  the 
necessity  of  taking  a good  sexual  history.  This  had 
been  avoided  because  it  was  a very  sensitive  area; 
and  as  we  had  previously  thought,  it  did  not  have  a 
lot  of  bearing  on  our  practice  of  medicine.  Now  sud- 
denly it  has  a very  important  role  to  play  in  render- 
ing good  care  to  our  patients. 

One  of  the  unfortunate  aspects  is  that  this  area 
has  been  sadly  neglected  in  the  education  of  health- 
care professionals  throughout  most  of  the  nation. 
This  has  been  recognized  by  the  American  Venereal 
Disease  Association  (AVDA).  And,  at  the  last  an- 
nual meeting  of  this  association  in  August  1983  in 
Seattle,  education  in  the  sexually  transmitted  dis- 
eases (STDs)  was  assigned  top  priority  as  a goal  for 
the  AVDA  for  the  next  several  years.  Part  of  this 
education  needs  to  include  taking  a good  sexual  his- 
tory of  our  patients,  who  now  may  present  with 
complex  lifestyles.  The  following  is  a brief  outline 
for  taking  a sexual  history,  so  that  one  need  not 
flounder  in  this  new  critical  area  of  a complete  data 
base. 

When  an  interviewer  begins,  the  most  important 
aspect  is  to  maintain  a very  open  attitude  which  is 
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nonjudgmental  and  does  not  jump  to  conclusions. 
Each  patient,  especially  in  the  area  of  sexual  expres- 
sion, will  have  a very  unique  history  and  perhaps 
more  so  if  the  patient  is  a homosexually  active  male. 

A thorough  sexual  history  should  include  the  fol- 
lowing elements: 

A)  Relationship  lifestyle, 

B)  Number  of  sexual  contacts, 

C)  Number  of  sexual  encounters, 

D)  Place  of  sexual  contact  meeting  and/or  en- 
counter, 

E)  Types  of  sexual  behaviors  practiced, 

F)  Associated  hygienic  practices, 

G)  Use  of  sexual  enhancers.1 

Included  below  is  a discussion  of  each  of  the  ele- 
ments in  detail. 

A Relationship  lifestyle. 

Perhaps  the  easiest  question  to  begin  a sexual 
history  is  to  simply  ask,  “Are  you  presently  dating 
and  involved  with  different  individuals  or  are  you 
primarily  with  one  person?”  It  is  very  important  to 
use  nongendered  terms  to  allow  for  the  possibility  of 
both  heterosexual  as  well  as  homosexual  relation- 
ships. The  individual  may  be  in  a noncommitted 
dating  pattern,  a loosely  committed  pattern  in  which 
he/she  is  with  mainly  one  person,  or  in  a monog- 
amous relationship.  No  assumptions  should  ever  be 
made  even  when  presented  with  individuals  of  either 
gender,  race,  age,  or  any  other  factor.  If  an  indi- 
vidual is  in  a loosely  committed  relationship;  ie,  is 
mainly  with  one  individual  say  for  instance  a wife, 
husband,  or  lover,  and  there  are  other  sexual  con- 
tacts, these  may  not  be  of  the  same  gender.  Further, 
the  main  partner  may  or  may  not  know  and/or  ap- 
prove of  these  extrarelationship  contacts.  It  would 
be  important  to  know  these  circumstances,  both  for 
the  epidemiologic  value  and  also  for  recognition  of 
problems  requiring  counseling.  Further  inquiry 
needs  to  be  made  if  the  patient  has  one-time  sexual 
contacts  (known  or  anonymous),  sexual  friends  as  a 
closed  or  open  group,  group  sex  (3  or  more  at  one 
time)  with  the  gender  composition  defined,  or  other 
types  of  sexual  relationship  composition  or  defi- 
nition. 

B.  Number  of  sexual  contacts 

For  the  classical  sexually  transmitted  diseases  it 
was  important  to  know  only  the  immediate  number 
of  contacts  over  a recent  defined  length  of  time. 
This  obviously  was  for  the  epidemiologic  value  of 
contact  tracing,  notification,  and  treatment  as  well 
as  understanding  how  the  patient  had  contracted  the 
disease.  Now  with  AIDS,  however,  it  is  very  import- 
ant to  know  an  estimate  of  the  total  number  of 
sexual  contacts.2  It  should  not  be  assumed  that  be- 
cause an  individual  is  heterosexual  that  this  person 
has  had  few  total  sexual  contacts  in  his/her  life  nor 
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should  it  be  assumed  that  because  a patient  is  homo- 
sexually  active  that  that  individual  has  had  a very 
large  number  of  sexual  contacts.  And  although  you 
may  consider  the  number  to  be  high,  a reaction 
should  be  concealed  from  the  patient. 

C.  Number  of  sexual  encounters 

For  each  person  whom  the  individual  identifies  as 
a sexual  partner  there  should  be  an  attempt  to  deter- 
mine how  many  sexual  encounters  occurred  with 
that  individual.  Some  of  the  sexually  transmitted  dis- 
eases may  be  transmitted  with  repeated  sexual  ex- 
posures, as  with  herpes — which  is  transmitted  only 
when  recurrent  infectious  lesions  are  present — or 
even  possibly  with  syphilis  or  gonorrhea,  where 
single  brief  encounters  may  not  transmit  the  dis- 
ease. Repeated  sexual  encounters  can  reduce  the  risk 
of  disease  transmission  because  of  limiting  the  num- 
ber of  sexual  contacts  on  the  one  hand;  but,  on  the 
other  hand,  it  can  increase  the  risk  of  disease  trans- 
mission because  of  the  greater  range  of  sexual  ex- 
pression which  can  accelerate  rapidly,  especially  for 
homosexually  active  men. 

D.  Place  of  sexual  contact  meeting  and/or  encounter. 

A very  important  element  of  the  sexual  history  is 
the  place  of  sexual  meeting  and/or  encounter.  This 
includes  both  the  place  within  the  local  community 
as  well  as  the  place  outside  the  local  community. 

Within  the  local  community,  there  are  locations 
which  bear  higher  risk  of  disease  transmission,  either 
because  of  the  type  of  sexual  encounters  that  the 
place  allows  for  or  encourages,  or  because  of  the 
fact  that  the  particular  place  has  for  a time  become 
an  epidemic  focus  of  disease  such  as  syphilis,  gonor- 
rhea, hepatitis  B,  etc.3  Singles  bars  for  heterosex- 
ually  active  individuals  certainly  allow  for  first-time 
meeting  with  sexual  encounters.  Gay  bars  as  well 
(but  not  all)  provide  this  opportunity  for  homo- 
sexually active  men  and  sometimes  for  homosexually 
active  women.  Certain  places  or  settings  allow  for 
anonymous  sexual  encounters  which  bears  even 
higher  risk  for  disease  transmission.  This  includes 
the  pick-up  sites  for  prostitutes  for  heterosexually 
active  men;  bathhouses  and  sexual  resorts  for  hetero- 
sexually active  individuals;  and  bathhouses,  book- 
stores, and  “cruising  areas”  for  homosexually  active 
men,  the  use  of  which  is  very  significant  in  the  his- 
tory of  a patient  worried  and/or  at  risk  for  AIDS.2 
On  the  other  hand,  meeting  at  work,  a party,  or  a 
social  event  and  dating  for  a period  of  time,  would 
entail  low  risk  for  disease  acquisition.  Although, 
for  the  individual  who  is  dating  and  not  settled  in  a 
stable  relationship,  there  is  always  some  risk. 

When  a person  has  a sexual  contact  in  a location 
outside  the  local  community  or  with  a partner  who 
is  from  outside  the  local  community,  the  risk  of 
disease  acquisition  is  a risk  determined  by  that  out- 
side community.  And  disease  can  be  brought  into  a 
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community  because  of  this  travel  factor.  Numerous 
examples  explicate  this  point.  Penicillinase-produc- 
ing Neisseria  gonorrhea  for  instance  was  transported 
from  Southeast  Asia  to  California  and  then  to  other 
parts  of  the  country.4  Hepatitis  B has  different  rates 
of  prevalence  among  homosexually  active  men  de- 
pending on  the  country,  city,  or  VD  Clinic  and 
ranges  in  rate  from  34%  to  68%. 5 And  obviously 
with  AIDS  there  is  a similar  picture  of  variance  in 
prevalence  depending  on  city  or  region.6  In  addition, 
a previous  study  reported  that  the  percentage  of 
homosexually  active  men  traveling  to  large  gay  com- 
munities ranged  from  63.1%  to  68.4%  for  Wis- 
consin residents.7  This  certainly  provides  for  the  im- 
portation of  diseases  including  AIDS. 

E.  Types  of  sexual  behaviors  practiced. 

Sexual  orientation  does  not  transmit  disease. 
Sexual  behaviors  do.  And  different  sexual  behaviors 
can  transmit  different  diseases.  Listed  below  are  the 
various  sexual  behaviors  which  transmit  different 
diseases  as  outlined  in  David  Ostrow’s  book  (Table 

I)-8 

Generally  speaking,  sexual  behaviors  can  be 
divided  into  three  varieties:  (1)  affectional  sexual 
practices,  (2)  usual  sexual  practices,  and  (3)  extra- 
ordinary sexual  practices.  There  are  differences  here 
between  heterosexual  expression  and  male  homo- 
sexual expression. 

Affectional  sexual  expression  is  pretty  much  the 
same  for  everyone;  namely,  hugging,  kissing,  and 
body  contact.  Here  there  is  no  mucous  membrane 
contact  other  than  mouth  to  mouth.  Consequently, 
the  risk  of  disease  transmission  is  low.  Included  in 
this  category  could  be  mutual  masturbation  both 
for  heterosexual  couples  as  well  as  male  and  female 
homosexual  couples.  To  be  noted  here  is  that  since 
homosexually  active  women  indulge  in  mainly  af- 
fectional sexual  practices,  they  as  a group  have  the 
lowest  incidence  of  STDs.9 

The  next  grouping  of  sexual  behaviors  is  the  usual 
sexual  practices.  Here  there  are  distinct  differences 
for  the  heterosexually  active  individuals  versus 
homosexually  active  men.  For  heterosexuals,  the 
usual  sexual  practices  involve  mainly  vaginal  inter- 
course, whereas  for  homosexually  active  men  fel- 
latio and  anal  intercourse  are  the  usual  sexual  ex- 
pression. To  be  noted  is  the  fact  that  most  homo- 
sexually active  men  who  engage  in  anal  intercourse 
assume  both  roles — anal  insertive  and  anal  recep- 
tive.7 The  previous  distinction  between  the  active 
partner  and  the  passive  partner  does  not  seem  to 
hold  true.  Also,  it  should  be  noted  that  there  are  cul- 
tural factors  which  enter  in  the  conceptualization  of 
who  considers  himself  homosexual  or  gay.  In  some 
subcultures,  ie,  for  blacks  and  hispanics,  the  man 
who  anally  inserts  does  not  consider  himself  gay 
whereas  the  man  who  is  anally  receptive  is  consid- 
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Table  1 continued 

Sexual  practice 

Disease  problems  /organisms 

(street  terms/ 

(listed  in  approximate 

sample  question) 

order  of  frequency) 

Anal  intercourse,  passive 

Physical  proctitis 

(“Does  your  partner  put  his 

Rectal  gonorrhea 

penis  into  your  rectum?”) 

Warts— condyloma  and 
molluscum  (rare) 
Nonspecific  proctitis 
(Chlamydia  and  others) 
Flerpes 
Syphilis 
Hepatitis  B 
Trichomoniasis 
Corynebacterium 
Lymphogranuloma  venereum 
Granuloma  inguinale 
Chancroid 
Cytomegalovirus 
Candidiasis 

Anilinction,  active 

Enteric  diseases 

(scat)  (“Do  you  rim  or 

Shigellosis 

do  scat?”) 

Escherichia  coli 
Hepatitis  A,  B,  non-A/ 
Non-B 
Amebiasis 
Giardiasis 
Salmonellosis 
Helminthic  parasites 
Oral  warts 
Oral  gonorrhea 
Syphilis 

Lymphogranuloma  venereum 
Granuloma  inguinale 
Chancroid 

Anilinction,  passive 

Rectal  herpes 

(“Do  you  get  rimmed?”) 

Syphilis 

Fist /finger  insertion,  passive 

Internal  scrapes 

(“Does  your  partner  put 

Anal  sphincter  tears 

his  fist/finger  into  your 

Perforations  of  the  colon 

rectum?”) 

Acute  abdomen 

Fist /finger  insertion,  active 

Shigellosis 

(“Do  you  put  your  fist/ 

Escherichia  coli 

fingers  into  your  part- 

Salmonellosis 

ner’s  rectum?”) 

Enteric  diseases 

Toys /apparatus 

Allergic  reactions  to  metal, 

(penis  rings,  dildoes, 

plastic,  rubber,  or 

leather,  tit  clamps,  etc) 

leather 

Friction  dermatitis 
Physical  torsions 
Varicocceles 
Peyronie’s  disease 
Fungal  infections 
Lost  rectal  objects 
Testicular  strangulation 

S&M,  piercing,  bondage 

Lacerations 

(“Are  you  into  S&M, 

Cutaneous  infections 

piercing,  or  bondage?”) 

Trauma 

Group  sex 

See  anilinction 

TABLE  1.  Specific  Sexual  Practices  and 
Associated  Disease  Problems 

Sexual  practice 
(street  terms/ 
sample  question) 

Disease  problems  /organisms 
(listed  in  approximate 
order  of  frequency) 

Close  body  contact 

Pediculosis  pubis 
Scabies 

Fungal  infections 

Masturbation 
(jacking  off,  beating  off) 

Physical  abrasions 

Douches,  lubricants 

Allergic  reactions 
Rectal  fatty  tumors 

Amyl  and  butyl  nitrite 
(“poppers”) 

Amyl  and  butyl  nitrite  burns 
Contact  dermatitis 

Fellatio,  active 
(“Do  you  suck  your 
partner’s  penis?”) 

Physical  abrasions 
Oral  gonorrhea 
Herpes  progenitalis  1 and  II 
Nongonococcal  pharyngitis 
(Chlamydia  and  others) 
Oral  condyloma  acuminatum 
Syphilis 
Hepatitis  B 
Enteric  diseases 
Lymphogranuloma  venereum 
Granuloma  inguinale 
Chancroid 

Fellatio,  passive 

(“Does  your  partner  suck 
your  penis?”) 

Physical  abrasions 

Bites 

Scrapes 

Flu 

Virus 

Herpes  type  1 and  2 
Nongonococcal  urethritis 
(Chlamydia  and  others) 
Gonorrhea 

Neisseria  meningitidis 

Anal  intercourse,  active 
(“Do  you  put  your  penis 
into  your  partner’s 
rectum?”) 

Nongonococcal  urethritis 
Escherichia  coli 
Gonorrhea 
Hepatitis  A,  B, 
non-A /non-B 
Herpes 

Warts — molluscum  and 
condyloma 
Syphilis 
Trichomoniasis 
Epididymitis  / prostatitis 
Fungal  infections 
Lymphogranuloma  venereum 
Granuloma  inguinale 
Chancroid 
Cytomegalovirus 

continued  next  column 
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ered  homosexual  or  gay,  although  both  are  homo- 
sexually  active. 

Another  consideration  is  the  practice  prevalence 
of  fellatio  for  heterosexuals.  Some  reports  now  show 
that  over  50%  of  the  young  heterosexually  active 
individuals  engage  in  oro-genital  behaviors.10 

As  far  as  the  extraordinary  sexual  practices  go, 
these  may  generally  be  called  in  the  vernacular 
“kinky  sex.”  For  heterosexuals,  this  may  include 
anal  intercourse.  And  for  all  sexually  active  groups, 
anilinction  or  anilingus  (rimming),  use  of  urination 
in  the  sexual  encounter  (water  sports),  finger  or  hand 
manipulation  of  the  anus  and  rectum  during  the 
sexual  encounter  (insertion  of  finger/fist  into  the 
rectum),  the  use  of  sexual  toys/apparatus,  and 
Finally  the  use  of  pain  enhancing  sexual  satisfaction 
(sado-masochism)  could  be  used.  These  practices  as 
a group  introduce  high  risk  for  disease  transmission 
or  physical  injury  during  the  sexual  encounter. 

As  a note,  behaviors  practiced  with  a monog- 
amous or  steady  partner  bear  lower  risk  than  be- 
haviors practiced  with  one-time  known  or  anony- 
mous partners. 

F.  Associated  hygienic  practices. 

Although  it  is  difficult  to  statistically  document 
the  protective  or  preventive  role  that  hygienic  prac- 
tices play,  certainly  it  is  not  difficult  to  see  that  hy- 
giene can  reduce  spread  of  disease.  When  oro-geni- 
tal practices  are  used,  showering  can  reduce  the 
transmission  of  enteric  diseases.  This  seems  quite 
clear.  There  are  other  hygienic  practices  which  sound 
reasonable  but  do  not  have  factual  data,  such  as 
urination  by  the  male  after  intercourse,  or  use  of 
hydrogen  peroxide  gargle  after  fellatio.  Douching 
may  have  some  benefit  for  the  woman  as  well  as  the 
use  of  spermicidal/bacteriocidal  products.  Rectal 
douching  has  in  one  study  been  shown  to  increase 
the  risk  of  spread  of  hepatitis  B in  homosexually 
active  men,  perhaps  by  removing  the  protective 
rectal  mucus  or  by  providing  abrasions  which  in- 
crease the  ease  of  systemic  access.5  The  use  of  lubri- 
cants, contraceptive  gels,  spermicidal  gels,  and  es- 
pecially scented  products,  may  cause  irritation  at  the 
vagina,  rectum,  or  penis.  Even  the  use  of  antibi- 
otics (especially  tetracycline),  by  the  receptive  part- 
ner of  vaginal  or  rectal  intercourse,  can  cause  a fixed 
drug  reaction  on  the  penis  of  the  insertive  partner. 
In  general,  water  soluble  lubricants  are  considered 
better  than  petroleum  based  products,  as  petroleum 
may  retain  viable  organisms  longer.  In  conclusion, 
hygiene  is  very  important  but  individual  practices 
need  to  be  studied  and  proven  effective. 

G.  Use  of  sexual  enhancers. 

Alcohol  and  marijuana  are  perhaps  the  most 
widely  used  sexual  enhancers  in  society.  But  this 
only  heads  the  list  of  numerous  drugs  which  have 
been  used  over  the  centuries.  The  one  drug  which 
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has  wide  usage  today  is  the  inhalable  nitrites  (pop- 
pers). These  can  all  increase  the  risk  of  disease  trans- 
mission by  broadening  the  range  of  sexual  behaviors 
used  and  perhaps  by  suppressing  the  immune  system 
which  may  already  be  bombarded  by  pathogens. 
The  most  common  immune  suppressor  in  society  is 
again  alcohol. 

Of  related  import  is  the  use  of  prophylactic  anti- 
biotic for  the  sexual  encounter.  In  some  groups  in 
certain  parts  of  the  country  it  has  become  common 
to  use  tetracycline  in  a prophylactic  manner.  This 
obviously  is  a practice  to  be  condemned  so  as  to 
avoid  the  emergence  of  resistant  strains  of  the  dif- 
ferent sexually  transmitted  disease  organisms. 

These  fairly  well  cover  the  elements  of  a sexual 
history.  However,  what  needs  to  be  stressed  is  that 
any  particular  element  of  the  history  tells  you  very 
little;  but,  the  interaction  of  the  elements  is  very 
important.  Anonymity  adds  risk  to  all  sexual  en- 
counters, except  perhaps  to  the  affectional  sexual 
encounter  which  an  individual  might  have  with  an- 
other individual,  for  instance.  Monogamy,  on  the 
other  hand,  reduces  the  risk  of  almost  all  sexual  be- 
haviors, except  those  which  bear  a physical  risk  as 
with  inadvertent  teeth  abrasion,  etc. 

To  conclude,  I would  like  to  discuss  some  helpful 
attitudinal  positions  in  taking  a sexual  history.  It 
was  once  said  that  if  an  individual  is  comfortable 
with  one’s  own  sexuality  and  sexual  expression,  the 
sexuality  or  sexual  expression  of  the  other  person 
does  not  make  one  uncomfortable.  Perhaps  the  most 
important  factor  in  taking  a sexual  history  is  one’s 
own  comfort.  And  if  you  are  not  comfortable  dis- 
cussing sex  with  any  patient,  then  that  patient  should 
be  referred  to  someone  who  is  comfortable.  The 
facts  of  a sexual  history  are  important  to  know  as 
they  allow  you  to  intelligently  examine,  diagnose, 
and  treat  a patient.  Assumptions  obviously  should 
at  all  costs  be  avoided,  as  they  will  only  introduce 
error. 

Certain  attitudinal  education  of  the  patient  also  is 
very  important.  Contact  tracing  is  most  important 
in  interrupting  the  spread  of  sexually  transmitted  dis- 
eases. One  should  suggest  to  patients  that  if  they 
were  interested  enough  to  have  intimate  sexual  con- 
tact with  an  individual,  they  should  also  be  interested 
and  concerned  enough  to  tell  that  individual  that  he/ 
she  may  have  disease  and  needs  treatment  to  protect 
one’s  health.  Also,  the  patient  should  be  instructed 
on  how  to  reduce  the  risk  of  contracting  disease. 
Changes  in  sexual  behaviors  are  very  difficult  and 
sometimes  slow  but  not  impossible.  If  realistic  goals 
for  change  are  offered,  the  patient  may  find  it  in 
his/her  capacity  to  do  so  and  grow.  Celibacy  is  not  a 
practical  goal  for  many  sexually  active  young  adults 
who  are  looking  for  a prospective  companion.  On 
the  other  hand,  monogamy  may  be  a very  practical 
goal  for  the  individual  within  a long-term  relation- 
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ship  if  the  reasons  for  the  extra-relationship  sexual 
encounter(s)  are  understood  and  dealt  with  in  a 
satisfactory  way. 

Judgment  and  moralistic  attitude,  however,  will 
always  doom  the  professional  encounter  of  a patient 
with  his/her  physician  to  either  failure,  a wrong 
diagnosis,  anger  from  the  patient,  or  even  a poten- 
tial lawsuit. 

Lastly,  this  only  represents  a framework  for 
taking  a sexual  history.  There  are  always  interesting 
things  to  learn  from  patients  concerning  sexual  ex- 
pression, and  patients  are  usually  very  ready  and 
anxious  to  talk  about  sex  if  approached  in  a positive 
way. 


For  more  information,  please  contact: 

National  Coalition  of  Gay  Sexually  Transmitted 
Disease  Services 
PO  Box  239 

Milwaukee,  Wisconsin  53201-0239 

American  Association  of  Physicians 
for  Human  Rights 
PO  Box  14366 

San  Francisco,  California  94114 
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A brochure,  "Alcohol  and  Your  Unborn 
Baby"  (in  English  and  Spanish  versions), 
published  by  the  State  Medical  Society 
of  Wisconsin  for  physicians  and  patients 
now  is  available  in  quanity  by  writing 
to: 


The  Communications  Department 
State  Medical  Society  of  Wisconsin 
P.  O.  Box  1109 
Madison,  Wisconsin  53701 


Prepared  and  distributed 
by  the  State  Medical 
Society  of  Wisconsin 
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Statement  concerning  AIDS 

Adopted  by  the  Board  of  Directors  of  the  State  Medical  Society  of  Wisconsin,  September  17, 1983 


The  first  cases  of  what  is  now  identified  as 
acquired  immune  deficiency  syndrome  (AIDS)  were 
reported  two  years  ago.  More  than  2,000  cases  have 
been  reported  nationwide,  with  perhaps  as  many  as 
20  confirmed  or  suspected  cases  thus  far  in  Wiscon- 
sin. The  death  rate  among  AIDS  cases  is  very  high. 

The  cause  of  AIDS  is  as  yet  unknown,  as  is  effec- 
tive treatment.  However,  the  clinical  characteristics 
of  the  syndrome  have  been  quite  well  defined,  the 
scientific  and  clinical  studies  are  growing  rapidly,  and 
to  some  extent  the  growing  body  of  knowledge  is 
easing  some  of  the  disturbing  and  seldom  document- 
ed stories  of  lack  of  care  available  to  patients  who 
have  or  suspect  they  have  AIDS. 

The  Board  of  Directors  of  the  State  Medical 
Society  considers  it  important  at  this  stage  of  the 
understanding  about  AIDS  to  make  these 
observations: 

• An  open  nonjudgmental  attitude  is  basic  to  all 
good  patient  care.  The  sick  individual  (heterosexual 
or  homosexual)  deserves  the  best  care  the  profes- 
sion has  to  offer  for  all  physical  or  mental 
conditions. 

• There  may  be  clinical  situations  which  for  multi- 
ple reasons  a physician  may  not  choose  to  treat. 
When  or  if  such  a situation  develops,  the  ethical 
course  is  to  refer  the  patient  to  another  physician. 

• Both  primary  and  referral  physicians  should 
continue  to  expand  their  understanding  of  this  syn- 
drome and  provide  specific  advice  on  how  to 
prevent  personal  or  blood  transmission,  especially 
to  persons  in  those  groups  which  show  increased 
incidence  of  AIDS. 

• The  individual  physicians  and  their  medical 
societies,  including  the  State  Medical  Society, 
should  seek  to  keep  the  AIDS  problem  in  perspec- 
tive through  continuing  responsible  education  of 
the  profession  and  the  public,  thus  reducing  the 
chance  of  misinterpretation  of  facts  and  ill- 
founded  deprecation  of  persons  or  groups. 


The  State  Medical  Society  compliments  the  Sec- 
tion of  Acute  and  Communicable  Disease  Epidemiol- 
ogy of  the  Wisconsin  Division  of  Health  for  its 
prompt  and  continuing  efforts  to  update  the  profes- 
sion on  AIDS.  Similarly,  the  leadership  of  groups 
involving  homosexually  active  persons  in  Wisconsin 
appear  to  be  acting  in  a commendably  responsible 
manner  to  bring  about  greater  understanding  of  a 
serious  health  problem. 

Most  physicians  are  aware  that  the  Journal  of  the 
American  Medical  Association,  the  New  England 
Journal  of  Medicine,  and  Centers  for  Disease  Control 
publications  are  highly  respected  and  well  read 
sources  for  the  latest  information  on  AIDS. 

Nevertheless,  the  Society,  in  support  of  its  expres- 
sion of  policy,  will  continue  to  utilize  its  official 
publication,  the  Wisconsin  Medical  Journal,  and 
membership  bulletins  to  provide: 

a.  widespread  dissemination  of  this  statement; 

b.  updates  from  the  Epidemiology  Section  of  the 
Division  of  Health; 

c.  references  to  or  articles  on  advice  concerning 
diagnosis,  use  of  lab  services,  physician  referral 
resources  in  Wisconsin,  information  to  advise 
AIDS-susceptible  patients,  and  so  on; 

d.  general  information  on  sexually  transmitted 
diseases  and  information  on  how  to  adequately 
conduct  a sexual  activity  examination  as  part  of 
the  history  and  physical; 

e.  information  on  medical  records  and  confiden- 
tiality; 

f.  statements  by  the  Wisconsin  blood  suppliers  and 
processors. 

In  addition  it  will  encourage  professional- 
sponsored  telephone  answering  services  to  include  in 
their  specialty  referral  lists  physicians  or  medical 
centers  which  have  been  identified  as  AIDS  referral 
resources. 

At  the  same  time  it  will  encourage  all  appropriate 
continuing  medical  education  groups  in  Wisconsin  to 
give  attention  not  only  to  the  latest  scientific  and 
epidemiological  updates  on  AIDS  but  to  the  ethical 
and  public  educational  aspects  as  well.  ■ 


PRECAUTIONS  ASKED  IN  DISPOSING  BODIES  OF  AIDS  SUSPECT  CASES.  See  News  YOU  CAN  USE, 

page  68,  of  the  September  1983  issue  of  the  Wisconsin  Medical  Journal. 

CALL  TOLL-FREE  NUMBER  FOR  INFO  ON  AIDS.  The  US  Department  of  Health  and  Human  Services 
has  established  a toll-free  line  to  provide  the  latest  medical  information  on  Acquired  Immune  De- 
ficiency Syndrome  (AIDS).  The  line  is  open  weekdays  from  7:30  am  to  4:30  pm.  The  toll-free  number 
is:  1 -800-342-AIDS. 
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Wisconsin  Association  of  Blood  Banks  Inc 

Keeping  the  blood  supply  safe 

A Statement  from  the  Blood  Suppliers  of  Wisconsin 

The  nation’s  major  blood  banking  organiza- 
tions acted  in  concert  in  January  1983  to  out- 
line steps  to  decrease  the  possible  risk  of  trans- 
mitting AIDS  through  blood  transfusion. 
Changes  were  made  in  the  health-related  ques- 
tions asked  immediately  prior  to  blood  dona- 
tion. Included  were  questions  about  a history  of 
night  sweats,  unexplained  fevers,  unexpected 
weight  loss,  lymphadenopathy  and  Kaposi’s 
sarcoma.  Individuals  giving  a history  of  these 
signs  or  symptoms  are  questioned  further  and 
deferred  if  satisfactory  explanations  are  not 
apparent. 

An  additional  step  was  taken  in  March  1983 
when  the  Public  Health  Service  mandated  that 
all  blood  collection  centers  provide  each  donor 
with  a personalized  copy  of  information  about 
AIDS,  identify  those  at  high  risk  for  AIDS  and 
state  that  those  at  high  risk  should  refrain 
from  donation.  In  addition,  medical  leaders 
within  the  gay  community  have  vigorously  sup- 
ported blood  centers  by  asking  homosexually 
active  men  at  risk  for  AIDS  not  to  donate. 

To  date,  we  feel  these  steps  have  been  ef- 
fective. The  risk  of  developing  AIDS  following  a 
transfusion  is  extremely  remote  (perhaps  1 in 
1,000,000).  A sensitive  and  specific  test  to 
detect  potential  blood  donors  who  may  be  at 
risk  for  transmitting  AIDS  unfortunately  is  not 
available  at  this  time,  but  certainly  will  be  imple- 
mented when  available.  In  the  interim,  we  wish 
to  emphasize  that  all  centers  collecting  blood 
in  the  State  of  Wisconsin  are  taking  steps  to 
safeguard  the  blood  supply  and  wish  to  under- 
score the  unnecessary  need  for  potential  dis- 
ruption of  the  blood  supply  by  requesting  donor- 
directed  transfusions. 


Blood  suppliers  of  Wisconsin 


The  Blood  Center  of 
Southeastern 
Wisconsin, 
Milwaukee 

Douglas  County 

Blood  Bank,  Superior 

The  Community  Blood 
Center,  Inc,  Appleton 

Howard  Young  Medical 
Center,  Woodruff 

American  Red  Cross 
Blood  Services — St 
Paul  Region,  St  Paul 
(MN) 

Riverview  Hospital, 
Wisconsin  Rapids 


Holy  Family  Hospital, 
Manitowoc 
Memorial  Hospital, 
Manitowoc 

Holy  Cross  Hospital, 
Merrill 

Two  Rivers  Community 
Hospital,  Two  Rivers 
American  Red  Cross 
Blood  Services— 
Badger  Region, 
Madison,  Green  Bay, 
La  Crosse,  and 
Dubuque  (IA) 
Marathon  County  Blood 
Bank,  Wausau 


Is  our  blood  supply  safe? 

Richard  D Fritz,  MD,  and  Jay  E Menitove,  MD 

Milwaukee,  Wisconsin 


The  question  above  has  been  posed  to  blood  cen- 
ters across  the  nation  as  a reaction  to  the  medical 
mysteries  surrounding  Acquired  Immune  Deficiency 
Syndrome  (AIDS).  Donor-directed  blood  donation 
(patients  naming  specific  individuals  as  their  blood 
donors)  has  been  posed  as  an  informed  response. 
The  response  poses  an  immediate  danger  to  all  of 
our  patients  who  require  blood  transfusions. 

The  Direct  Donor  Concept  presents  several  fright- 
ening risks,  without  eliminating  the  chance  of  AIDS 
contamination  and  possibly  increasing  it!  Families 
seeking  direct  blood  donors  cannot  eliminate  the 
chance  of  a high  risk,  closeted  intravenous  drug  user 
or  homosexually  active  male  being  socially  coerced 
into  donating  blood.  How  can  we  be  assured  that 
the  concept  will  stop  with  AIDS?  Once  the  door 
has  been  opened  to  direct  donations,  how  can  access 
be  denied  to  those  who  will  seek  blood  from  only 
certain  racial,  ethnic,  or  sexual  types?  How  could  in- 
dividuals in  need  of  large  volumes  of  blood  for  heart 
operations,  traumatic  emergency  surgeries,  or  trans- 
plants line  up  enough  “pure”  donors  in  time  for  the 
operation?  The  reality  of  the  Direct  Donor  Concept 
would  destroy  America’s  blood  banking  system  in 
favor  of  a helter  skelter  blood  donation  pool  which 
would  realistically  favor  a privileged  few  at  best. 

As  of  July  11,  1983,  1,811  cases  of  AIDS  were 
reported  to  the  Centers  for  Disease  Control.  Ninety- 
four  percent  of  these  cases  come  from  four  high- 
risk  groups:  71%  in  homosexually  active  males,  17% 
in  intravenous  drug  users,  5.4%  in  Haitian  immi- 
grants, 0.8%  in  hemophiliacs,  and  5.5%  or  107  cases 
in  individuals  with  no  apparent  risk  factor. 

The  risk  of  contracting  AIDS  through  blood 
transfusion  is  minute,  particularly  so  when  com- 
pared to  other  well-known,  medically  accepted  risks 
associated  with  blood  transfusions.  The  AIDS  prob- 
lem was  first  recognized  in  late  1979  or  early  1980; 
10.9  million  units  of  blood  were  donated  and  trans- 
fused into  3.3  million  patients,  thus  making  the  pos- 


This  communication  was  originally  published  in  the  September  1983 
issue  of  the  Newsletter  of  the  Medical  Society  of  Milwaukee  County 
and  released  to  the  media  at  that  time.  It  is  being  reprinted  here  with 
permission  of  the  authors.  Doctor  Fritz  is  President  of  the  Medical  So- 
ciety of  Milwaukee  County  and  Doctor  Menitove  is  Medical  Director  of 
the  Blood  Center,  Southeastern  Wisconsin.  Reprint  requests  to:  Wiscon- 
sin Medical  Journal,  State  Medical  Society  of  Wisconsin,  PO  Box  1 109, 
Madison,  Wis  53701,  or  phone  (608)  257-6781  (toll-free  in  Wisconsin 
1-800-362-9080).  Copyright  1983  by  the  State  Medical  Society  of  Wiscon- 
sin. 
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sibility  of  contracting  AIDS  through  blood  trans- 
fusions less  than  one  in  a million.  There  is  only  one 
documented  case  of  a blood  recipient  contracting 
AIDS. 

The  Blood  Center  of  Southeastern  Wisconsin  is 
working  successfully  with  the  region’s  homosexual 
community  to  further  reduce  the  minimal  risk  of 
transfusing  AIDS-contaminated  blood.  Social  gath- 
ering places  frequented  by  homosexually  active  men 
have  vigorously  passed  the  word,  “If  you  are  in  a 
high-risk  group — do  not  donate.’’  The  Blood  Center 
has  instituted,  with  pre-donation  questionnaires, 


mechanisms  to  prevent  high-risk  donations  and  to 
remove  any  suspected  units  from  the  bank  system, 
with  a post-donation  call-back  procedure. 

You  are  urged  to  keep  abreast  of  the  intensifying 
medical  investigation  into  AIDS  so  you  can  help 
your  patients  remain  calm  and  realistic  in  appraising 
the  medical  situation.  There  is  absolutely  no  risk  of 
getting  AIDS  contamination  from  donating  blood. 
The  risk  of  developing  AIDS  from  receiving  blood  is 
minute.  The  health  risk  posed  by  a frantic,  unin- 
formed reaction  to  the  AIDS  mystery  is  great.  Your 
informed  cooperation  is  urgently  requested.  ■ 


ABSTRACT 

T-lymphocyte  subpopulations  in  patients  with  classic  hemophilia  treated 
with  cryoprecipitate  and  lyophilized  concentrates 


JAY  E MENITOVE,  MD;  RICHARD  H ASTER,  MD;  JAMES  T 
CASPER,  MD  et  al;  Blood  Center  of  Southeastern  Wisconsin,  the 
Great  Lakes  Hemophilia  Foundation,  and  the  Departments  of  Med- 
icine, Pediatrics,  and  Pathology  of  the  Medical  College  of  Wiscon- 
sin, Milwaukee;  N£>ig/./A/ect308:83-86(Jan  13)  1983 

Abnormalities  in  the  immune  system  of  some 
healthy  hemophiliacs  were  reported  by  a group  of 
Medical  College  of  Wisconsin  (MCW)  researchers  in 
the  New  England  Journal  of  Medicine.  Abnormal  T 
cell  subsets  were  seen  in  patients  being  treated  with 
commercial  factor  VIII  concentrate  that  contains  the 
blood  clotting  property  necessary  to  treat  hemo- 
philiacs. The  T cells  are  the  cellular  arm  of  the  body’s 
immune  system  responsible  for  fighting  off  tumors, 
viruses,  and  the  like.  The  study  was  conducted  jointly 
at  the  Blood  Center  of  Southeastern  Wisconsin  and 
the  Great  Lakes  Hemophilia  Foundation  by  MCW 
faculty.  Recently,  hemophiliacs  have  been  diagnosed 
as  getting  the  new  acquired  immune  deficiency  syn- 
drome (AIDS).  This  led  to  speculation  that  AIDS 
might  be  transmitted  to  hemophiliac  patients  through 
infusion  of  factor  VIII  concentrate  necessary  for  re- 
placement of  their  clotting  factor.  Defects  were  found 
in  the  immune  system  of  hemophiliacs,  they  were  not 
as  profound  as  that  seen  in  AIDS  patients,”  reported 
researchers  Jay  E Menitove,  MD;  Robert  R Mont- 
gomery, MD;  and  Joan  C Gill,  MD.  Doctor  Menitove 
is  assistant  clinical  professor  of  medicine  at  MCW  and 
medical  director  of  the  Blood  Center.  Doctor  Mont- 
gomery is  associate  professor  of  pediatrics  at  MCW 
and  medical  director  of  the  Great  Lakes  Hemophilia 
Foundation. 

The  authors  stressed  that  these  were  only  laboratory 
findings.  None  of  the  patients  showed  any  clinical 
symptoms  of  AIDS,  although  one  of  the  patients  had 
enlarged  lymph  nodes  and  an  enlarged  spleen.  Sub- 
sequently, an  additional  patient,  not  in  the  study,  was 
found  to  have  enlarged  lymph  nodes.  They  added  that 
much  more  study  and  many  more  answers  are  needed 
before  any  definitive  conclusions  can  be  made. 


AIDS  is  an  entirely  new  disease  syndrome  that  can 
devastate  the  body’s  natural  defense  system,  making 
the  patient  vulnerable  to  a host  of  uncontrollable  in- 
fections, cancer,  or  both.  It  was  first  diagnosed  in 
1979,  principally  among  homosexuals.  Drug  addicts 
and  Haitian  entrees  to  the  US  have  also  been  identified 
as  having  AIDS. 

In  the  Milwaukee  study,  blood  samples  from  22 
healthy  hemophiliacs  were  tested  to  check  for  immune 
functions.  None  of  the  patients  had  a history  of  homo- 
sexuality, drug  abuse,  or  any  other  underlying  disease. 

Fourteen  of  the  22  patients  were  receiving  factor 
VIII  concentrate  prepared  commercially  from  as 
many  as  5,000  to  20,000  donors.  The  remaining  eight 
patients  were  being  treated  with  cryoprecipitate  ob- 
tained from  pools  of  15  volunteer  donors  at  the  Blood 
Center.  Cryoprecipitate  is  the  “gummy”  substance  re- 
maining after  the  plasma  is  thawed. 

Although  both  of  these  preparations  contain  factor 
VIII  concentrate — the  missing  clotting  factor — the 
commercial  concentrate  preparations  are  more  widely 
used  for  the  treatment  of  hemophiliacs. 

None  of  the  patients  receiving  cryoprecipitate 
showed  any  changes  in  the  immune  system.  Of  the  14 
patients  receiving  factor  VIII  concentrate,  eight 
showed  a decrease  in  the  ratio  of  helper/suppressor  T 
lymphocytes.  The  affected  patients  showed  a drop 
from  a normal  ratio  of  2.06  to  less  than  1.5. 

Whether  the  abnormalities  found  in  their  patients 
will  evolve  into  clinical  disorders  remains  to  be  deter- 
mined, but  the  authors  urge  those  involved  in  the  care 
of  hemophiliac  patients  who  use  factor  VIII  con- 
centrate to  carefully  follow  their  patients  for  any  signs 
or  symptoms  of  AIDS  and  periodically  assess  their 
immune  system. 

They  concluded  that  it  is  premature  to  stop  using 
commercial  concentrate  to  treat  hemophiliacs  and  the 
question  must  be  addressed  with  aggressive  research.  ■ 
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College  of  American  Pathologists 

Because  pathologists  are  in  the  unique  position  of 
receiving  specimens  and  information  from  virtually  the 
entire  hospital  patient  population,  it  is  likely  they  will 
encounter  individuals  with  the  Acquired  Immunodefi- 
ciency Syndrome  (AIDS).  Therefore,  the  College  of 
American  Pathologists  established  a task  force  of  CAP 
members  and  consultants  in  order  to  better  inform  path- 
ologists and  to  facilitate  the  accumulation  and  exchange 
of  information  concerning  this  rapidly  emerging  health 
problem. 

In  July  1983  the  task  force,  headed  by  Roger  D Smith, 
MD,  FCAP,  distributed  to  pathologists  a summary  of 
recent  information  on  AIDS,  with  special  telephone  num- 
bers to  either  obtain  a telephone  consultation  or  to  report 
a possible  new  case. 

Topics  in  the  summary  are: 

1)  CDC  Case  Definition  of  AIDS  for  Epidemiologic 
Surveillance 

2)  June  27, 1983,  Summary  of  Cases  Reported  to  the 
CDC 

3)  Prevention  of  AIDS:  Report  of  Inter-Agency  Recom- 
mendations 

4)  Precautions  for  Clinical  and  Laboratory  Staffs 

5)  Autopsy  Precautions 

6)  AIDS  and  the  Blood  Bank 

7)  Selected  AIDS  References  (see  below) 

Copies  of  the  summary  can  be  obtained  from  the  Col- 
lege of  American  Pathologists,  7400  North  Skokie  Blvd, 
Skokie,  Illinois  60077-3388  (phone:  312/677-3500). 

To  report  a possible  new  case  to  the  CDC  phone: 
404/329-3472. 

For  further  information  (CAP  AIDS  HOTLINE): 
312/677-3505. 

Selected  AIDS  references 

Compiled  by  the  College  of  American 
Pathologists— Pathology  Task  Force 

Hemophilia  and  AIDS 

MENITOVE  JE,  et  al:  T-lymphocyte  subpopulations  in 
patients  with  classic  hemophilia  treated  with  cryoprecipi- 
tate  and  lyophilized  concentrates.  N Engl  J Med  1983; 
308:83. 

RAGNIC  MYV,  et  al:  Acquired  immunodeficiency-like 
syndrome  in  two  hemophiliacs.  Lancet  1(1983):213. 

Immunology 

AMMANN  AJ,  et  al:  Acquired  immune  dysfunction  in 
homosexual  men.  Immunologic  profiles.  Clin  Immunol 
Immunopathol  1983;27:315-325. 

MILDVAN  D,  et  al:  Opportunistic  infections  and  immune 
deficiency  in  homosexual  men.  Ann  Intern  Med  1982; 
96:700-704. 

SCHROFF,  RW,  et  al:  Immunological  studies  of  homo- 
sexual men  with  immunodeficiency  and  Kaposi's  sar- 
coma. Clin  Immunol  Immunopathol  1983;27:300-314. 

continued  next  column 


continued 

Kaposi’s  sarcoma 

FINKBEINER  WE,  et  al:  Kaposi’s  sarcoma  in  young 
homosexual  men.  A histopathologic  study  with  particular 
reference  to  lymph  node  involvement.  Arch  Pathol  Lab 
Med  1982;106:261. 

GOTTLIEB  GJ,  ACKERMAN  AB:  Kaposi’s  sarcoma:  An 
extensive  disseminated  form  in  young  homosexual  men. 
Hum  Pathol  1982;  13:882. 

Lymph  nodes 

EWING  EP,  et  al:  Unusual  cytoplasmic  body  in  lymphoid 
cells  of  homosexual  men  with  unexplained  lymphaden- 
opathy.  N Engl  J Med  1 983;308:81 9. 

GUARDA  LA,  et  al:  Lymphadenopathy  in  homosexual 
men.  Morbid  anatomy  with  clinical  and  immunologic  cor- 
relation. Am  J Clin  Pathol  1983;79:559. 

SIDHU,  et  al:  Ultrastructural  makers  of  AIDS.  Lancet 
1(1 983):990. 

Mycobacterium* 

GREENE  JB,  et  al:  Mycobacterium  avium-intracellulare: 
A cause  of  disseminated  life-threatening  infection  in 
homosexuals  and  drug  abusers.  Ann  Intern  Med  1 982; 
97:539. 

BATZOWSKI,  P,  et  al:  Disseminated  Mycobacterium 
avium-intracellular  infection  in  homosexual  men  dying 
of  acquired  immunodeficiency.  JAMA  1982;248:2980. 

* References  to  other  infections  commonly  observed 
with  AIDS  (Pneumocystis,  cytomegalovirus,  Cryptococ- 
cus, etc)  are  readily  found  in  the  pathology  literature  and 
are  not  included.  ■ 


Sexually  transmitted  diseases 
Selective  bibliography 

1.  Stamm  W,  Kaetz  S,  Holmes  K:  Clinical  training  in 
venereology  in  the  United  States  and  Canada. 

2.  Me  Cormack:  Penicillinase-producing  Neisseris 
gonorrhea-A  retrospective.  N Engl  J Med;  307(#7): 

3.  Owens  WF:  Sexually  transmitted  diseases  and  trau- 
matic problems  in  homosexual  men.  Ann  Intern 

4.  Weiss  K:  Turmoil  in  the  medical  profession.  The  New 
Physician  1983;32(#6);13-17. 

5.  Judson  F:  Epidemiology  and  control  of  nongonococ- 
cal urethritis  and  genital  chlamydial  infections;  a 
review.  Sexually  Transmitted  Diseases  1981(Apr- 
Jun);8(#2);123.  ■ 
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SMS  student  membership  gains 

SMS  membership  has  increased  by  177  new  mem- 
bers due  to  the  efforts  of  the  University  of  Wiscon- 
sin Chapter  of  the  SMS  Medical  Student  Section. 
Two  UW  Sophomore  medical  students,  Michael 
Neuman  and  Michael  Brooks,  are  responsible  for 
the  increase.  Neuman  and  Brooks  undertook  a mem- 
bership recruitment  program  last  fall  and  have  since 
started  a newsletter  for  the  medical  student  section.  ■ 


New  Personal  Protection  Plan 
available  to  SMS  members 

SMS  Services,  Inc  announces  that  it  now  has  a 
Personal  Comprehensive  Protection  Plan  available 
for  SMS  members  and  their  employees  at  discounted 
rates.  The  new  plan  covers  home,  auto,  and  up  to 
$5  million  in  personal  umbrella  coverage.  All  SMS 
members  recently  received  a brochure  outlining  de- 
tails of  the  plan  which  is  underwritten  by  Conti- 


nental Insurance  Companies.  The  September  issue 
of  WMJ  carried  detailed  information  and  a request 
form  for  a quotation.  For  further  rate  or  benefit  in- 
formation contact  Continental’s  Wisconsin  Ad- 
ministrator: Manson  Insurance,  Wausau,  Wisconsin 
at  1-800472-1 544.  ■ 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 

ELEGANT  DINING  • FINE  WINES  • INTIMATE 
COCKTAIL  LOUNGE  • OPEN  DAILY  AT  5:00  PM 


WISCONSIN  MEDICAL  JOURNAL,  NOVEMBER  1983:VOL,82 


29 


CARDIOLOGIST-  GYN 
IATRIST  NOW  SURGE 

1ST  THE  DOCTOR’S  DE 

GIST  SOFTWARE  RAD 
ROAT  FOR  THE  PODI 
ICIAN  IBM  PC  DERM 

EROLOG 
“•JEON 


Annson  Corporation,  the  leader  in  medical  office  software, 
now  introduces  its  newest  system  based  on  the  IBM  PC, 
the  leader  in  personal  computers.  You  get  the  best  of  both! 

You  get  a perfectly  organized,  easy  to  use  doctors  office 
management  system  designed  specifically  for  the 
modern  medical  practice. 

The  Annson  System  gives  you  faster,  centralized  billing 


and  insurance  processing,  while  eliminating  errors 
and  rejections. 

In  a word,  the  Annson  System  and  the  IBM  PC  will  do 
everything  you  need  it  to  do— thereby  allowing  you  and 
your  staff  more  time  for  personalized  consultation. 

Call  Annson  today  for  the  location  of  your  nearest  IBM/ 
Annson  dealer.  He’ll  be  pleased  to  arrange  for  a private 
demonstration. 


IMIMSOIM8 


R 

P 


4350  Oakton  Street,  Skokie,  Illinois  60076  (312)  673-1184 

Annson  is  a registered  trademark  of  Annson  Corp  IBM  is  a trademark  of  International  Business  Machines  Corp.  © Annson  Corporation,  Skokie,  IL  60076.  All  rights  reserved 


ORGANIZATIONAL  continued 


MEMBERSHIP  DIRECTORY  — UPDATE 


The  following  information  is  being  provided  from  Membership  reports  and  from  individual  members  for  updating  the  1983 
Membership  Directory  as  published  in  the  July  issue  of  the  Wisconsin  Medical  Journal.  Because  of  space  limitations  ad- 
dress changes  and  phone  numbers  will  not  be  included  in  this  Update;  however,  they  will  be  changed  in  Membership  records. 
County  transfers  will  be  included  when  processing  has  been  completed  by  the  Membership  Department. 


New,  reelected,  or  reinstated  members 

(complete  information) 


Changes  in  specialties  and/or  Board  certification  (*) 

(changes  only  with  member’s  name) 

By  county  medical  society 


ASHLAND-BAYFIELD-IRON 

Swartwood,  L David 

2101  Beaser  Ave,  ft  10 
Ashland  W1  54806 

COLUMBIA-MARQUETTE- 

ADAMS 

FP 

Stodola,  Carol  D 

206  W Lake  St 
Friendship  WI  53934 

DODGE 

AN* 

Park,  Jang  Bu 


LA  CROSSE 

1M* 

Comin,  Donald  B 

FP* 

Gersch,  George  P 
AN 

Goodnough,  David  E 

1836  South  Ave 
La  Crosse  Wl  54601 

U* 

Kader,  Nabil  MA 

CD*  IM* 

Obma,  Robert  T 


KENOSHA 

R* 

Yerex,  Joyce  A 


IM*  GE* 
Oliai,  Asghar 

IM* 

Ujda,  John  R 


24 

HOUR 


Radio  dispatched  truck  fleet  for 

INDUSTRY,  INSTITUTIONS, 
SCHOOLS,  ETC. 


AUTHORIZED  PARTS  & SERVICE  FOR 
CLEAVER— BROOKS 

Throughout  Wisconsin  and  Upper  Michigan 

SALES 

Boiler  room  accessories 
O,  trims 

Cleveland  controls 

and-Car  automatic  bottom  blowdown  systems 

SERVICE-CLEANING  ON  ALL  MAKES 

Complete  Mobile  Boiler  Room  Rentals 

Stevens  Point  — 715/344-7310 
Green  Bay— 414/494-3675 
Madison— 608/24943604 

PBBS  EQUIPMENT  CORP. 

5401  N Park  Dr-PO  Box  365-Butler,  Wl  53007 
Phone:  414/781-9620 


MILWAUKEE 

McNeely,  James  K 
7121  B Chestnut  St 
Wauwatosa  WI  53213 

GS* 

Olsen,  Viggo  B 
26642  Alamo  Circle 
El  Toro,  CA  92630 

ROCK 

DR  R* 

Chong,  Wook-Chin 

1969  West  Hart  Rd 
Beloit  Wl  535 1 1 

PD* 

Kronquist,  Gordon  E 

PO  Box  551 
Janesville  Wl  53545 


AN  PTH* 

Ough,  Yon  Doo 

1969  West  Hart  Rd 
Beloit  WI  535 11 

RUSK 

IM* 

De  Long,  Douglas  M 

906  College  Ave  West 
Ladysmith  WI  54848 

VERNON 

FP 

De  Line,  James  M 

PO  Box  35 
La  FargeWI  54639  ■ 


Acme  Laboratories,  Inc. 

ORTHOTIC  & PROSTHETIC 
SERVICES 

Certified  by  American  Board  of  Certification 
in  Orthotics  and  Prosthetics 

10702  W Burleigh  St.  525  E.  Division  St. 

Milwaukee,  Wis.  53222  Fond  du  lac,  Wis.  54935 
(4 1 4)  259- 1 090  (4 1 4)  923-6676 

Box  LOA  Green  Bay  Orthopedic 

Woodruff,  Wis.  54568  (Division  of  Acme 

(715)  356-5222  Laboratories,  Inc.) 

Ext.  8872  428  S.  Adams  St. 

Green  Bay,  Wis.  54301 
(414)  435-1461 

• Artificial  Limbs 

• Orthopedic  Appliances 

• Wheelchairs 

• Custom  Seating  Inserts 

Professional  Service  For  the  Handicapped 


WISCONSIN  MEDICAL  JOURNAL,  NOVEMBER  1983:VOL.82 


31 


OBITUARIES 


George  F Kelly,  MD,  89,  formerly  of  Milwaukee,  died  Aug 
15,  1983  in  Burbank,  Calif.  Born  Feb  26,  1894  in  Grand  Forks, 
ND,  Doctor  Kelly  graduated  from  Northwestern  University 
Medical  School  in  1921  and  served  his  internship  at  Mt  Sinai 
Hospital,  Milwaukee.  His  residency  was  completed  at  Mil- 
waukee Children’s  Hospital.  Doctor  Kelly  had  practiced  in 
Milwaukee  from  1926  until  his  retirement  in  1960.  He  was  a 
veteran  of  World  War  I.  He  was  a member  of  The  Medical 
Society  of  Milwaukee  County,  the  State  Medical  Society  of 
Wisconsin,  and  the  American  Medical  Association. 

Steven  R Hall,  MD,  33,  former  Madison  resident,  died  Aug 
20,  1983  in  Kansas  City,  Mo.  Doctor  Hall  graduated  from  the 
University  of  Wisconsin  Medical  School,  Madison,  and  had 
served  his  residencies  at  Ramsey  Hospital,  St  Paul,  Minn,  and 
at  St  Luke’s  Hospital  in  Kansas  City. 

Paul  F Clark,  PhD,  Livermore,  Calif,  died  Aug  23,  1983  in 
California.  Doctor  Clark,  a noted  author,  wrote  the  book  en- 
titled “The  University  of  Wisconsin  Medical  School:  A Chron- 
icle, 1848-1948 , which  was  published  in  1967  by  the  University 
of  Wisconsin  Press  for  the  Wisconsin  Medical  Alumni  Associa- 
tion. He  was  an  honorary  member  of  the  State  Medical  Society 
of  Wisconsin  and  a professor  emeritus  of  medical  microbiology 
at  the  University  of  Wisconsin-Madison. 

Walter  T Becker,  MD,  73,  Wausau,  died  Aug  27,  1983  in 
Wausau.  Born  Apr  7,  1910  in  Cedarburg,  Doctor  Becker  grad- 
uated from  Marquette  University  School  of  Medicine  in  1934 
and  served  his  internship  at  Milwaukee  County  General  Hos- 
pital. He  attended  the  University  of  Pennsylvania  School  for 
Surgery  and  completed  his  residency  at  Allentown  Hospital  in 
Allentown,  Pa.  Doctor  Becker  served  in  the  United  States  Army 
from  1941-1946.  A general  surgeon,  he  had  practiced  in  Mosinee 
from  1934-1937  and  in  Wausau  from  1946-1975.  He  was  a 
member  of  the  Wisconsin  Surgical  Society,  the  American  Col- 
lege of  Surgeons,  the  Marathon  County  Medical  Society,  the 
State  Medical  Society  of  Wisconsin,  and  the  American  Medical 
Association.  Surviving  are  his  widow,  Carol;  a daughter,  Mrs 
Carroll  (Marion)  Dana,  Stevens  Point,  and  a son,  Robert  of 
Wausau. 


John  E Kreher,  MD,  66,  Ashland,  died  Aug  31,  1983  in  Ash- 
land. Born  Aug  17,  1917  in  Mondovi,  Doctor  Kreher  graduated 
from  the  University  of  Wisconsin  Medical  School,  Madison,  and 
served  his  internship  at  the  University  of  Kansas  Hospital.  He 
served  in  the  United  States  Army  Medical  Corps  during  World 
War  II.  He  had  been  associated  with  the  Chequamegon  Clinic 
in  Ashland  since  1946.  He  was  a member  of  the  Ashland-Bay- 
field-Iron  County  Medical  Society,  the  State  Medical  Society  of 
Wisconsin,  and  the  American  Medical  Association.  Surviving 
are  his  widow,  Jean;  five  daughters,  Mrs  Clark  (Jeanne)  Van 
Galder,  La  Crosse;  Mrs  James  (Barbara)  Geiser,  Hopkins, 
Minn;  Susan  Kreher,  Minneapolis,  Minn;  Mrs  Jerel  (Nancy) 
Brazeau,  Escanaba,  Mich;  and  Mrs  Bradley  (Martha)  Stevenson 
of  Dallas,  Tex. 

John  W Monsted,  MD,  87,  New  London,  died  Sept  15,  1983  in 
Meriden,  CT,  where  he  had  been  living  for  the  past  six  months. 
Born  Aug  14,  1897  in  Alderly,  Wis,  Doctor  Monsted  graduated 
from  Marquette  University  School  of  Medicine  in  1926  and 
served  his  internship  at  Milwaukee  County  General  Hospital. 
He  had  practiced  in  New  London  from  1927  until  his  retirement 
in  1980.  He  was  instrumental  in  establishing  New  London  Com- 
munity Hospital  and  also  had  served  as  city  health  officer  for 
many  years.  In  1976  he  became  a member  of  the  “Fifty  Year 
Club”  of  the  State  Medical  Society  of  Wisconsin.  He  also  was  a 
member  and  past  president  of  the  Waupaca  County  Medical 
Society,  and  was  a member  of  the  American  Medical  Associ- 
ation. Surviving  are  a son,  John  of  Glenshaw,  PA,  and  a daugh- 
ter, Mrs  Robert  (Audrey)  Barber  of  Madison,  CT. 

Edgar  A Schoenecker,  MD,  77,  Lake  Mills,  died  Sept  23,  1983 
in  Lake  Mills.  Born  May  20,  1906  in  Milwaukee,  Doctor 
Schoenecker  graduated  from  the  University  of  Illinois  School  of 
Medicine  in  1932  and  served  his  internship  at  Columbia  Hos- 
pital in  Milwaukee.  His  residency  was  completed  at  Cook 
County  Hospital  in  Chicago.  Doctor  Schoenecker  served  in  the 
United  States  Navy  from  1943-1946  during  World  War  II.  He 
had  his  medical  practice  in  Lake  Mills  and  also  was  on  the  med- 
ical staff  of  the  Veterans  Administration  Hospital  in  Wood,  Wis. 
Surviving  are  his  widow,  Dagmar,  and  four  children.  ■ 


AMA  Physician’s  Recognition  Award  Recipients 

Listed  below  are  those  physicians  in  Wisconsin  who  have  earned  the  AMA  Physician’s  Recognition  Award  in 
recent  months.  The  State  Medical  Society  of  Wisconsin  congratulates  these  physicians  who  have  distinguished 
themselves  and  their  profession  by  their  commitment  to  continuing  education: 


SEPTEMBER  1983 

*Coheen,  Jack  J,  Milwaukee 
•Duelge,  JohnT,  Wausau 
Eghbalt,  Hassan,  Milwaukee 
•Foerster,  James  M,  Wausau 
•Forster,  Francis  M,  Middleton 


•Members  of  the  State  Medical  Society 
of  Wisconsin 


Green,  Kathryn  Ann,  Milwaukee 
*Grotenhuis,  Paul  W,  Rhinelander 
•Grubb,  William  B,  Appleton 
•Johnson,  Samuel  B,  Green  Bay 
•Kleiner,  Harvey,  Milwaukee 
Kleinman,  Jack  G,  Wood 
•Knoch,  Frederick  W,  Neenah 
•Lopez,  Basilio  F,  Milwaukee 
•Murphy,  Jerome  V,  Milwaukee 
•Oudenhoven,  Richard  C,  Green  Bay 


•Randall,  Emery  M,  Boscobel 
•Riese,  David  C,  Monroe 
•Scheible,  Frank  J,  Racine 
•Smith,  Martin  J,  La  Crosse 
Soudmand,  Rasoul,  La  Crosse 
•Steingraeber,  Paul  H,  La  Crosse 
•Stodola,  Carol  D,  Friendship 
Strobusch,  Alan  D,  New  London 
Tipler,  Gene  A,  Chilton 
•Wake,  Brian  D,  Sturgeon  Bay 


32 


WISCONSIN  MEDICAL  JOURNAL,  NOVEMBER  1983:  VOL.  82 


In  Good  Times  and  Bad, 

Our  Special  Equity  Fund  Has 
Consistently  Outperformed  the  Market 

If  your  equity  fund  hasn’t  performed  well 
over  time,  perhaps  it’s  time  to  consider 
First  Wisconsin  Trust.  We  deliver  results 
year  after  year  after  year  after  year  after. . . 


l o?l  . 
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TIME 

PERIOD 

ANNUALIZED  TOTAL  RETURNS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor’s  500 

Consumer 

Price 

Index 

1974-1982 
(nine  years) 

+ 14.7% 

+ 9.4% 

+ 8.8% 

1977-1982 
(six  years) 

+ 16.4% 

+ 10.3% 

+ 9.2% 

1980-1982 
(three  years) 

+ 23.9% 

+ 15.2% 

+ 8.7% 

BEAR 

MARKET 

YEARS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor’s  500 

Difference 

% 

1974 

performance 

(9.4%) 

(26.5%) 

+ 17.1% 

1977 

performance 

+ 0.2% 

( 7.3%) 

+ 7.5% 

1981 

performance 

+ 8.4% 

( 4.9%) 

+ 13.3% 

3 HIGH-QUALITY 
CHARACTERISTICS* 

If  your  equity  investments  are  short  on  long- 
term performance,  call  First  Wisconsin  Trust 
today.  We’ll  give  you  the  full  history  on  our 
Special  Equity  Fund.  With  the  year-in,  year-out 
data  on  its  superior  returns,  high  quality  and 
low  volatility.  And  well  be  happy  to  discuss  a 
special  plan  tailored  to  meet  your  objectives. 
Please  contact  Mr.  Paul  Jones  at 
(414)  765-4444. 

*As  measured  by  Indata  Corporation 


Quality  Characteristics* 

(As  of  December  31,  1982) 

First 

Wisconsin 
Special 
Equity  Fund 

Standard 
& Poor’s 
500 

5-year  earnings/share  growth 

16.5% 
per  annum 

11.1% 
per  annum 

5-year  dividend/share  growth 

16.1% 
per  annum 

13.3% 
per  annum 

Average  return  on  equity  — 5 years 

16.5% 

16.0% 

Theoretical  reinvestment  rate 

15.6% 

10.4% 

Debt  to  capital  ratio 

34.7% 

34.2% 

111 

FIRST  WISCONSIN  TRUST  COMPANY 

First  Wisconsin  Center  • 777  East  Wisconsin  Avenue,  Milwaukee,  Wl  53202 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVES 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


In  vitro  studies  demonstrate 

Bactericidal  activity 


with  minimal 
resistance 


RAPID  IN  VITRO  DESTRUCTION 
OF  E.  COL  I* 


Percent  of  isolates  of  common  uropathogens  sensitive  to  BACTRIM  and  to  other  antimicrobials 
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Kill  curve  kinetics  of  Bactrim 
and  its  individual  components 
against  E.  coli  in  vitro. 1 


Analogous  to  cephalothin,  the  primary  antibiotic  disc  used  in  testing 

Source:  The  Bacteriologic  Report.  BAC-DATA  Medical  Information  Systems,  Inc.,  Winter  Series,  1981-82. 
Numbers  under  percentages  refer  to  the  projected  number  of  isolates  tested 


The  bactericidal  action  of  Bactrim  has  been  demonstrated  in  vitro  on  laboratory  strains 
of  E.  coli'2  and  on  clinical  isolates  of  E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis 
and  Morganella  morganii 3 — the  most  common  causative  organisms  of  urinary  tract 
infections.4  More  than  100  published  studies  attest  to  the  efficacy  of  Bactrim  in  recurrent 
urinary  tract  infections  due  to  these  organisms.5  In  comparative  studies  with  other  antimi- 
crobials, Bactrim  has  consistently  demonstrated  unsurpassed  efficacy  during  therapy61’ 
Resistance  to  Bactrim  develops  more  slowly  than  to  either  of  its  components  alone 
in  vitro*  Among  urinary  tract  isolates,  resistance  has  rarely  emerged  in  susceptible 
strains.5-12  Bactrim  is  contraindicated  in  pregnancy  at  term,  during  lactation,  in  infants  less 
than  two  months  old  and  in  documented  megaloblastic  anemia  due  to  folate  deficiency 
Initial  episodes  of 
uncomplicated  urinary 
infections  should  be 
treated  with  a single- 
agent antimicrobial. 


Bactrim-  DS 


[trimethoprim  and  sulfamethoxazole/Roche) 

b.i.d.  for  recurrent  urinary  tract  infections 

*in  vitro  data  do  not  necessarily  predict  clinical  results. 


Copyright  © 1983  by  Hoffmann-La  Roche  Inc  All  rights  reserved 


See  next  page  for  references  and  a summary  of  product  information. 
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Bactrim  DS 

(trimethoprim  and  sulfamethoxazole/Roche) 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note  The 
increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Flypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term,  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kermc- 
terus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS,  Clinical  studies  show  that  patients  with  group  A p-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reac- 
tions, hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopema  with  purpura  in  elderly  patients  on 
certain  diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders  Frequent  CBC's  are  recommended,  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is 
noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients 
Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopema,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenomenon  Due  to 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN. 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  mllmin.  If  creatinine  clearance  is  between  15  and  30  ml/mm, 
use  one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 
Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  bid  for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS. 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children  s dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500;  Tel-E-Dose**  packages  of  100; 
Prescription  Paks  of  20,  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz 
(1  pint)  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  tea  spoonful  (5  ml),  fruit-licorice  flavored — bottles  of  16  oz  (1  pint) 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine ) CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro 
voked  by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (effort-associated  angina  I without  evidence  ot  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (ettort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  effectiveness  and  evaluation  ot  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  intor 
mation  is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS.  Excessive  Hypotension  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  of  these  potential  problems  and 
f the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  if  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCAROIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta  adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adjust- 
ing, and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  m rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCAROIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  |0int  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance  dermatitis  pruritus,  urticaria  fe- 
ver sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH,  SGOT,  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600-66)  300  (NDC  0069- 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25  C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  c 1982  Pfizer  Inc 
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PFIZER  INC 


- »► 


7 can  do  things  that  I 
couldn  't  do  for  3 yrs  including 


joining  the  human  race  again" 


Quotes  from  an  unsolicited 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patient  's  experience 
is  representative  of  many 


unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


© 1983.  Pfizer  Inc 


for  the  varied  faces  of  angina 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Siae  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 


PROCARDIA 


(NIFEDIPINE) 


Capsules  10  mfj 


beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 


agents  In  chronic  stable  angina  (effort-associated  angina) 

PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 

patients  are  incomplete.  Please  see  PROCARDIA  brief  summary  on  adjoining  page 


Motrin 


ibuprofen,  Upjohn 

600 mg  Tablets 


your  patients 


Upjohn 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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Quality  control  you  can’t  find 
anywhere  else. 

To  ensure  you  receive  the  highest 
degree  of  accuracy,  precision,  and 
consistency  in  every  test  performed, 
MetPath  Western  incorporates  one 
of  the  most  thorough  and  respon- 
sive Quality  Control  Programs 
ever  implemented. 

This  progressive  program  includes 
separate  quality  control  monitoring 
of  virtually  every  phase  of  the  MetPath 

system.  For 
example, 
one  program 
monitors 
and  controls 
the  specimen 
entry  func- 
tion. Other 
systems  check  instrumentation 
methodologies,  and  capture  data — 
constantly  reinforcing  the  MetPath 
commitment  to  quality  and  accuracy. 


Additionally,  a variety  of  quality 
control  specimens  are  introduced 
into  the  MetPath  system  regularly 
from  both  internal  and  external 
sources  such  as  the  CDC,  CAP,  etc. 
New  dimensions  for  you  in 
client  service. 

Ml  In  client 
service, 
MetPath  has 
developed 
its  technical 
expertise  to 
provide  you 
with  the 

finest  and  most  efficient  methods  of 
ensuring  speed  and  accuracy. 

A courier  from  our  extensive  fleet 
will  pick  up  your  medical  specimens, 
bring  them  directly  to  MetPath  for 
testing,  returning  to  you  with  a com- 
prehensive lab  report  the  following 
day.  These  computer-generated  lab 
reports  can  be  custom-tailored  to 
meet  your  specific  needs. 

Standard  report  forms  contain 
sex  reference 
as  well  as 
vant  drug  inter- 
data. 


Introducing 
MetPath  Western. 


The  new  clinical  laboratory  designed 
to  meet  all  the  needs  of  the  Chicago 
area’s  growing  medical  community. 

The  world’s  most 
complete  testing 
services. 

As  one  of  the 
largest  and  most 
technologically 
advanced  labora- 
tories in  the  world, 
MetPath  Western 
offers  you  a com- 
plete range  of  over 
800  different  tests  on  fluids  and 
tissues.  New  generations  of  labora- 
tory instrumentation  and  computer 
information  systems  enable  MetPath 
Western’s  staff  to  offer  you  processing 
of  all  your  tests,  from  the  most  basic 
to  the  most  esoteric. 


For  questions  you  have  regard- 
ing test  result  status,  a staff  of  full- 
time Client  Service  Representatives  is 
available.  Each  representative  is 
equipped  with  a state-of-the-art  CRT 
unit  for  instant  access  to  the  MetPath 
computer  data  base. 

Physician  desktop  terminal  for 
instant  test  results.  24  hours  a day. 

With  the  introduction  of  the 
MetPath  Information  System  (MIS), 
MetPath  has  evolved  into  more  than 
just  your  clinical  laboratory — your 
medical  information  resource,  as 
well.  This  unique  information  system 
gives  you,  the  physician,  the  capa- 
bility to  access  the  MetPath  data  base 

24  hours  a 
day,  7 days  a 
week.  Right 
from  your 
office. 

In  addi 
tion  to  test 
results,  MIS 
offers  you  a wealth  of  information 
regarding  reference  ranges,  test/ drug 
interactions,  specimen  require- 
ments, and  a test  encyclopedia. 
Future  plans  for  the  MIS  include 


programs  for  Continuing  Medical 
Education  (CME)  credits  in  clinical 
laboratory  medicine. 

Special  attention  to  your 
special  needs. 

Whenever  one  of  your  test  results 
falls  into  the 
significantly 
abnormal 
range,  our 
special  “stat” 
procedure 
immediately 
triggers  a phone  call  to  you  from  one 
of  our  staff. 

You  can  also  request  follow-up  or 
repeat  tests  without  resubmitting 
specimens,  thanks  to  the  MetPath 
Western  Specimen  Bank. 

And  for  your  more  technical  ques- 
tions, consultants  from  leading 
universities  support  our  full  time 
staff  of  Pathologists. 

Hospital  service  and  unique  stat 
capability,  including  toxicology. 

MetPath  Western  is  also  fully 
equipped  and  staffed  to  provide 
hospitals  and  other  clients  with  test- 
ing services  in  all  laboratory 
disciplines,  including  RIA  and 


immunochemistry,  tissue  pathology 
and  hematology. 

Within  a 50-mile  radius  of  Des 
Plaines,  MetPath  Western  offers  a 
special  “stat”  service  which  includes 
toxicology  and  other  medically 
critical  laboratory  procedures.  This 
valuable  service  is  made  possible  by 
our  unique  “IAB  WTTHIN-A  LAB” 

What  MetPath  Western 
means  to  you. 

Consider  all  the  benefits: 
Complete  diagnostic  testing  services. 
Pick-up  and  delivery  of  your  test 
results. 

Emergency  specimen  pick-up,  7 days 
a week,  24  hours  a day. 
Comprehensive  lab  reports  custom- 
tailored  to  meet  your  needs. 

Unique,  desktop  MetPath  Informa- 
tion System  for  instant  results. 
Progressive  Quality  Control  Program. 
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Advanced  instrumentation  and 
computerization. 

Faster,  more 
efficient 
client 
service. 

Full  time, 
highly 
skilled  staff 
to  answer 
your  technical  questions. 

Complete  reference  testing  for 
hospitals  and  other  clients. 

Fully  equipped,  unique  hospital 
toxicology  “stat”  laboratory. 

MetPath  Western  accepts  most 
forms  of  third  party  reimbursement, 
including  Blue  Cross,  Blue  Shield, 
Medicaid  and  Medicare. 

So  ifyou’re  looking  for  one  clinical 
laboratory  that  meets  all  your  needs, 
give  MetPath  Western  a test. 

For  more  information,  call  or  write 
MetPath  Western,  1300  EastTouhy, 
Des  Plaines,  IL60018.  (312)  635-4700. 


Meet  all  your  needs. 
Meet  MetPath  Wester? i. 


MetPath  Western 

1300  East  Touhy,  Des  Plaines,  IL60018 
(312)635-4700 


Healthcaie/godoeconomics 


Periodic  payment  of  malpractice  awards  proposed 


An  administrative  rule  which  would  allow  the 
Commissioner  of  Insurance  to  more  closely  monitor 
the  payment  of  malpractice  awards  by  the  Patients 
Compensation  Fund  was  the  subject  of  a hearing 
held  on  October  19.  The  rule  proposes  that  awards 
given  for  such  purposes  as  modifying  residences  to 
accommodate  disabled  persons  be  paid  by  the  Fund 
as  the  expenses  are  incurred  rather  than  as  a lump 
sum.  Awards  for  future  medical  and  rehabilitative 
services  incidental  to  the  injury  are  currently  handled 
in  this  manner.  Such  awards  also  are  exempt  from 
attorney  contingency  fees. 

The  Fund’s  Board  of  Governors  recommended 
introduction  of  the  proposal  because  of  vagueness 
in  the  current  rule  which  has  permitted  lump-sum, 
“up-front”  awards  for  some  medically-related  costs 
while  requiring  periodic  payment  of  others.  Mem- 
bers of  the  Fund  Board  explained  that  the  rule  will 
ensure  the  availability  of  funds  to  meet  the  med- 
ically-related expenses  of  injured  persons  and  guar- 


Malpractice  panels  bill  advances 

A bill  which  would  strengthen  the  Patient  Com- 
pensation Panel  System  in  Wisconsin  received  a 
legislative  boost  October  14  when  it  was  recom- 
mended for  passage  by  the  Joint  Committee  on 
Finance. 

Assembly  Bill  217,  which  has  been  strongly  sup- 
ported by  the  State  Medical  Society,  establishes  a 
sufficient  number  of  formal  panels  throughout  the 
state  to  handle  the  caseload  of  the  formal  panels. 
The  bill  also  promotes  greater  use  of  and  enhances 
the  authority  of  informal  panels  by  increasing  the 
threshold  of  access  to  formal  panels  from  $10,000  to 
$25,000. 

SMS  is  seeking  this  legislation  in  an  effort  to 
stabilize  the  deteriorating  medical  malpractice  ex- 
perience in  Wisconsin.  In  the  first  six  months  of 
1983,  the  Patients  Compensation  Panels  have 
awarded  $5.9  million  (compared  to  $2.2  million 
during  the  same  period  in  1982)  and  another  $5.5 
million  paid  in  pre-panel  settlements.  Physician 
premiums  for  the  Wisconsin  Health  Care  Liability 
Insurance  Plan  (WHCLIP)  have  increased  30% 
from  1980-82  and  the  Fund  has  raised  physician  fee 
assessments  42%  as  of  July  1,  1983.  ■ 


antee  that  funds  are  used  only  for  the  purpose  for 
which  they  were  awarded.  Any  unused  portion  of 
the  award  will  revert  to  the  Fund  upon  the  death  of 
the  injured  person. 

The  State  Medical  Society,  along  with  the  Wiscon- 
sin Hospital  Association,  and  the  Fund  Board  testi- 
fied in  support  of  the  proposal  while  the  Academy 
of  Trial  Lawyers  voiced  strong  opposition.  ■ 


Chiropractic  bill 
temporarily  stalled 

An  abbreviated  hearing  was  held  October  19  on 
a bill  requiring  all  health  maintenance  organizations 
and  health  insurance  plans  in  the  state  to  include 
coverage  of  chiropractic  services.  The  Senate  Labor, 
Business,  Veterans  Affairs  and  Insurance  Com- 
mittee was  forced  to  adjourn  the  hearing  early  as 
the  Legislature  was  going  back  into  session  at  2:00 
pm.  SMS  expected  that  proponents  of  the  bill  would 
attempt  to  move  it  into  the  Joint  Finance  Committee 
before  the  end  of  the  October  floor  period. 

In  written  testimony  submitted  to  the  Committee, 
SMS  Physicians  Alliance  Director  Brian  Jensen 
said  the  Legislature  should  not  endorse  another 
mandatory  service  or  provider  group  in  healthcare 
policies  and  plans  that  are  available  to  state  residents 
during  this  time  of  major  concern  over  healthcare 
costs. 

“During  the  biennial  budget  bill  debate  regarding 
HMOs,  PPOs  ...  the  major  buzz  words  in  this 
Capitol  were  ‘reduce  costs,’  ‘rachet  down  health 
care,’  ‘options,’  and  ‘flexibility,’  ” Jensen  said. 
“Three  months  later  you  are  being  asked  to  endorse 
a proposal  that  violates  every  one  of  those  prin- 
ciples.” 

He  warned  the  legislators  that  the  current  change 
and  innovation  in  healthcare  delivery  and  financing 
systems  would  be  hampered  and  restricted  by  the 
legislation.  “The  healthcare  consumer  deserves  the 
opportunity  to  select  a plan  that  reflects  his  or  her 
healthcare  needs  and  deserves  to  have  an  opportun- 
ity to  examine  benefits,  delivery  points,  and  out-of- 
pocket  costs  that  best  suit  that  person’s  financial 
resources.  Senate  Bill  415  becomes  a major  road- 
block in  that  selection  process,”  Jensen  said.  ■ 
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HEALTHCARE/SOCIOECONOMICS  continued 


Wisconsin  MDs  begin 
work  on  National  Health 
Policy  Agenda 

Wisconsin’s  representative  on  the  AMA’s  Health 
Policy  Agenda  for  the  American  People  Advisory 
Committee,  Gerald  Kempthorne,  MD,  has  returned 
from  an  August  29-30  meeting  of  the  150-member 
group  and  reports  that  a set  of  148  draft  principles 
and  supporting  information  are  now  being  devel- 
oped and  will  be  sent  to  state  medical  organizations 
for  comment.  The  work  groups  met  in  October  to 
consider  the  comments  and  the  Steering  Committee 
was  to  review  the  final  drafts  at  its  November  10-11 
meeting  in  Chicago. 

The  purpose  of  the  HPAAP  project  is  to  provide 
a broad-based  outline  of  major  concerns  for  the 
health  sector  for  the  future.  The  effort  brings  together 
physicians,  other  health  personnel,  and  public  repre- 
sentatives to  reach  a consensus  regarding  some  of  the 
important  issues  facing  American  health  care  and  its 
delivery. 

The  HPAAP  project  gives  the  AMA  and  others  in 
the  health  sector,  “the  opportunity  to  abandon  the 
traditional,  year-by-year  piecemeal  development  of 


We  can  help. 

We  offer  professional  opportunities 
in  more  than  75  communities  throughout 
the  midwestern  and  mountain  states.  We 
with  you  to  create  an  innovative  practice  tailored 

to  meet 
needs.  After 
placement,  we 
continue  our 
assistance  as 
your  practice 
grows. 


Where  Do  I Go  From  Here 


We  re  as  committed 
to  your  practice  as 
you  are . . . 


Where  can  I establish  a practice 
that  will  provide  me  with 
professional  growth 
as  well  as  time 
to  be  with  my 
family?  A 
place  that  fits 
my  lifestyle, 
and  may  offer 
the  opportuni- 
ty to  fulfill  Na- 
tional Health 
Service  Corps 
requirements? 

WE  MAKE  THE  INTELLIGENT  MATCH. 


OFFICE  OF  RURAL  HEALTH 

University  of  North  Dakota  School  of  Medicine 
Grand  Forks,  ND  58201  — Mary  Helen  Pelton,  Ph.D.  (701)  777-3848 


policy  that  responds  only  to  pressures  of  the  mo- 
ment,” according  to  Doctor  Kempthorne. 

Following  development  of  the  principles,  several 
work  groups  will  begin  drafting  proposals  to  meet 
major  health  needs  consistent  with  the  principles  of 
the  project. 

Other  Wisconsin  physicians  attending  this  meeting 
were:  Thomas  Browning,  MD,  Madison,  American 
Society  of  Gastrointestinal  Endoscopy;  Raymond 
Zastrow,  MD,  Milwaukee,  HPAAP  Group  on  Pay- 
ment for  Services  and  the  College  of  American  Path- 
ologists; Cornelius  Natoli,  MD,  La  Crosse,  American 
Group  Practice  Association;  Henry  Twelmeyer,  MD, 
Wauwatosa,  SMS  and  the  HPAAP  Group  on  Deliv- 
ery Mechanisms;  George  Collentine,  MD,  Milwau- 
kee, AMA  Council  on  Medical  Services,  and  Kenneth 
Johnson,  MD,  Milwaukee,  American  Academy  of 
Pediatrics.  Norma  Lang,  PhD,  RN,  Dean  of  the  UW 
School  of  Nursing,  represents  the  American  Nurses 
Association  on  the  Committee.  ■ 


LEGISLATIVE  UPDATE 

The  Legislature  recently  took  action  on  a number 
of  other  health-related  bills  including: 

• AB  281 — Passed  the  Assembly  on  a voice  vote. 
The  bill  allows  school  personnel  to  administer  pre- 
scription drugs  to  pupils  if  the  administration  is  in 
compliance  with  written  instructions  of  a physician, 
and  the  pupil’s  parent  or  guardian  consents  in  writ- 
ing. The  bill  is  now  in  the  State  Senate  awaiting 
action.  SMS  supports. 

• SB  80— Passed  the  State  Senate  on  a vote  of 
27-5.  The  bill  restricts  smoking  in  public  places  such 
as  restaurants,  retail  establishments,  educational 
facilities,  public  waiting  rooms,  offices,  healthcare 
facilities,  and  public  conveyances.  SB  80  is  now  in 
the  Assembly  Health  and  Human  Services  Com- 
mittee. SMS  supports. 

• AB  550 — Passed  the  Assembly  on  a voice  vote 
and  now  is  awaiting  action  in  the  Senate.  The  bill 
requires  the  Dept  of  Health  and  Social  Services  to 
contract  with  the  State  Laboratory  of  Hygiene  to 
conduct  tests  for  numerous  metabolic  disorders. 
While  SMS  supports  the  bill  generally,  it  does  object 
to  a provision  which  would  impose  lab  fees  on  meta- 
bolic testing  of  all  newborns  to  fund  the  DHSS 
dietary  program  for  children  born  with  metabolic 
disorders. 

• AB  260 — Passed  by  the  Assembly  on  an  85-13 
vote,  the  bill  would  raise  the  state’s  legal  drinking 
age  from  18  to  19  years.  Before  passing  the  measure, 
the  Assembly  removed  provisions  to  enact  a teenage 
driving  curfew  and  increase  the  state  beer  tax.  ■ 
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HEALTHCARE/SOCIOECONOMICS  continued 


WISPRO  signs  preadmission  screening  contract 


The  Wisconsin  Professional  Review  Organization 
(WisPRO)  in  late  September  signed  a contract  with 
the  Department  of  Health  and  Social  Services  to 
establish  a Pre-Admission  Review  Program  (PAR) 
for  Medicaid  patients.  The  program  will  be  phased- 
in  in  different  areas  of  the  state  beginning  October 
24,  1983  in  the  Northeast  and  South  Central  Dis- 
tricts, 

November  14,  1983 — North  Central  District, 
December  5,  1983 — West  Central  District,  and 
December  19,  1983 — Northwest  District. 

The  program  is  designed  to  screen  all  elective 
(nonemergency)  Medicaid  admissions  in  Greater 
Wisconsin’s  110  hospitals  for  medical  necessity  and 
appropriateness  of  inpatient  care.  Emergency, 
urgent,  patients  in  labor,  newborns,  and  those  cases 
subject  to  Medicaid  Second  Surgical  Opinion  Pro- 
gram will  be  exempt  from  preadmission  review. 

In  its  September  1983  newsletter  to  physicians, 
WisPRO  said  physicians  or  their  representatives  will 
be  required  to  phone  in  the  following  information 
to  WisPRO’s  PAR  Program  Review  Coordinator  at 
least  24  hours  prior  to  admission: 

— Patient’s  Name,  Address,  Birthdate,  Sex,  and 
Medicaid  ID  Number 
— Hospital’s  Name  and  Location 
— Physician’s  Name,  License  Number,  and  ad- 
dress 

— Date  of  the  Proposed  Admission 
— Date  of  Planned  Diagnostic  or  Therapeutic 
Procedure 

— Severity  of  the  Illness 
— Intensity  of  the  Services  Required 
— Brief  Verbal  History  Affecting  the  Decision  to 
Hospitalize 

Telephone  numbers  for  the  WisPRO  PAR  Pro- 
gram are: 

Greater  Wisconsin  excluding  Madison:  1-800-362- 
1161 

Madison:  257-6070 
Hours:  9:00  am — 5:30  pm  Weekdays 
9:00  am — 12:00  pm  Saturday 

The  following  conditions  must  be  considered  prior 
to  scheduling  an  admission  of  a Medicaid  patient 
into  a hospital: 

(1)  Hospitalization  is  necessary  because  of  an 
acute  condition  or  potential  disability  requiring  im- 
mediate medical  intervention,  and 

(2)  The  patient  has  a condition  requiring  services 
that  can  only  be  provided  in  a hospital. 


Upon  receiving  the  information  the  WisPRO  Re- 
view Coordinator  will  compare  it  to  Intensity/Sever- 
ity Criteria  and  AMA  Procedure  Criteria  to  de- 
termine if  the  above  conditions  are  met.  The  Review 
Coordinator  will  then  give  an  advisory  opinion  in- 
dicating whether  the  proposed  admission  meets  or 
does  not  meet  criteria. 

The  PAR  Program  will  provide  for  binding  re- 
imbursement where  criteria  and  other  PAR  condi- 
tions are  met.  If  the  contemplated  admission  does 
not  meet  criteria,  the  physician  will  be  advised  that 
the  case  will  be  reviewed  after  admission  and  is  po- 
tentially subject  to  retrospective  review/denial. 

WisPRO  states  that  those  cases  not  referred  for 
preadmission  review  will  have  a higher  risk  of  being 
reviewed  after  admission  than  those  going  through 
the  system.  Furthermore,  certain  cases  exempt  from 
the  PAR  Program  will  be  reviewed  in  the  hospital 
on  a postadmission  basis.  Medicare  and  private  ad- 
missions are  not  affected  at  this  time,  but  may  be  in- 
cluded as  the  program  evolves,  according  to  Wis- 
PRO. ■ 


If  your  disabled  patients 
have  been  denied 

SOCIAL 

SECURITY 

DISABILITY 

BENEFITS 

they  may  need  an  attorney. 
Experienced  representation 
in  disability  cases: 

LAW  OFFICES  OF  THOMAS  E.  BUSH 

161  West  Wisconsin  Avenue  S #3 1 89 
Milwaukee,  WI  53203 
(414)  765-9333 

Accepting  Referrals  in  Southeastern  Wisconsin. 
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County  Societies 


* Physician  members  of  State  Medical  Society  of  Wisconsin 


DANE:  Peter  L Eichman,  MD,*  Madison,  recently 
was  installed  as  president  of  the  Dane  County  Med- 
ical Society  for  1983-84.  Doctor  Eichman  succeeds 
Sandra  L Osborn,  MD,*  Madison.  Other  officers 
elected  at  the  annual  meeting  held  in  October  were: 
MDs  AD  Anderson,*  Madison,  president-elect; 
Dolores  A Buchler,*  Madison,  vice-president;  and 
Martin  B Fliegel,*  Madison,  secretary-treasurer. 


Crosse.  Doctor  Cogbill  gave  a talk  on  “Peripheral 
Vascular  Disease  and  the  Vascular  Lab.”  Gustave  A 
Landmann,  MD,*  presented  a plaque  with  names  of 
all  doctors  who  are  now  retired  or  deceased  in  Mon- 
roe County.  He  requested  that  names  of  all  doctors 
who  have  practiced  25  years  or  more  in  Monroe 
County  be  added  and  the  suggestion  was  agreed 
upon  unanimously. 


MONROE:  The  August  meeting  of  the  Monroe 
County  Medical  Society  was  held  in  Tomah.  Jameel 
S Mubarak,  MD,*  introduced  the  guest  speaker, 
Thomas  Cogbill,  MD,  of  the  Gundersen  Clinic  in  La 


-Specialty  Societies— 

• Physician  members  of  State  Medical  Society  of  Wisconsin 


Wisconsin  Society  of  Internal  Medicine  recently 
installed  as  its  new  president,  Philip  Dougherty, 
MD,*  Menomonee  Falls,  at  the  annual  meeting  held 
at  Lake  Geneva.  He  succeeds  Joseph  J Mazza,  MD* 
of  Marshfield.  Doctor  Dougherty  was  elected  to  the 
WSIM  Council  in  1979  and  has  served  as  secretary- 
treasurer  since  1981.  Recently  he  represented  WSIM 
at  the  1983  American  Society  of  Internal  Medicine 
Annual  Meeting  in  San  Francisco.  Other  officers  an- 
nounced were:  MDs  Anthony  P Ziebert,*  Milwau- 
kee, president-elect,  and  James  R Mattson,  MD,* 
Green  Bay,  secretary-treasurer.  MDs  Charles  S 
Geiger,*  West  Bend;  Cyril  M Hetsko,*  Madison; 
and  William  J Listwan,  MD,*  West  Bend,  were 
elected  to  three-year  terms  on  the  WSIM  governing 
Council.  Continuing  on  the  Council  are  MDs  John 
A Harris,*  Waukesha;  Kenneth  R Kubsch,*  Green 
Bay;  Thomas  P Lathrop,*  La  Crosse;  and  Robert 
E Phillips,*  Marshfield.  Edwin  Overholt,  MD,*  La 
Crosse,  was  designated  an  ex-officio  member  of  the 
Council  as  the  American  College  of  Physicians’ 
Governor  of  Wisconsin. 

Russell  A Quirk,  MD,*  Racine,  WSIM  president 
in  1981-82,  received  the  Distinguished  Internist 
Award  for  outstanding  contributions  to  the  field  of 
internal  medicine. 

At  the  Annual  Meeting  of  the  ASIM  held  in  Sep- 
tember in  San  Francisco,  the  WSIM  received  the 
1983  Newsletter  Merit  Award.  The  newsletter  editor 
is  John  P Mullooly,  MD*  of  Milwaukee.  ■ 


JEFFERSON:  Sixteen  members  and  seven  guests 
were  present  at  the  September  meeting  of  the  Jef- 
ferson County  Medical  Society.  The  guest  speaker 
was  Mark  Olsky,  MD,*  emergency  room  physician 
at  the  Methodist  Hospital  in  Madison.  Doctor 
Olsky  spoke  on  “Critical  Emergency  Decision  (First 
Few  Minutes).” 

WAUKESHA:  At  the  October  meeting  of  the  Wau- 
kesha County  Medical  Society,  Kermit  L Newcomer, 
MD,*  La  Crosse,  spoke  on  “Overabundance  of 
Physicians?”  New  members  accepted  into  member- 
ship were:  MDs  SV  Vasudevan;*  Joseph  P 
O’Grady;*  Laura  Meagher;*  Hope  M Rice,*  and 
Neil  F Vasquez.* 

WINNEBAGO:  Fifty-five  members  were  present  at 
the  September  meeting  of  the  Winnebago  County 
Medical  Society  to  hear  Dean  Arnold  Brown,  MD,* 
of  the  University  of  Wisconsin  Medical  School, 
Madison,  speak  on  “Challenge  and  Crisis  in  Med- 
ical Education.” 

WINNEBAGO:  At  the  October  meeting  of  the  Win- 
nebago County  Medical  Society,  forty-four  mem- 
bers were  present  to  hear  Earl  R Thayer,  executive 
secretary  of  the  State  Medical  Society  of  Wisconsin 
speak  on  “Peer  Review — Past,  Present,  and  Fu- 
ture.”* 


I- Blue  Book- 


On  page  129  under  the  Physicians  Alliance  Com- 
mission, Charles  L Steidinger,  MD,  Platteville,  has 
been  appointed  a member  with  his  term  of  office  to 
expire  in  1985.  ■ 
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Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

Valium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  elficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2V2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  \&lium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  \dlium  and  \dl  release  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\a\ium 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page.  Z ROCHE 


Valium®  (diazepam/Roche)  (W  Tablets 

Valrelease’"  ( diazepam/Roche  ) (IV  slow-release  Capsules 

Injectable  Valium®  ( diazepam/Roche ) (1v 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg  , operating  machinery,  driving)  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  u ben  used  I V inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  <1  ml)  given;  do  not  use  small  veins,  i.e.,  dorsum 
of  band  or  urist.  use  extreme  care  to  avoid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines.  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  2'/i  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration.  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available.  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated 
Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutrofjenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect 

oral  Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  bid  to  q.i.d.;  or  1 or  2 Valrelease  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunctively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunctively  in  convulsive  disorders — tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients  Tablets — 2 to  2 Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions)  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily 
dose. 

Children  Tablets — 1 to  2Vz  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Vtlium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months) 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I V, 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added  (See  Warnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available 

I M.  use.  by  deep  injection  into  the  muscle. 

IV  use  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (l  ml)  given.  Do 
not  use  small  veins,  i.e.,  dorsum  of  band  or  urist  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Valium  directly  I V,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  I V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  IV  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I.M.  or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  IV  slowly;  for  tetanus  in  infants 
over  30  days  of  age,  1 to  2 mg  I.M.  or  IV,  repeat  every  3 to  4 hours  if  necessary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  evert’  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (IV  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0 5 mg  slowly  every  2 to  5 min  , up  to  5 mg  (I  V pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min  . up  to  10  mg  (slow  I V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful 
In  endoscopic  procedures,  titrate  IV  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  IV  cannot  be  used,  5 to  10  mg  I.M  approximately  30  minutes  prior 
to  procedure.  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  IV  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ 
general  supportive  measures,  I V fluids,  adequate  airway.  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

oral  Valium  scored  tablets  — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Do.se®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30 

injectable  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (dis- 
posable syringes),  2 ml.  boxes  of  10  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative 


Physician  Brie% 


•Physician  members  of  State  Medical  Society  of  Wisconsin 


Kurapati  Rani,  MD,  Loyal,  recently  became  associ- 
ated with  the  Neillsville  Clinic  and  its  Loyal  Medical 
Clinic.  Doctor  Rani  graduated  from  Gunter  Medical 
College,  India,  and  served  her  internship  at  the  Uni- 
versity of  Illinois.  Her  family  practice  residency  was 
completed  at  the  Cook  County  Hospital  in  Chicago, 
IL. 

Jack  Daley,  MD,  Baldwin,  recently  became  associ- 
ated with  the  Curtis  Medical  Clinic  in  Baldwin.  Doc- 
tor Daley  graduated  from  the  Dartmouth  Medical 
School,  Hanover,  New  Hampshire,  and  recently 
completed  his  residency  training  at  the  Dartmouth- 
Hitchcock  Medical  Center.  Doctor  Daley  came  to 
Baldwin  as  a member  of  Ramsey  Clinic  Associates, 
PA,  which  established  the  Curtis  Medical  Clinic. 
He  also  is  a member  of  the  medical  staff  of  the 
Baldwin  Community  Memorial  Hospital. 

Baldwin  Lloyd,  MD,*  of  the  Verona  Family  Practice 
Clinic,  recently  was  honored  as  “Physician  of  the 
Year”  by  the  Wisconsin  Association  of  Nursing 
Homes.  He  has  been  medical  director  at  the  Ingle- 
side  Nursing  Home  in  Mount  Horeb  for  the  past 
eight  years. 

R David  Boles,  MD,  Superior,  has  joined  the  medical 
staff  of  the  Superior  Clinic,  Ltd.  Doctor  Boles  grad- 
uated from  the  University  of  Kansas  Medical  School 
and  served  his  internship  at  the  University  of  Mich- 
igan, Ann  Arbor.  He  completed  his  surgery  resi- 
dency training  at  the  University  of  Kansas  Medical 
Center.  Prior  to  coming  to  Superior  he  had  been 
associated  with  the  Smith-Glynn-Callaway  Clinic 
in  Springfield,  MO. 

Janet  Lindemann,  MD,*  Elkhorn,  recently  joined  the 
partnership  of  MDs  Henry  R Mol,*  Richard  J 
Rogers,*  Joseph  B Schrock,*  and  Edward  E Carlson 
at  the  Elkhorn  Doctors  Clinic.  Doctor  Lindemann 
graduated  from  The  Medical  College  of  Wisconsin 
and  completed  her  family  practice  residency  at  Wau- 
kesha Memorial  Hospital. 

George  L Yao,  MD,  has  joined  the  Lake  Geneva 
Medical  Center  in  the  Department  of  Obstetrics  and 
Gynecology.  Doctor  Yao  graduated  from  the  Uni- 
versity of  Santo  Tomas,  Manila,  The  Philippines. 
His  residency  was  completed  at  St  John’s  Episcopal 
Hospital  in  New  York.  Prior  to  joining  the  Center, 
Doctor  Yao  was  a clinical  instructor  in  OB-GYN  at 
the  State  University  of  New  York,  Downstate  Med- 
ical Center  in  Brooklyn. 


Gregory  L Totel,  MD,*  a Fond  du  Lac  physician, 
has  joined  the  Department  of  Internal  Medicine  of 
the  Jackson  Clinic,  Madison.  Doctor  Totel  grad- 
uated from  the  St  Louis  University  School  of  Med- 
icine in  Missouri,  and  completed  his  residency  train- 
ing at  the  University  of  Wisconsin  Medical  School 
in  Madison.  Doctor  Totel  is  one  of  several  Wiscon- 
sin physicians  participating  in  The  Jackson  Founda- 
tion’s PARIS  heart  research  study. 

James  E Youker,  MD,*  professor  and  chairman  of 
the  Department  of  Radiology  at  The  Medical  Col- 
lege of  Wisconsin,  Milwaukee,  has  been  elected  vice- 
president  of  the  American  College  of  Radiology.  A 
1954  graduate  of  the  University  of  Buffalo  School 
of  Medicine,  New  York,  Doctor  Youker  also  is  the 
director  of  radiology  at  Milwaukee  County  General 
Hospital  and  at  Froedtert  Memorial  Hospital. 

Carl  Zenz,  MD,*  West  Allis,  has  accepted  the  posi- 
tion to  serve  as  a member  of  the  WHO  Expert  Ad- 
visory Panel  on  Occupational  Health.  Membership 
of  a panel  is  an  honorary  appointment.  Panel  mem- 
bers are  asked  to  give  the  Organization  the  benefit 
of  their  knowledge  and  to  inform  it  of  important 
developments  in  their  own  subjects,  particularly  in 
the  countries  in  which  they  are  working.  The  ap- 
pointment is  for  four  years. 

Manfred  Effenhauser,  MD,*  Lake  Mills,  recently 
was  appointed  to  a two-year  term  as  Willowbrook 
Nursing  Home’s  medical  director.  He  succeeds  Hen- 
drick Leering,  MD,*  who  had  been  director  since 
1974.  Doctor  Effenhauser  is  a member  of  the  medi- 
cal staff  of  the  Fort  Atkinson  Memorial  Hospital 
and  also  is  a board  member  of  the  Lake  Mills  Emer- 
gency Medical  Service. 

Thomas  Antisdel,  MD,*  Menomonee  Falls,  recently 
became  associated  with  MDs  John  R Flanary,* 
Wauwatosa,  and  Michael  Gryniewicz,*  Brook- 
field at  the  Falls-Tosa  OB/GYN,  SC.  Doctor  Antis- 
del graduated  from  the  University  of  Wisconsin 
Medical  School,  Madison,  and  completed  his  resi- 
dency at  St  Joseph  Hospital  in  Milwaukee. 

William  A Ebinger,  MD,  Milwaukee,  recently  joined 
the  medical  staff  of  the  Milwaukee  Medical  Clinic. 
Doctor  Ebinger  graduated  from  the  University  of 
Chicago  Pritzer  School  of  Medicine  and  served  his 
internship  at  the  University  of  Michigan  Affiliated 
Hospitals  in  Ann  Arbor.  Doctor  Ebinger  will  prac- 
tice at  the  Cedar  Creek  Center  in  Grafton. 
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CES  FOUNDATION 

CONTRIBUTIONS— AUGUST  1983 


The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
and  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributions for  August  1983. 


Nonrestricted 

SMS  Members;  John  J Koch,  MD;  NM  Clausen,  MD — 
Voluntary  Contributions 

Restricted 

Wisconsin  Academy  of  Family  Physicians;  Glen  J Heinzl, 
MD;  Richland  Medical  Center,  Ltd — Medical  Student 
Summer  Externship  Program 

Estate  of  ED  Sorenson,  MD — Museum  of  Medical 
Progress  Endowment  Fund 

Ashland-Bayfield-Iron  County  Medical  Society  Auxili- 
ary; Fond  du  Lac  County  Medical  Society  Auxiliary 
— Harrington-  Wright  Scholarship  Fund 

Roland  Herrington,  MD;  John  A Harris,  MD;  Albert 
Popp,  MD;  Gamber  F Tegtmeyer,  MD;  Franklin  H 
Swenson,  MD;  JS  Huebner,  MD;  Samuel  B Harper, 
MD;  Jack  J Coheen,  MD;  DJ  Freeman,  MD;  NA 
Hill,  MD;  William  A Kisken,  MD;  Roland  A Locher, 
MD;  Edward  A Loftus,  MD;  Charles  A Lonsdorf, 
MD;  EJ  Nordby,  MD;  Donald  M Ruch,  MD;  Norman 
J Schroeder,  II,  MD;  Ruth  a Stoerker,  MD;  Timothy 
Wex,  MD;  Charles  J Engel,  MD;  Jung  K Park,  MD; 
Michael  J Smullen,  MD;  Raymond  J Rogers,  MD; 
Roland  R Liebenow,  MD;  David  J Carlson,  MD; 
Michael  San  Dretto,  MD;  Donald  S Schuster,  MD; 
Lon  D Babbitt,  MD;  ML  Whalen,  MD;  Gerald  W 
Wadina,  MD;  Sultan  H Siddigi,  MD;  James  Speich- 
inger,  MD;  Barry  Blackwell,  MD;  Curt  G Grauer, 
MD;  Robert  A Holland,  MD;  Ralph  F Hudson,  MD; 
Frederick  J Lamont,  MD;  Robert  P Montgomery, 
MD;  Herbert  F Sandmire,  MD;  Thos  W Tormey  Jr, 
MD;  Robert  S Viel,  MD;  Joseph  B Weissler,  MD; 
Richard  E Appen,  MD;  Chesley  P Erwin,  MD;  John 
F Kreul,  MD;  Thomas  C Meyer,  MD;  Wm  T Russell, 
MD;  C Samuelson,  MD;  James  J Tisone,  MD — 
Physicians  Benevolent  Assistance  Fund 

Memorials 

Chesley  P Erwin,  MD — Walter  J Wolochek,  MD 

Dane  County  Medical  Society — Homer  M Carter,  MD; 
Henry  M Wilson,  MD 

State  Medical  Society — Emile  G Nadeau,  MD 

John  and  Joan  Mills;  Rick  and  Drake  Austin — EG 
Nadeau,  MD  (Brown  County  Loan  Fund) 

Dr-Mrs  Robert  T Schmidt — EG  Nadeau,  MD;  Mrs  Fred 
V LaMonte;  Mr  Milo  Cotts;  Mr  C Richard  Burnton 
(Brown  County  Loan  Fund) 

Mrs  Paul  Lee — Agnes  Hill  (Harrringlon-  Wright  Scholar- 
ship Fund)  ■ 


David  Nelson,  MD,  Whitefish  Bay,  has  rejoined  the 
Medical  College  of  Wisconsin  as  an  assistant  pro- 
fessor of  pediatrics.  He  is  on  the  medical  staff  of 
Milwaukee  Children’s  Hospital.  Doctor  Nelson  has 
been  a research  fellow  in  community  medicine  at  the 
Charing  Cross  Hospital  Medical  School  in  London 
and  also  has  spent  a year  at  the  London  School  of 
Hygiene  and  Tropical  Medicine.  He  is  a member  in 
the  Center  for  Disease  Control’s  Epidemic  Intelli- 
gence Service  in  Atlanta,  and  currently  serves  on  the 
Infection  Control  Committee  at  Children’s  Hos- 
pital. 

Clayton  J Menagh,  MD,  Medford,  has  joined  the 
medical  staff  of  the  Medford  Clinic.  He  graduated 
from  the  University  of  Nebraska  Medical  School 
in  1980  and  served  his  family  practice  residency  at 
the  University  of  North  Dakota  Affiliated  Hos- 
pitals in  Minot,  ND. 

Carol  Wallendal  Stodola,  MD,  Grand  Marsh  has 
joined  the  medical  practice  of  Muzaffar  B Mirza, 
MD,*  in  Friendship.  Doctor  Stodola  graduated 
from  the  University  of  Wisconsin  Medical  School, 
Madison,  and  completed  her  residency  at  the 
Wausau  Family  Practice  Center. 

Thomas  B Chatton,  MD,  Grafton,  has  joined  the 
medical  staff  of  the  Milwaukee  Medical  Clinic.  A 
graduate  of  the  Medical  College  of  Wisconsin,  Mil- 
waukee, Doctor  Chatton  served  his  internship  at 
Milwaukee  County  General  Hospital  and  com- 
pleted his  residency  at  Milwaukee  Children’s  Hos- 
pital. He  will  practice  at  the  clinic’s  Cedar  Creek 
Center. 

Thomas  A Leaf,  MD,  Ashland,  recently  became  as- 
sociated with  the  Ashland  Clinic,  Ltd.  Doctor  Leaf 
graduated  from  the  University  of  Minnesota  Medical 
School  in  1980.  He  completed  his  family  practice 
residency  at  Fairview  and  St  Mary’s  hospitals  in 
Minneapolis. 

Ruth  M Rademacher,  MD,  Shorewood,  recently 
joined  John  S Glasspeigel,  MD,*  in  the  Department 
of  Pediatrics  at  the  Medical-Surgical  Clinic,  Mil- 
waukee. Doctor  Rademacher  graduated  from  the 
Chicago  Medical  School  and  completed  her  resi- 
dency at  Milwaukee  Children’s  Hospital. 

Richard  K Westphal,  MD,  Wisconsin  Dells,  recently 
joined  the  medical  staff  at  the  Dells  Clinic,  SC. 
Doctor  Westphal  graduated  from  the  Medical  Col- 
lege of  Wisconsin  in  1980  and  completed  his  family 
practice  residency  at  Milwaukee’s  Good  Samaritan 
Medical  Center. 
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Gordon  N Olinger,  MD,*  Shorewood,  recently  was 
named  chairman  of  the  Department  of  Cardio- 
thoracic  Surgery  at  the  Medical  College  of  Wiscon- 
sin. Doctor  Olinger  graduated  from  the  University 
of  Rochester  School  of  Medicine  in  1968  and  com- 
pleted his  residency  at  the  University  of  California  in 
Los  Angeles.  He  has  been  with  the  Medical  College 
since  1976  and  will  continue  to  serve  as  chief  of 
cardiothoracic  surgery  at  the  Milwaukee  County 
Medical  Complex  and  as  chief  of  cardiothoracic 
surgery  at  the  Veteran’s  Administration  Medical 
Center,  Wood. 


CES  FOUNDATION 

CONTRIBUTIONS— SEPTEMBER  1983 


The  Charitable,  Educational  and  Scien- 
tific Foundation  of  the  State  Medical 
Society  is  grateful  to  Society  members, 
their  various  friends  and  associates,  and 
other  organizations  interested  in  the  aims 
and  purposes  of  the  Foundation,  for 
their  generous  support.  The  Foundation 
wishes  to  acknowledge  the  following  con- 
tributions for  September  1983. 


Marc  R Levin,  MD,*  Milwaukee,  recently  joined  the 
medical  staff  of  the  Milwaukee  Medical  Clinic. 
Doctor  Levin  graduated  from  the  University  of 
Illinois  Medical  Center,  Chicago,  and  completed  his 
internship  and  residency  at  Loyola  University  Med- 
ical Center,  Maywood,  111.  He  also  completed  a 
residency  in  ophthalmology  at  the  Milwaukee 
County  Medical  Complex  Eye  Institute. 

Robert  S Ruggero,  MD,  Milwaukee,  has  become  af- 
filiated with  the  Milwaukee  Medical  Clinic  in  the 
Radiology  Department.  Doctor  Ruggero  graduated 
from  Northwestern  University  Medical  School, 
Chicago,  and  served  his  residency  at  Northwestern 
Memorial  Hospital  in  Chicago.  He  completed  a 
fellowship  in  ultrasound  and  computerized  tomog- 
raphy at  the  University  of  Iowa,  Iowa  City. 

Robert  W Brownlee,  MD,  Monroe,  has  joined  the 
medical  staff  of  the  Monroe  Clinic.  Doctor  Brown- 
lee graduated  from  McGill  University  School  of 
Medicine,  Montreal,  Canada,  and  completed  resi- 
dencies at  Harvard  Medical  School  and  New  Eng- 
land Deaconess  Hospital  in  Boston,  Mass.  Prior  to 
joining  the  Monroe  Clinic,  Doctor  Brownlee  has 
spent  the  last  13  years  as  a staff  physician  at  Henry 
Ford  Hospital  in  Detroit,  Mich.  An  oncologist,  he 
also  completed  a fellowship  in  hematology/oncology 
at  the  University  of  Michigan  and  at  McGill  Uni- 
versity. 


Nonrestricted 

Dennis  A Wood,  MD;  La  Crosse  County  Medical  So- 
ciety Auxiliary;  SMS  Members — Voluntary  Contrib- 
utions 


Restricted 

Nekoosa  Medical  Center — Medical  Student  Summer  Ex- 
ternship Program 

Wisconsin  Coulee  Region  Community  Action  Program, 
Inc;  Mrs  K Alan  Stormo — Museum  of  Medical  Pro- 
gress 

State  Medical  Society — Wisconsin  Workshop  on  Health 
Gerald  P Clark,  MD;  William  J Madden,  MD;  Albin  J 
Sowka,  MD;  Robert  T Schmidt  Jr,  MD;  John  C 
Linn,  MD;  Henry  A Anderson,  MD;  Catherine  M 
Slota,  MD;  HJ  McGinnis,  MD;  Thomas  Cunningham, 
MD;  John  Pederson,  MD;  William  J Listwan,  MD; 
Ralph  F Hudson,  MD;  Jerome  Kadell,  MD;  Patrick 
F Limoni,  MD;  J Howard  Johnson,  MD;  William  W 
Chandler,  MD;  David  P Kuter,  MD;  Leonard  O 
Langer,  MD;  David  L Nelson,  MD;  Paul  W Phillips, 
MD;  Robert  E Holt,  MD;  Michael  J O’Neill,  MD; 
John  M Mills,  MD;  Glen  C Hillery,  MD;  Charles  L 
Steidinger,  MD;  G Robert  Kaftan,  MD;  Christopher  A 
Graf,  MD;  James  L Craig,  MD;  William  A Nielsen, 
MD;  GP  Ferrazzano,  MD;  John  A Walker,  MD; 
Timothy  T Flaherty,  MD;  Pauline  M Jackson,  MD; 
Otto  K Stewart,  MD;  Marriott  T Morrison,  MD; 
Nekoosa  Medical  Center;  FF  Zboralske,  MD;  The 
General  Clinic— Antigo;  Frank  L Myers,  MD;  Bruce 
L Gargas,  MD;  Richard  T Shore,  MD;  David  J Baker, 
MD;  Eugene  S Farley  Jr,  MD;  Pearse  Meighan,  MD; 
Holy  Family  Hospital-New  Richmond — Physicians 
Benevolent  Assistance  Fund 


Kilian  H Meyer,  MD,*  Richland  Center,  recently 
retired  from  his  medical  practice.  Doctor  Meyer 
graduated  from  Northwestern  University  School  of 
Medicine  in  1942  and  served  his  internship  and  res- 
idency at  Milwaukee  County  General  Hospital  and 
at  Columbia  Hospital.  He  served  in  the  United 
States  Army  Medical  Corps  from  1943  to  1946.  He 
began  his  medical  practice  in  Richland  Center  in 
1946  and  has  delivered  more  than  4,000  new  babies, 
3,982  of  whom  were  delivered  in  the  Richland  Hos- 
pital. ■ 


Memorials 

Mrs  Robert  W Burns — Irma  Peterson  (Brown  County 
Loan  Fund) 

Mrs  Robert  W Burns — Mary  Gosin;  Mrs  Ethel  Lolly; 

Mrs  John  Nelson;  Emile  Nadeau,  MD 
Dr-Mrs  Jewel  Huebner — Mrs  Stanley  De  Smidt 
Dr-Mrs  William  Curran — Louise  Vosmek 
State  Medical  Society — Paul  D Anderson,  MD;  Walter 
C Kleinpell,  MD;  George  F Kelly,  MD;  Mary  A Hall, 
MD;  Walter  T Becker,  MD;  Gordon  H Hard ie,  MDU 
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"Physician  members  of  State  Medical  Society  of  Wisconsin 


The  Laboratory  at  Stoughton  Hospital  Association, 
Stoughton,  recently  was  awarded  a two-year  ac- 
creditation by  the  Commission  on  Laboratory  Ac- 
creditation of  the  College  of  American  Pathologists. 
John  K Duckworth,  MD,  chairman  of  the  com- 
mission, has  advised  Dean  M Connors,  MD,*  Mad- 
ison, Director,  of  this  national  recognition  and  con- 
gratulated him  and  his  staff  on  the  “excellence  of 
services  that  are  being  provided  to  their  patients  and 
their  physicians.” 

St  Michael  Hospital,  Milwaukee,  has  named  Wil- 
liam L Semler,  MD,*  Whitefish  Bay,  an  obstetrician 
and  gynecologist,  president-elect  of  its  medical  staff. 
Current  president  is  Daniel  J Price,  MD,*  Fox 
Point.  Serving  on  the  executive  committee  for  1983- 
84  are  the  following  physicians:  William  R Hal- 
loran,*  Shorewood,  chairman,  department  of  family 


practice;  Beryl  A Harris,*  River  Hills,  chairman, 
department  of  pediatrics;  Isidro  L Maranan,*  Glen- 
dale, representative,  ancillary  services;  Robert 
Schwartz,  DDS,  Brown  Deer,  chairman,  department 
of  dentistry;  Herman  Tuchman,*  Fox  Point,  mem- 
ber-at-large;  and  Paul  H Biever,*  River  Hills,  vice 
chairman,  department  of  obstetrics  and  gynecology. 


Sauk  County  Health  Care  Center,  Reedsburg,  has 
appointed  Don  Erickson  the  administrator  of  the 
Center.  Mr  Erickson  has  been  acting  administrator 
since  early  Spring  of  this  year.  He  has  a bachelor’s 
degree  in  business  administration  from  the  Univer- 
sity of  Wisconsin,  Madison,  and  has  been  affiliated 
with  the  Center  since  1977.  The  Center  is  accredited 
by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals.* 


MAXIGESIC"  @ 

A unique  prescription  product  for  the  relief 
of  acute  pain  and  accompanying  anxiety  and  tension. 

MAXIGESIC  capsules  provide  excellent  relief  of  acute  pain  with  predictable 
patient  response.  Potent,  but  without  aspirin  complications.  Each  capsule 
contains  the  analgesics  Codeine  32mg  and  Acetaminophen  325mg  plus 
6.25mg  of  Promethazine  to  help  relieve  the  anxiety  and  tension  often 
accompanying  pain.  MAXIGESIC  C-lll  status  permits  telephoned 
prescriptions  and  authorizes  refills  up  to  5 times  in  6 months  (unless 
restricted  by  state  law). 

CONTRAINDICATIONS:  Hypersensitivity  to  Codeine-containing  preparations,  the 
potential  for  abuse  and  dependence  may  occur.  Administration  is  not  recommended 
over  an  extended  period.  In  ambulatory  patients,  Codeine  may  impair  mental  and/or 
physical  abilities. 

Interaction  with  other  CNS  depressants  (anesthetics,  tranquilizers,  sedatives)  may 
exhibit  additive  CNS  depression. 

Usage  in  Pregnancy:  Safe  use  has  not  been  established  in  pregnant  women. 

Pediatric  Use:  Should  not  be  administered  to  children  under  12. 

PRECAUTIONS:  Increased  cranial  pressure  may  occur  in  presence  of  head  injury. 

Promethazine  should  be  administered  cautiously  to  patients  with  cardio-vascular  or 
liver  disease.  Acute  abdominal  conditions  may  be  obscured.  The  drug  should  be 
given  with  caution  to  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  and  renal  function,  hyperthyroidism,  Addison’s  disease  and  protatic 
hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS:  The  most  frequently  observed  reactions  include  dizziness, 
lightheadedness,  sedation  nausea,  vomiting  and  constipation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  to  severity  of  pain,  and 
the  response  of  the  patient.  The  usual  dose  is  in  one  or  two  capsules  every  4 to  6 
hours  as  required. 


100  CAPSULES 

NW  WS»a&01 


MAXIGESIC  "(3 


T 


MASTAH  PHARMACEUTICAL  CO.,  INC. 

P.O.  Box  3144 
Bethlehem.  PA  18017 
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RATES:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  ad.  BOXED  AD  RATES:  $32.00  per  column  inch. 
DEADLINE:  Copy  must  be  received  by  the  20th  of  the  month  preceding  month  of  issue;  e.g.,  copy  for  the  August 
issue  is  due  July  20.  Send  copy  to:  Wisconsin  Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
(area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  414/468-5621 . 1 ltfn/82 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Kurten  Medical  Group  is  expanding,  and  offers  excellent 
opportunities  in  orthopedic  surgery.  We  have  an  innovative 
group  structure  which  allows  maximum  flexibility  and  the  secu- 
rity of  a strong  group  environment.  We  presently  have  23  phys- 
icians. Please  contact  Stephen  L Wagner,  Administrator,  Kurten 
Medical  Group,  2405  Northwestern  Ave,  Racine,  Wis  53404; 
ph  414/632-7521.  1 ltfn/82 

Immediate  opportunities  for  qualified  physicians  who  possess 
excellent  clinical  and  communication  skills  to  join  longstanding 
group  of  Emergency  Physicians.  Positions  available  in  a popular 
Wisconsin  area  bordering  Illinois.  If  interested,  send  resume  to 
Barbara  Wilczynski,  Medical  Emergency  Service  Associates 
(MESA),  SC,  15  S McHenry  Road,  Suite  2,  Buffalo  Grove,  IL 
60090  or  call  collect  3 12/459-7590.  6tfn/83 

Wanted — Board  eligible — board  certified  obstetrician- 
gynecologist  as  an  associate.  Modern  well  equipped  facility. 
Excellent  starting  salary  and  benefits  including  profit  sharing 
plan.  Please  contact  Elizabeth  Allen  Steffen,  MD,  734  Lake 
Ave,  Racine,  Wis  53403.  9tfn/83 


Urologist  with  10  years  general  practice  experience  avail- 
able for  part-time  nursing  home,  clinic  or  insurance 
examinations — Milwaukee  area.  Contact  Dept  524  in 
care  of  the  Journal  or  call  414/453-8661 . p9-l  1/83 


Plymouth,  Wisconsin.  Ideal  practice  opportunities.  Family 
Practice,  Internal  Medicine,  and  Primary  Care  Physicians  in 
scenic  Kettle  Moraine  area.  Plymouth,  Wisconsin  located  less 
than  one  hour’s  drive  from  Milwaukee,  60  miles  from  Green 
Bay.  Service  community  of  20,000.  Modern  48-bed  JCAH 
hospital  and  60-bed  nursing  home.  Family  oriented  community 
with  good  industrial  base.  Group  practice,  solo,  and  hospital 
based  offices  available.  Present  medical  staff  supports  recruit- 
ment of  additional  physicians.  Contact  Administrative  Services, 
Plymouth  Hospital,  Inc,  901  Reed  St,  Plymouth,  WI  53073  or 
call  collect  414/893-1771.  1 1 - 1 2/83 ; 1 -3/84 

Obstetrician /Gynecologist.  Board  certified  or  Board  eligible 
to  practice  at  Family  Hospital  in  Milwaukee  amid  a wealth  of 
progressive  programs  including:  birthing  rooms,  sibling  visita- 
tion, Nurse  Midwifery  Service,  Teen  Pregnancy  Service,  and  Day 
Surgery  suites.  Guaranteed  income  and  fringe  benefits.  Send  CV 
to  RW  Timberlake,  Vice  President,  Family  Hospital,  2711 
West  Wells  St,  Milwaukee,  WI  53208  or  call  414/937-2225. 11/83 

Wanted:  Board  certified  or  eligible  medical  oncology 

primary  to  practice  medical  oncology  with  internal  medicine 
coverage.  Large  multispecialty  group  consisting  of  30  physicians 
including  six  internists.  Serve  a 330-bed  hospital,  large  modern 
radiotherapy  facilities  including  a linear  accelerator  and  Board 
certified  radiotherapists.  Serves  a population  in  excess  of 
100,000.  East  central  Wisconsin  on  a large  lake,  rolling  land  pro- 
viding fishing,  hunting,  and  outdoor  activities.  Area  within  70 
mile  radius  of  three  large  cities.  Guaranteed  salary  plus  bonus  to 
start.  Full  status  in  service  corporation  with  incentive  oriented 
formula  after  the  first  year  with  liberal  fringe  benefits.  Contact 
John  E Lent,  MD,  Fond  du  Lac  Clinic,  SC,  80  Sheboygan 
St,  Fond  du  Lac,  Wis;  ph  414/923-7400.  1 ltfn/83 


US  Air  Force  Medical  Corps  currently  is  accepting  ap- 
plications for  physicians  in  the  following  specialties: 
Orthopedic,  Ear,  Nose  & Throat,  Obstetrics/Gyne- 
cology, General  Surgeons.  For  further  information,  call 
collect.  MSGT  Charles  Brown  Jr,  414/258-2430. 11-12/83 


La  Crosse,  WI— Otolaryngologist  needed  to  join  50- 
physician  multispecialty  group  to  share  expanding  ENT 
patient  load  with  one  other  young,  Board  certified  oto- 
laryngologist. Modern  350-bed  hospital  (presently  with 
one  ENT  specialist),  adjacent  to  clinic,  has  well  equipped 
and  staffed  OR,  extensive  x-ray  coverage  (including  CT 
and  ultrasound),  and  24-hour  ER  staffing.  Clinic  offers 
attractive  and  equitable  compensation  package,  including 
first-year  guarantee  plus  incentive,  and  generous  fringe 
benefits.  La  Crosse  is  a progressive,  family-oriented 
city  of  50,000  in  the  beautiful  Mississippi  River  Valley 
with  a medical  referral  area  of  approximately  175,000. 
Exceptional  cultural,  educational,  and  recreational 
opportunities  locally.  Contact  P S Shultz,  MD,  Medical 
Director,  Skemp-Grandview-La  Crosse  Clinic,  815  S 
10th  St,  La  Crosse,  Wis  54601;  ph  608/782-9760. 

11-12/83; 1/84 


Surgeon  with  general  vascular  training,  and  ENT, 

to  join  a progressive  multispecialty  group  of  17  physicians 
consisting  of  General/Family  Medicine,  General  Surgery, 
Internal  Medicine,  OB-GYN,  Ophthalmology,  Ortho- 
paedic Surgeon,  Pediatrics/ Adolescent  Medicine,  and 
Radiology.  Subspecialties  include:  Pathology,  Vascular 
Surgery,  Cardiovascular  Diseases,  Gastroenterology 
and  Endoscopy.  We  are  located  in  a fast  growing  scenic, 
lake  country  area  between  Milwaukee  and  Madison  and 
can  offer  excellent  hospital,  schools,  and  recreational 
facilities.  Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/569-2300. 

10tfn/82-cl0tfn/83 
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Pathologist,  Wisconsin  born.  UW-Madison  Medical  School, 
1979.  APCP  4 years  Madison  General  Hospital.  Currently 
Mayo  Clinic  Fellow,  desires  Wisconsin  practice.  Available  May 
1984,  or  sooner.  Contact:  Frank  Zeller,  MD,  437  NW  10th  St, 
Rochester,  MN  55901 ; ph  507/284-8592  days.  pi  1-12/84 

Board  Eligible/Certified  Family  Practitioner  needed  at  Kiel, 
Wis,  located  in  N/E  rural  Wisconsin.  Financial  assistance  avail- 
able and  negotiable.  Fine  community,  recreational  activities,  and 
professional  atmosphere.  Eleven  miles  from  excellent  hospital 
facility.  Near  numerous  metropolitan  areas.  Contact  J Schu- 
macher, Adm,  Calumet  Memorial  Hospital,  Chilton,  Wis 
53014;  ph  414/849-2386.  pi  1 -12/83;  1 /84 

Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  28  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  WI  53406;  ph  414/886- 
5000.  clOtfn/83 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Med- 
ical Clinic,  a progressive  cluster  corporation  of  28  physicians.  Ex- 
cellent benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  clOtfn/83 


Staff  Physicians.  Opportunities  available  in  expanding  urgent 
care  center  network.  Full  time  and  some  part-time  positions  in 
the  Milwaukee  area.  Competitive  salary  with  profit  sharing.  Ex- 
cellent benefit  package  including  malpractice  insurance,  health 
and  life  insurance,  paid  vacation,  and  educational  assistance. 
Flexible  hours  with  no  night  duty.  Please  send  CV  to  Christine 
Rash,  Med/Access,  Suite  13,  3085  W Market  St,  Akron,  Ohio 
44313  or  call  216/867-2192.  pi  1-12/83 

Family  Practitioners  (3)— General  Surgeons  (3).  Six  posi- 
tions open  in  southern  Texas.  Must  be  Board  certified.  Income 
level  about  $100,000  plus  other  incentives.  To  explore  oppor- 
tunities, send  your  resume  in  confidence  to:  The  Milwaukee 
Consulting  Group,  759  N Milwaukee,  Milwaukee  Wl  53202. 

11/83 

Family  Practice,  Orthopedic  Surgeon,  and  Urologist 

wanted  by  group  of  thirteen  physicians:  75-bed  community  hos- 
pital, with  beautiful  waterfront  living.  Shawano  Clinic,  SC, 
Shawano,  WI  54166.  Contact  John  D Hart,  MD  at  715/524- 
2161.  pi  1-12/83; 1 /84 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits, 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  K L Day, 
MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Drive,  Wausau, 
Wis  54401,  or  call  collect  715/847-3351.  6tfn/82 


General  Surgery.  Position  available  at  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  28  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph  414/886- 
5000.  10tfn/83 


Milwaukee,  Wisconsin 
Opportunity 

Family  Practitioner-Emergency 
Room  Physician 

WANTED  to  staff  Urgent  Care  Centers,  a 
part  of  Milwaukee  Medical  Clinic.  The 
position  offers  flexible  hours,  excellent 
compensation,  full  or  part-time  responsi- 
bility and  affiliation  with  Southeastern 
Wisconsin’s  premier  multi-specialty  clinic 
of  60  physicians. 

For  further  information  please  submit 
your  curriculum  vitae  to  the  Medical 
Director,  Milwaukee  Medical  Clinic,  SC, 
3003  West  Good  Hope  Road,  Milwaukee, 
Wisconsin  53217. 

11 -12/83;  1/84 


Family  practitioner  wanted  to  join  a three-person  Family  Prac- 
tice clinic.  Established  practice.  Three  well-equipped  hospitals, 
900  beds.  Excellent  recreational,  educational,  and  civic  advan- 
tages. Competitive  salary.  Partnership  after  one  year.  Contact 
Dept  527  in  care  of  the  Journal.  10-12/83 


Orthopedic  Surgery— La  Crosse,  Wisconsin.  50- 

physician  multispecialty  group  seeking  qualified  ortho- 
pedic surgeon  to  join  busy  2-physician  department.  350- 
bed  hospital,  adjacent  to  clinic,  includes  comprehensive 
radiology  service,  full  joint  replacement  systems,  re- 
cently expanded  Physical  Therapy  Department,  and  24- 
hour  ER  staffing.  Clinic  offers  attractive  compensation 
including  first  year  guarantee  and  incentive  plus  sub- 
stantial fringe  benefits.  La  Crosse  is  a progressive  city  of 
50,000  in  the  beautiful  Mississippi  River  Valley.  Patient 
drawing  area  is  approximately  175,000.  Exceptional  cul- 
tural, educational,  and  recreational  opportunities  lo- 
cally. Contact  PS  Shultz,  MD,  Medical  Director,  Skemp- 
Grandview-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse, 
Wl  54601;  ph  608/782-9760.  1 l-12/83;l/84 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  53715 
Phone:  608/263-4095 

7/83;  6/84 
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Three  to  Four  Family  Practitioners  needed  to  staff  three 
satellites  of  a 34-physician  multispecialty  group  in  beautiful 
small  communities  in  East  Central  Wisconsin.  Attractive  income 
arrangements,  association  membership  possible  after  one  year, 
pension  and  profit  sharing,  extensive  fringe  benefits.  Contact 
R B Windsor,  MD,  1011  North  8th  St,  Sheboygan,  Wis  53081; 
ph  414/457-4461.  7tfn/83 

Obstetrician-Gynecologist,  Board  certified  or  eligible,  to  join 
18-physician  multispecialty  clinic  with  2-physician  Ob/Gyn  de- 
partment. Located  in  a beautiful  Wisconsin  lakeshore  com- 
munity of  35,000.  Competitive  salary,  complete  fringe  benefits, 
generous  vacation  time.  Send  CV  to:  Administrator,  Manitowoc 
Clinic,  SC,  PO  Box  3008,  Manitowoc,  Wis  54220.  7-12/83 


Family  Practice,  Oconto,  Wis.  Thirty  miles  north  of  Green 
Bay.  Rural  community  of  4,600  people  needs  a 4th  family 
physician.  New  clinic.  Forty-bed  hospital.  Excellent  hunting, 
fishing,  and  other  recreational  activities.  Please  contact  Glen 
Heinzl,  MD,  1007  Pecor  St,  Oconto,  Wis  54153;  or  call  collect 
414/834-2201.  p8-l  1/83 

Wanted  Board  certified  or  board  eligible  family  practitioner 
to  join  Board  certified  FP’s  in  growing  southeastern  Wisconsin 
rural  practice.  Exceptionally  well  equipped  hospital  9 miles 
away.  Obstetrics  essential.  Relaxed  collegial  practice  style.  Mad- 
ison, Milwaukee,  and  Chicago  accessible.  Call  or  write:  Family 
Practice  Clinic,  1173  W Main,  Whitewater,  Wis  53190;  ph  414/ 
473-4548.  pl0-l  1/83 

Emergency  Physician  for  free  standing  emergency  center  in 
Madison.  Contact  David  A Goodman,  MD,  2810  East  Washing- 
ton Ave,  Madison,  Wis  53704;  ph  608/244-1213.  8tfn/83 


Primary  care  physician.  General  or  family  practitioner  for  an 
established  clinic  in  a rural  Dane  County  community.  Excellent 
work  situation.  Guarantee  plus  a future.  Mail  response  in  strict 
confidence  to  Dept  528  in  care  of  the  Journal.  11/83 

Family  Practice.  Outstanding  opportunity  for  BE/BC  FP 
with  a dynamic,  young  group  practice.  Located  in  exceptionally 
clean  and  safe  city  of  175,000;  home  of  state  capitol  and  uni- 
versity. Full  fringes;  salary  commensurate  with  experience. 
Send  inquiry  and  resume  to:  Dr  Kongstvedt,  Health  Central, 
17th  and  “N,”  Lincoln,  Nebraska  65808;  ph  402/574-7000. 

10-12/83;l/84 

Family  Physician  or  Internist  to  join  five  Board  certified 
family  practice  physicians  in  an  expanding  practice  in  north- 
western Wisconsin.  New  clinic  building  attached  to  hospital. 
Guaranteed  first  year  salary  and  other  benefits.  For  further 
information  please  write  or  call:  Jeanne  Chamberlain,  Admin, 
Spooner  Clinic  Ltd,  Spooner,  Wis  54801;  ph  715/635-2151. 

9-12/83;  1/84 

Doctors  needed— in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  WI  53024.  6tfn/82 

Family  Physician  to  join  three-man  family  and  general  prac- 
tice group  in  the  heart  of  North  Central  Wisconsin  vacationland. 
First  year  guaranteed  salary.  Numerous  fringe  benefits.  Clinic 
across  from  hospital.  Send  CV  to:  O M Francisco,  MD,  221  E 
Washington  Ave,  Tomahawk,  Wis  54487;  ph  715/453-2147. 

5tfn/83 

Emergency  Physicians— 3 Iowa  locations.  Management  and 
partnership  opportunity.  Compensation  package,  $70,000- 
$90,000.  Phone  515/223-9378  or  write  PO  Box  65574,  West 
Des  Moines,  Iowa  50265.  9-1 1/83 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone;  (608)  222-2927  Licensed  Employment  Agency 


Pediatrician(s)  wanted  to  join  two  young  internists  in  practice 
in  Greater  Milwaukee  area.  Board  certified  or  eligible.  Terms 
negotiable.  Contact  Dept  523  in  care  of  the  Journal.  8-12/83 

Enjoy  the  Northwoods!  Need  an  aggressive,  hardworking 
Internal  Medicine  specialist  and  a Family  Practice  specialist  to 
join  a brand  new  clinic  in  Eagle  River,  Wisconsin.  Great  income 
potential  and  outstanding  fringe  benefit  packages  available.  For 
further  information  call  collect  715/842-3202,  or  write  to  Ad- 
ministrator, 2409  N 13th,  Wausau,  Wis  54401.  11-12/83;  1/84 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Family  Practice  for  sale  in  Two  Rivers,  located  on  Lake 
Michigan  5 miles  northeast  of  Manitowoc.  Area  known  for  fish- 
ing, boating,  and  recreation.  Modern,  completely  equipped 
office  with  full  staff  included.  Grossing  $100,000  per  year.  Re- 
tiring doctor  will  introduce.  Flexible  financing  available.  Call 
collect  Medical-Dental  Sales:  303/771-7326.  10tfn/83 


MISCELLANEOUS 


Hilton  Head  Island,  SC.  Reduced  fall  and  winter  rates  for  two 
bedroom,  two-bath  villa  in  Palmetto  Dunes  Resort.  Two  hun- 
dred yards  from  ocean.  Easy  walk  to  tennis,  golf,  and  pool. 
Within  security  gates.  Call  414/499-3037.  ll-12/83;l/84 


CURRENT  TOPICS  IN  ULTRASOUND 
AND  NUCLEAR  MEDICINE 

A newsletter  for  the  physician  in  private  practice.  Sub- 
scribe now  for  a monthly  newsletter  that  provides  a prac- 
tical guide  to  the  clinical  use  of  Ultrasound  and  Nuclear 
Medicine.  Let  us  send  you  a free  copy,  or  send  $12.00 
for  a one  year  subscription  (12  issues)  to:  Shared  Imaging 
Services,  Inc,  800  Ridge  St,  Stoughton,  WI  53589. 

11-12/83 
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MeetirwCME  Courges 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  500  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  July  1,  1983  issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Opportunities  for  Physicians  for  period  Sept  1, 1983  through  February  29, 1984. 


WISCONSIN 


NOVEMBER  29,  1983:  26th  Annual  Clinic  Day  Program 
Viral  Disease,  Update  1983,  approved  for  four  hours  Category 
I CME/AAFP  credit.  Information:  Medical  Education  Office, 
St  Joseph’s  Hospital,  5000  W Chambers  St,  Milwaukee,  Wis 
53210.  10-11/83 

DECEMBER  10,  1983:  Wisconsin  Chapter:  American  College 
of  Surgeons,  Hyatt  Regency-Milwaukee.  g7-l  1/83 

JANUARY  15-18,  1984:  New  Therapeutics  IV:  The  Results 
of  Recent  Advances  in  Medicine,  Telemark  Lodge,  Cable. 
Sponsored  by  the  University  of  Wisconsin  School  of  Medicine 
and  the  University  of  Wisconsin-Extension;  Department  of  Con- 
tinuing Medical  Education.  Approved  14  credit  hours  Category 
I of  AMA-PRA  and  AAFP;  and  1.4  CEUs  UW-Extension 
Continuing  Education  Units.  Fee:  $245.  Info:  Ann  Bailey,  Ad- 
ministrator CME,  454  WARF  Bldg,  610  Walnut  St,  Madison, 
Wis  53705;  ph  608/263-2854.  10-1 1/83 

FEBRUARY  7-9,  1984:  Telemark  Symposium  and  Ski  Outing, 
Telemark  Lodge,  Cable.  Sponsored  by  the  Indianhead  Chapter 


WISCONSIN  SPECIALTY  SOCIETY 
MEETINGS:  1983-1984 

Madison  Society  of  Anesthesiologists  (cosponsored  by 
Wisconsin  Society  of  Anesthesiologists),  1st  Tuesday  of 
each  month  from  Oct  1983  to  May  1984,  Sheraton, 
Madison 

Wisconsin  Chapter:  American  College  of  Surgeons,  Dec 
10, 1983,  Hyatt-Regency-Milwaukee 

Wisconsin  Dermatological  Society,  Feb  25,  1984,  Univer- 
sity Hospitals,  Madison 

Wisconsin  Urological  Society,  Apr  6-7,  1984,  Edgewater 
Hotel,  Madison 

Wisconsin  Chapter:  American  Academy  of  Pediatrics, 
May  3-4,  1984,  Holiday  Inn,  Stevens  Point 
Wisconsin  Academy  of  Family  Physicians  Annual  Meet- 
ing, June  13-16, 1984,  Paper  Valley  Inn,  Appleton 
Wisconsin  Society  of  Obstetrics  & Gynecology,  July 
20-21,  1984,  Holidome,  Stevens  Point 
Wisconsin  Dermatological  Society  Biannual  Summer 
Meeting,  Aug  3-5,  1984,  Americana  Lake  Resort,  Lake 
Geneva 


of  the  Wisconsin  Academy  of  Family  Physicians.  Info:  WAFP, 
850  Elm  Grove  Rd,  Elm  Grove,  Wis  53122.  9-12/83;  1/84 

FEBRUARY  25,  1984:  Wisconsin  Dermatological  Society, 
University  Hospitals,  Madison.  glOtfn/83 

APRIL  6-7,  1984:  Wisconsin  Urological  Society,  Edgewater 
Hotel,  Madison.  glOtfn/83 

MAY  3-4,  1984:  Wisconsin  Chapter:  American  Academy  of 
Pediatrics,  Holiday  Inn,  Stevens  Point.  glOtfn/83 

JUNE  13-16,  1984:  Wisconsin  Academy  of  Family  Physicians 
Annual  Meeting,  Paper  Valley  Inn,  Appleton.  Info:  WAFP, 
850  Elm  Grove,  Wis  53122.  9-12/83;  1-5/84 

JULY  20-21,  1984:  Wisconsin  Society  of  Obstetrics  & Gyne- 
cology, Holidome,  Stevens  Point.  glOtfn/83 

AUGUST  3-5,  1984:  Wisconsin  Dermatological  Society  Bi- 
annual Summer  Meeting,  Americana  Lake  Resort,  Lake  Ge- 
neva. Info:  Carla  Skibba,  MD,  9033  West  Grange  Ave,  Hales 
Corners,  Wis  53130.  glOtfn/83 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
Dates  and  Locations  of  Annual  Meetings 
1983-1992 

All  meetings  will  be  held  in  Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the  headquarters  hotel 
with  the  exception  of  1985,  when  the  meeting  will  be 
held  at  the  LaCrosse  Convention  Center. 


1984—  Mar  29-31 

1985—  Apr  25-27 

1986—  Apr  17-19 

1987—  Mar  26-28 


1988—  Apr  28-30 

1989—  Apr  13-15 

1990—  Apr  26-28 

1991—  Apr  18-20 

1992—  Apr  23-25 


Meeting  days  will  be  Thursday  and  Friday;  the  first 
session  of  the  House  of  Delegates  will  convene  on 
Thursday,  the  second  and  third  on  Friday.  Scientific 
programming  will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on  Continuing 
Medical  Education,  State  Medical  Society  of  Wis- 
consin, Box  1 109,  Madison,  Wis  53701.  Local  telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800/362-9080. 
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OTHERS 


DECEMBER  7-9,  1983  (Illinois):  Neurology  for  the  Non- 
Neurologist,  The  Westin  Hotel,  Chicago.  Approved  20  CME 
credit  hours  of  AMA  Category  1 and  20  elective  hours  of  AAFP 
applied  for.  Info:  University  Office  of  Continuing  Education, 
Rush-Presbyterian-St  Luke’s  Medical  Center,  600  S Paulina, 
Chicago,  IL  60612;  ph  312/942-7095.  8-11/83 

DECEMBER  8-10, 1983  (New  York):  American  Cancer  Society 
National  Conference  on  Advances  in  Cancer  Therapy,  Waldorf- 
Astoria  Hotel,  New  York.  Approved  for  16.5  credit  hours  in 
Category  I of  AMA-PRA  and  15  prescribed  credit  hours  by 
AAFP.  The  program  is  eligible  for  16.5  credit  hours  in  Category 
2-D  of  the  American  Osteopathic  Association.  Info:  Nicholas 
G Bottiglieri,  MD,  Advances  in  Cancer  Therapy  Conference, 
American  Cancer  Society,  777  3rd  Ave,  New  York,  NY  10017. 

g7- 10/83 

MARCH  6-13,  1984  (Bahamas):  Rheumatology  Seminar 
V,  Nassau.  Info:  Dept  of  CME  and  Meeting  Services.  Minne- 
sota Medical  Association,  Ste  400,  2221  University  Avenue  SE, 
Minneapolis,  MN  55414;  ph  612/378-1875.  glO-12/83 

MARCH  10-17,  1984  (Hawaii):  19th  Annual  Clinical  Con- 
ference, Marquette-MCW  Medical  Alumni  Association,  Shera- 
ton Royal-Waikoloa  Hotel,  Big  Island  of  Hawaii.  All  physicians 
invited  to  attend.  Special  airline  and  hotel  package  rates  avail- 
able. Twenty  hours  of  CME  credit.  Info:  Alumni  Association, 


Minnesota  Medical  Association 
Resource  Group  on  Rheumatic  Diseases 
Presents 

RHEUMATOLOGY  SEMINAR  V 
March  6-13,1984 

LOCATION:  Paradise  Grand  Hotel,  Nassau, 

BAHAMAS 

DATES:  Departure  from  Twin  Cities  Airport  on  Tues- 
day, March  6;  Return  to  Twin  Cities  on  Tuesday,  March 
13,  Educational  Program — March  7-11,  1984 

FEE:  $285  (educational  program).  Approximately: 
$1,378  per  physician/$324  per  accompanying  spouse  or 
child  (includes  round-trip  flight,  ground  transportation, 
and  accommodations  for  seven  nights) 

AUDIENCE:  Primary  care  physicians  and  physicians 
who  are  involved  in  the  care  of  arthritic  patients 

FACULTY:  From  the  University  of  Minnesota  and 
Mayo  Clinic 

CONTENT:  Common  rheumatologic  problems,  diag- 
nosis, treatment,  and  the  course  of  the  disease 

HOURS:  20  hours,  Category  I/Prescribed 

CONTACT:  Department  of  CME  and  Meeting  Services, 
Minnesota  Medical  Association,  Suite  400,  2221  Uni- 
versity Avenue  SE,  Minneapolis,  Minnesota  55414; 
ph  612/378-1875.  10-11/83 


Medical  College  of  Wisconsin,  8701  Watertown  Plank  Rd,  Mil- 
waukee, Wis  53226.  9- 12/83; 1/84 

MARCH  15-17,  1984  (New  York):  American  Cancer  So- 
ciety presents  4th  National  Conference  on  Human  Values  and 
Cancer,  New  York.  Approved  1 5 Vi  credit  hours  Category  I of 
AMA-PRA.  Info:  Diane  J Fink,  MD,  American  Cancer  Society, 
111  Third  Ave,  New  York,  NY  10017.  gl0/83 

1984  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL 
ISSUES.  Caribbean,  Mexican,  Hawaiian,  Alaskan,  Med- 
iterranean. 7 — 14  days  in  Winter,  Spring,  Summer.  Approved 
for  18-24  CME  Category  I credits  (AMA-PRA).  Distinguished 
professors.  Fly  roundtrip  free  on  Caribbean,  Mexican,  and 
Alaskan  Cruises.  Excellent  group  fares  on  finest  ships.  Regis- 
tration limited.  Prescheduled  in  compliance  with  present  IRS 
requirements.  Info:  International  Conferences,  189  Lodge  Ave, 
Huntington  Station,  NY  1 1746;  ph  516/549-0869.  p9- 11/ 83 


AMA 


DECEMBER  4-7,  1983:  Interim  AMA  House  of  Delegates, 
Los  Angeles,  CA. 

JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 
IL. 

DECEMBER  5-7,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.* 
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Nev\£  Yxi  Can  Uge 

By  EARL  THAYER,  Secretary/BERNIE  MARONEY,  Assistant  Secretary 


IMPORTANT  NOTICE  TO  MDs  AND  CLINICS  REGARDING  INFECTIOUS  AGENTS.  The  Dept  of  Industry, 
Labor,  and  Human  Relations  (DILHR)  has  published  rules  identifying  infectious  agents  relative  to  the  Em- 
ployees Right  to  Know  Law.  The  rules,  which  became  effective  October  1,  1983,  identify  bacterial,  myco- 
plasmal, fungal,  parasitic  or  viral  agents  which  cause  illness  in  humans,  human  fetuses  or  both,  which  are 
introduced  into  the  workplace  by  the  employer.  Infectious  agents  do  not  include  agents  on  or  in  the  body 
of  a person  who  is  present  in  the  workplace  for  diagnosis  or  treatment.  All  physicians  and  medical  laboratory 
directors  should  review  this  list  relative  to  its  application  to  their  work  environments.  The  Employees 
Right  to  Know  Law  stipulates  that  employers  of  one  or  more  persons  in  Wisconsin  are  required  to  post  a 
notice  in  the  workplace  notifying  employees  of  their  right  to  request  information  about  toxic  substances  and 
infectious  agents  that  might  be  found  in  the  workplace.  (Copies  of  this  notice  as  well  as  a list  of  toxic  sub- 
stances and  infectious  agents  are  available  from  the  State  Medical  Society).  If  an  employee  makes  a written 
request,  the  employer  must  provide  that  individual  with  information  about  any  toxic  substance  or  infectious 
agent  the  employee  is  likely  to  be  exposed  to  in  the  workplace.  The  information  which  must  be  provided  in- 
cludes the  name  of  the  toxic  substance  or  infectious  agent,  a description  of  its  hazardous  effects,  precautions 
for  handling  such  substances  or  agents  and  procedures  for  emergency  treatment  in  the  event  of  over-expo- 
sure. The  law  also  requires  employers  to  provide  training  sessions  for  employees  who  will  be  routinely  ex- 
posed to  toxic  substances  or  infectious  agents.  Further  information  on  the  Employees  Right  to  Know  Law 
can  be  found  in  the  May  1983  “Bluebook  Issue”  of  the  Wisconsin  Medical  Journal,  u 


PHYSICIANS  WARNED  ABOUT  WHOOPING  COUGH.  The  Wisconsin  Division  of  Health  has  issued  an  alert 
to  physicians  that  the  state  is  in  the  midst  of  an  outbreak  of  whooping  cough.  According  to  the  Wisconsin 
Epidemiology  Bulletin,  45  cases  of  the  disease  have  been  reported  in  the  state  from  January  1 through 
August  23,  with  31  of  the  cases  occurring  from  June  through  August.  Physicians  are  asked  to  take  nose  and 
throat  cultures  of  patients  with  persistent  coughs  of  unexplained  origin.  In  addition,  the  Division  of  Health  is 
requesting  that  all  whooping  cough-type  illnesses  be  reported  to  state  health  officials  for  investigation  by 
local  public  health  officials.  According  to  the  Division,  30  of  the  45  reported  cases  occurred  in  Winnebago 
County  and  the  remaining  15  in  Milwaukee,  Kenosha,  and  Racine  counties.* 


HERPES  DOCUMENTARY  NOW  AVAILABLE  ON  VHS,  BETA  FORMATS.  The  SMS  Communications  Dept 
announces  that  its  videotape,  “Madison  Confronts  Herpes — The  Simple  Facts,”  is  now  available  on  Beta 
and  VHS  videocassette.  These  tape  formats  are  those  usually  used  in  home  video  recording  systems.  The 
television  documentary,  also  available  in  three-quarter  inch  (UMatic)  tape,  presents  straight-forward  infor- 
mation on  herpes,  how  you  get  it,  how  you  don’t,  and  how  to  treat  it.  Aired  in  July  and  September  1983 
on  WMTV-TV,  Channel  15,  the  program  received  high  marks  from  the  general  viewing  public  and  health 
professionals.  The  program  is  available  for  loan  to  physicians,  community,  or  school  groups  for  local  show- 
ings. For  information  contact  the  SMS  Communications  Dept  at  PO  Box  1109,  Madison,  WI  53701.  ■ 


PHYSICIANS  TO  BE  SURVEYED  ON  MORBIDITY  DATA.  The  Department  of  Health  and  Social  Services 
(DHSS)  will  soon  begin  conducting  a Wisconsin  Ambulatory  Medical  Care  Survey  of  Physicians.  The  pur- 
pose of  the  survey  is  to  improve  the  Department’s  outpatient  morbidity  data  base  system  in  order  to  properly 
assess  the  effectiveness  of  the  maternal  and  child  health  preventive  health  programs.  A sample  of  800  Wiscon- 
sin physicians  will  be  surveyed  on  about  30  brief  patient  records  containing  demographic,  diagnostic,  and 
procedural  information.  The  data  will  be  gathered  via  computer-assisted  telephone  interviews,  primarily  from 
nursing  and  clerical  staff.  It  is  anticipated  that  the  interview  for  a complete  patient  record  will  require  only 
about  five  minutes  or  less.  Data  will  be  collected  from  September  1983  through  September  1984.  The  State 
Medical  Society  of  Wisconsin  has  endorsed  this  survey  and  strongly  encourages  Wisconsin  physicians  to  par- 
ticipate. To  assure  confidentiality,  patient  names  will  not  be  collected;  in  addition,  all  provider  identifiers 
will  be  discarded  after  the  data  are  collected  and  will  not  be  contained  in  any  data  files.  Physicians  who  have 
questions  regarding  the  survey  should  contact  Raymond  Nashold,  director  of  the  Bureau  of  Health  Statistics 
at  608/266-1334.  ■ 
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Contemporary  HypnoticTherapy 

Dalmane ' [flurazepam  HC1  /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights.2 

•Seldom  produces  morning  hangover.3 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 4 ' 


15-mg/30-mg  capsules 


< RflPHF  > R°che  Products  Inc. 

\ / Manati,  Puerto  Rico  00701 

Copyright  © 1983  by  Roche  Products  Inc.  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 


Dalmane® 

flurazepam  HCI/Roche 


The  weight  of 

objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane ® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 
Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 
During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17: 207- 


213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Cun  Ther  Res 
13: 18-22,  Jan  1971  4.  Kales  A el  al:  JAMA  241: 1692-1695, 
Apr  20,  1979  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/  1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19  576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane8  © 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 
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Presidents  Ic^e 


Medical  peer  review:  trends  and  concerns 


Medical  peer  review  is  an  essential  medical  func- 
tion, some  form  of  which  has  existed  for  many 
years.  During  the  past  few  years,  much  medical  peer 
review  activity  has  been  in  the  operational  sphere  of 
the  PSROs,  which  are  evolving  into  PROs.  Now,  the 
continuance  of  medical  input  into  the  PROs  is  being 
threatened  by  organizational  changes  in  the  system. 
Late  in  1984  a new  (governmental)  fiscal  support 
system  for  the  PROs  will  begin.  Then,  for  a period, 
physician  groups  will  receive  preference  in  bidding 
for  review  contracts.  In  the  meantime  the  PROs  may 
be  in  financial  limbo.  However,  this  possibility  is 
diminished  by  recent  developments.  Medical  peer 
review  of  private  medical  patients  is  growing,  but  it 
is  still  a relatively  minor  factor  in  providing  fiscal 
support  for  many  programs.  Probably  more  serious 
is  an  apparent  move  by  HCFA  to  lead  or  persuade 
the  fiscal  intermediaries  to  begin  direct  review  rather 
than  work  through  the  medically-oriented  peer  re- 
view organizations.  The  results  could  be  devastating 
for  medical  peer  review — disrupting  review  systems, 
jeopardizing  fiscal  support,  and  starting  patterns  of 
review  which  might  be  difficult  to  improve  in  time. 

What  is  the  principal  concern  of  physicians  and 
medical  organizations  in  all  this?  The  principal  con- 
cern is  this:  undoubtedly,  peer  review  of  medical 
practice  will  continue,  but  who  will  run  the  system, 
who  will  set  the  standards,  who  will  give  review  form 
and  substance?  If  this  is  not  done  by  physicians, 
there  is  real  trouble  ahead,  in  my  opinion,  for  physi- 
cians, hospitals,  and  yes,  for  insurance  companies 
and  the  government,  the  source  of  patterns  and  dol- 
lars for  review.  Of  course,  the  ultimate  risk  of  losing 
adequate  quality  assurance  falls  on  the  patient. 

The  form  which  peer  review  takes  is  not  really 
important,  only  the  essence.  Physicians,  as  the  peers 
of  physicians,  must  set  standards,  do  critiques,  assess 
satisfactory  or  less  than  satisfactory  medical  work, 
and  be  the  judges  of  acceptability  or  the  lack  or  it. 


or  ...  Or  what?  Or  the  process  will  become  a ritual 
of  fiscal  haggling,  hair-splitting  definitions,  sterile 
pursuit  of  the  obvious,  and  loss  of  professionalism 
in  all  aspects. 

There  is  considerable  sentiment  to  eliminate  phy- 
sicians from  medical  peer  review,  or  to  reduce  their 
contribution  to  nominalism,  because  of  the  thought 
that  physicians  “ . . . don’t  play  the  game,  . . . 
they  favor  each  other,  . . . they  are  parties  to  con- 
stantly rising  costs,  ...”  The  critics  miss  the  most 
important  point:  without  peer  judgment  (physicians 
judging  physicians),  peer  review  simply  doesn’t  exist. 
If  the  changes  cause  physicians  to  be  excluded  from 
major  input  (even  for  some  months),  the  system 
won’t  work.  There  is  almost  no  end  to  the  difficul- 
ties that  workers  would  encounter  if  there  were  no 
major  input  by  physicians  into  medical  peer  review. 
If  physicians  are  excluded,  they  will  have  to  start 
their  own  systems  again.  The  attitude  of  physicians 
on  the  topic  of  medical  societies  taking  up  formal 
peer  review  is:  “We  can,  we  will,  but  we  hope  we 
don’t  have  to.” 

Some  of  the  changes  now  under  way  appear  rea- 
sonable. Thus,  for  many  reviewed  patients,  “length 
of  stay”  has  faded  as  a major  criterion.  That  is  just 
as  well.  More  sterile  comments  have  come  forth  on 
“length  of  stay”  formulations  than  on  the  medieval 
question  of  “how  many  angels  could  stand  on  the 
end  of  a needle.”  Instead,  the  system  of  DRGs  and 
Prospective  Payment  with  preadmission  screening 
seems  to  be  in  the  ascendant. 

Medical  peer  review  is  basically  concerned  with 
physicians  judging  physicians  as  the  physician  treats 
a patient — with  compassion  (we  hope),  with  skill 
(we  insist),  with  humane  demeanor  (we  believe).  We 
will  work  long  and  hard,  as  skillfully  as  we  can,  as 
cantankerously  as  we  must  to  preserve  the  heritage 
of  medical  peer  review,  by  physicians,  for  the  pa- 
tient. This  is  a credo.  ■ 
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WAYNE  J BOULANGER,  MD,  Editorial  Director 


— Editorials 

Official  positions  of  the  Society  will  be  expressly  Identified  as  such;  all  others  are  views  of  the  writer 
and  not  necessarily  those  of  the  Society. 


Berserk  advertising 

California  newspaper  ads  have  always  been  out- 
landish. A recent  issue  included  legal  ads  for  bank- 
ruptcy $10.00  and  up,  divorce  $25.00,  and  “get 
paid  for  your  heart  attack.”  The  last  one  was  spec- 
ializing in  bypass  surgery  and  back  and  neck  pain 
and  one  could  find  out  free  if  it  was  related  to  stress 
on  the  job.  There  was  another  that  indicated  if  you 
were  fired  due  to  emotional  stress  you  might  be  elig- 
ible for  workers’  compensation  benefits  at  no  cost. 

The  prize,  though,  was  headlined  “Killing  You 
Softly — The  Food  You  Are  Eating  May  Be  Hazard- 
ous To  Your  Health.”  This  went  on  to  state  that 
if  your  white  blood  cells  are  fighting  corn  or  milk 
rather  than  viruses,  bacteria  or  cancer,  your  level  of 
health  is  going  to  be  less  than  optimum.  “By  elim- 
inating sensitive  foods  from  your  diet  you  may  allev- 
iate many  emotional  and  physical  problems  such  as 
excess  weight,  headaches,  sinus  problems,  hay  fever, 
arthritis,  asthma,  cramps,  ulcers,  heartburn,  indiges- 
tion, pimples,  rashes,  fatigue,  insomnia,  hyper- 
activity in  children,  depression,  and  many,  many 
more.”  A special  blood  test  is  used  to  determine 
which  foods  are  causing  health  problems  by  using 
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a small  amount  of  the  person’s  blood  in  combina- 
tion with  each  food  tested.  If  the  white  blood  cells 
stop  functioning  or  burst  open  and  die,  that  partic- 
ular food  should  be  avoided.  “Credit  cards  accepted 
for  the  cytotoxic  test  and  complete  individualized 
nutritional  program.” 

However,  it  is  no  longer  necessary  to  go  to  the 
west  coast  to  encounter  hucksterism  in  advertising. 
Morning  papers  in  Wisconsin  advertise  for  a legal 
advice  program  carried  each  evening  on  prime  time. 
This  includes  such  subjects  as  how  to  sue  your  physi- 
cian. The  law  firm  can  certainly  afford  the  news- 
paper ads  and  prime  time  on  TV  since  they  recently 
collected  a half  million  dollar  legal  fee  from  a single 
medical  liability  award.  Even  the  Green  Bay  Packer 
broadcasts  are  peppered  with  commercials  from  a 
law  firm. 

The  medical  profession  has  also  ascended  the 
advertising  band  wagon.  In  Mad  City,  which  is  a 
hot  bed  for  HMOs,  one  is  assailed  day  and  night 
with  radio  and  TV  announcements  as  well  as  giant 
billboards  all  over  the  city  touting  one  Mad-Care 
plan  or  another.  It  is  reported  that  one  group  has 
budgeted  $500,000  for  its  advertising  campaign  and 
its  Care  package. 

Two  questions  come  to  mind.  Who  is  ultimately 
going  to  fund  this  flood  of  advertising,  and  are 
there  enough  patients  and  groups  in  a community  to 
possibly  support  the  confusing  number  of  HMOs? 

— VSF 


Nun  fangt  es  an! 

The  DRGs  were  scarcely  airborne  when  the  shoot- 
ing began. 

It  has  been  the  usual  practice  to  have  patients’  pre- 
operative laboratory  and  x-ray  evaluations  made  the 
day  of  admission  to  the  hospital.  These  fees,  of 
course,  would  be  included  in  the  DRG  funding. 

However,  if  the  patient  is  sent  to  the  hospital  for 
those  same  studies  a day  or  two  prior  to  admission, 
the  charges  are  paid  separately  and  are  not  included 
in  the  DRG  total.  This  is  perfectly  legitimate,  and 
hospitals  have  been  advised  to  this  effect. 

This  is  quite  important,  as  in  some  of  the  more 
complicated  surgical  procedures  the  entire  DRG  fee 
is  used  up  in  the  first  day  or  two  of  a long  hospital 
stay. 

As  they  say  in  some  sectors  of  Wisconsin,  now  it 
begins!  — VSFb 
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In  Good  Times  and  Bad, 

Our  Special  Equity  Fund  Has 
Consistently  Outperformed  the  Market 

o 

If  your  equity  fund  hasn’t  performed  well 
over  tim£,  perhaps  it’s  time  to  consider 
First  Wisconsin  Trust.  We  deliver  results 
year  after  year  after  year  after  year  after 


SUPERIOl 
PERFORMANCE 


PRESERVATION 
CM7  PRINCIPAL 


TIME 

PERIOD 

ANNUALIZED  TOTAL  RETURNS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor’s  500 

Consumer 

Price 

Index 

1974-1982 
(nine  years) 

+ 14.7% 

+ 9.4% 

+ 8.8% 

1977-1982 
(six  years) 

+ 1 6.4% 

+ 1 0.3% 

+ 9.2% 

1980-1982 
(three  years) 

+ 23.9% 

+ 15.2% 

+ 8.7% 

BEAR 

MARKET 

YEARS 

First  Wisconsin 
Special 
Equity  Fund 

Standard 

& 

Poor’s  500 

Difference 

% 

1974 

performance 

(9.4%) 

(26.5%) 

+ 17.1% 

1977 

performance 

+ 0.2% 

( 7.3%) 

+ 7.5% 

1981 

performance 

+ 8.4% 

( 4.9%) 

+ 13.3% 

3 HIGH-QUALITY 
CHARACTERISTICS* 


Quality  Characteristics* 

(As  of  December  31,  1982) 

First 

Wisconsin 
Special 
Equity  Fund 

Standard 
& Poor’s 
500 

5-year  earnings/share  growth 

16.5% 
per  annum 

11.1% 
per  annum 

5-year  dividend/share  growth 

16.1% 
per  annum 

13.3% 
per  annum 

Average  return  on  equity  — 5 years 

16.5% 

16.0% 

Theoretical  reinvestment  rate 

15.6% 

10.4% 

Debt  to  capital  ratio 

34.7% 

34.2% 

If  your  equity  investments  are  short  on  long- 
term performance,  call  First  Wisconsin  Trust 
today.  We’ll  give  you  the  full  history  on  our 
Special  Equity  Fund.  With  the  year-in,  year-out 
data  on  its  superior  returns,  high  quality  and 
low  volatility.  And  well  be  happy  to  discuss  a 
special  plan  tailored  to  meet  your  objectives. 
Please  contact  Mr.  Paul  Jones  at 
(414)  765-4444. 

*As  measured  by  Indata  Corporation 
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FIRST  WISCONSIN  TRUST  COMPANY 

First  Wisconsin  Center  • 777  East  Wisconsin  Avenue,  Milwaukee,  Wl  53202 


IT’S  MADE  US  THE  LEADER 
ACROSS  NORTH  AMERICA... 
AND  WISCONSIN 


In-house  data  processing  is  available  from  many  sources. 
But  when  you  invest  in  CyCare  100,  you'll  get 
something  you  can't  get  anywhere  else. ..our 
commitment  to  you. 

It  means  concentrating  our  efforts  on  a single 
industry  since  1 968.  Your  industry. 

It  means  giving  you  the  benefit  of  the  millions  of 
dollars  we're  spending  on  research  & development 
annually. 

And,  it  means  providing  ongoing  training  and 
prompt  service  through  our  regional  office  near  you. 

Our  commitment  has  paid  off  for  62 1 group 
practices  across  the  United  States  and  Canada.  But  the 
most  important  place  we  can  put  it  to  work  is  where 
you  work. 

Get  the  full  story  about  CyCare  1 00,  a system 
designed  for  practices  with  2 or  more  physicians.  Phone 
312-296-1950  or  write  today.  You'll  learn  it  now  costs 
no  more  to  go  with  the  leader. 


Mail  to:  CyCare  Suite  120 

1011  East  Touhy  Avenue 
Chicago,  IL  60018 


□ Rush  free  details  to  me  about  CyCare 
1 00.  My  business  card  is  attached. 

□ Have  a representative  contact  me. 


North  America's  leading  provider  of 
data  processing  services,  software  and 
systems  for  medical  group  practices. 


Letters 

The  Editors  would  like  to  encourage  physicians  to  contribute  to  the  LETTERS  section  where  they  can  ventilate  their  frustrations  as 
well  as  opinions.  This  feature  is  intended  to  be  lively  and  spirited  as  well  as  informative  and  educational.  As  with  other  material 
which  Is  submitted  for  publication,  all  letters  will  be  subject  to  the  usual  editing.  Address  correspondence  to:  The  Editor,  Wisconsin 
Medical  Journal,  Box  1 109,  Madison,  Wis  53701 . 


Huntington’s  patients 

To  THE  Editor:  Practitioners  should  be  aware  of 
the  services  of  the  Huntington’s  Society*  and  refer 
known  Huntington’s  cases.  Such  referral  facilitates 
upgrading  the  prevalence  count  for  the  Wisconsin 
area  and  brings  the  patient  and  family  into  an  ex- 
ternal support  system  to  insure  the  provision  of  ap- 
propriate medical  care.  The  society  provides  genetic 
counseling  in  Wisconsin,  sponsors  a Wisconsin  and 
National  newsletter,  has  meetings  with  knowledge- 
able speakers  and  fund-raising  activities  in  support 
of  neurologic  and  genetic  research.  The  officers  and 
members  are  available  and  willing  to  provide 
emotional  support  and  to  assist  the  patient  in  locat- 
ing specialists  when  consultation  is  necessary. 

Direct  referral  can  be  made  by  contacting  Mrs 
Kathryn  Swingle,  Wisconsin  Chapter  Secretary 
(phone:  608/754-8261). 

Norman  C Reynolds  Jr,  MD 

Medical  Advisory  Committee 
Committee  to  Combat 
Huntington’s  Disease 

‘Committee  To  Combat  Huntington’s  Disease,  Inc,  Wisconsin 
Chapter  #8-1,  Region  VIII. 

Is  a funeral  cheaper? 

To  THE  Editor:  Maybe  we  are  looking  at  helmets 
in  the  wrong  light.  Isn’t  it  cheaper  to  have  a funeral 
as  a result  of  a massive  head  injury  in  a motorcycle 
accident  vs  contending  with  a long-term  quadriplegic 
or  other  totally  disabled  individual  who  survives  a 
crash  to  live  totally  dependent  for  several  years.  Has 
anyone  looked  at  the  statistics  on  that  side? 

JS  Janowiak,  MD 
Family  Medical  Clinic,  SC 
1205  O’ Day  Street 
Merrill,  Wisconsin  54452 

How  much ...  for  Destiny? 

To  Editor,  colleague,  and  old  friend  Vic: 
During  medical  school  years  and  since  graduation 
in  ’38,  each  issue  of  our  Wisconsin  Medical  Journal 
has  been  anticipated.  Although  tardy,  this  letter  is  to 
thank  those  as  you  and  Doctor  Boulanger  for  con- 
tributions as  editors-columnists,  likewise  to  your  as- 
sociates. And  long  past  due  as  well — thanks  were 
and  are  deserved  by  Secretaries  and  General  Man- 
agers Crownhart,  Ragatz,  Thayer,  their  staffs,  plus 
our  presidents. 


Much  progress  of  Medicine  has  been  reported, 
many  problems  explained,  most  answered,  on  your 
pages. 

As  pediatrician  here  for  nine  years  (with  WW  II 
time  out  for  overseas  orthopedics),  as  ophthalmolo- 
gist since  ’48,  and  then  also  as  a patient  with  early 
deafness,  SBE  in  ’69,  mitral  repair  a year  later  and 
new  valve  hardware  for  the  past  eight  months,  I 
have  bilateral  reasons  for  increasing  concern  about 
changes  of  our  profession. 

I have  just  read  your  current  issue  and  it  seems 
contemporary  provision  and  receipt  of  medical- 
surgical  aid  bring  questions  more  puzzling  than  ever. 

Without  much  “reason  or  rhyme,”  here  below  are 
some  of  mine: 

However,  whenever  goest  thou 

As  excessive  injury-ills  or  age  so  late 
Give  signs  that  really  indicate 
One’s  turn  is  for  that  pearly  gate 
When?  and  who  determines  fate? 

How  much  should  one  be  analyzed,  dialyzed, 
mechanized? 

How  many  transplants  organwise? 

Personal  diagnoses — computerized?? 

Care  chosen  as  advertised? 

A microchip  to  think — recall, 

A cold  new  heart  against  the  wall, 

Is  there  much  left  of  soul  at  all? 

When  nurse  attends  to  much  of  such — 

Is  there  still  time  for  soothing  touch? 

Who  decides  if  one  should  wait 
On  those  in  court,  there  to  debate 
If  “life”  support  is  now  too  late? 

Or  can  it  be  that  this  decision 

Can  yet  be  made  by  Great  Physician? 

How  good  one’s  luck  need  be 
To  stay  the  time  of  DRG? 

It  seems  that  now  the  way  to  go 
is  “according  to  WisPRO” 
or  “consultant  named  by  HMO”  . . . 

Ushering  at  delivery, 

Directing,  dosing  through  puberty, 

Repairing,  transplanting  ’till  elderly 
Do  we  not  now  take  liberty — 

Do  more  than  help  Destiny? 

George  E Oosterhous,  MD 

20  South  Park  Street 
Madison,  Wisconsin  53715  ■ 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 
Elm  Grove  Office 

JEROME  E.  KRONSNOBLE  and  WILLIAM  E.  HERTE 
850  North  Elm  Grove  Road,  Elm  Grove,  Wisconsin  53122 
(414)  784-3780 


-Special 


Medicare  DRGs:  Facts  and  fallacies 

Karl  Rajani  and  Alfred  D Dally,  MD,  Madison,  Wisconsin 


The  Social  Security  amendments  enacted  by 
Congress  in  March  1983  require  that  Medicare  re- 
imbursement for  inpatient  hospital  services  be  based 
on  diagnosis  related  groups  (DRGs).  Since  on  the 
average  approximately  35  percent  of  hospital  reve- 
nues are  accounted  for  by  Medicare,  this  new  pro- 
spective payment  system  (PPS)  is  expected  to  have 
a significant  impact  on  both  medical  practice  pat- 
terns and  operations  in  hospitals.  This  paper  dis- 
cusses that  impact. 

DRGs,  which  were  devised  in  1975,  are  an  in- 
patient classification  system  whereby  each  case  in  a 
hospital  is  assigned  to  one  of  467  patient  group- 
ings. The  underlying  assumption  is  that  patients  in 
each  grouping  generally  consume  the  same  level  of 
resources,  and  that  they  can  be  managed  using  sim- 
ilar medical  techniques.  The  logical  next  step,  then, 
is  that  a rational  payment  system  can  be  devised 
whereby  each  DRG  is  paid  for  at  a uniform  rate, 
regardless  of  where  it  is  performed. 

The  Medicare  DRG  prospective  payment  system 
became  effective  October  1,  1983  and  will  be  phased 
in  over  the  next  four  years.  Each  participating  hos- 
pital will  be  subjected  to  the  system  effective  with  the 
start  of  its  first  fiscal  year  after  October  1.  During 
its  first  year,  25  percent  of  a hospital’s  reimburse- 
ment will  be  based  on  DRGs  and  75  percent  will 
be  based  on  the  prior  year’s  cost  per  discharge,  ad- 
justed for  inflation  plus  one  percent  (for  changes 
in  service  intensity).  The  second  year  split  is  50:50; 
the  third  year,  75  percent  DRG  and  25  percent  cost 
per  discharge;  and  the  fourth  year,  100  percent 
DRG. 

Once  the  system  is  completely  phased  in,  the  pay- 
ment rate  for  each  DRG  will  be  based  on  an  average 
of  charges  nationwide  for  that  DRG.  During  the 


Mr  Rajani  is  Director,  Financial  Consulting  Services,  Catholic  Health 
Association  of  Wisconsin,  Madison.  Doctor  Dally  is  Chief  Medical  Con- 
sultant, Bureau  of  Health  Care  Financing,  Division  of  Health,  Wisconsin 
Department  of  Health  and  Social  Services,  Madison.  The  authors  do  not 
necessarily  reflect  the  views  of  their  respective  organizations.  Reprint 
requests  to:  Karl  Rajani,  Director,  Financial  Consulting  Services, 
Catholic  Health  Association  of  Wisconsin,  5721  Odana  Road,  Madison, 
Wis  53719  (phone:  608/274-5588).  Copyright  1983  by  the  State  Medical 
Society  of  Wisconsin. 


phase-in  period,  the  rate  will  be  based  on  varying 
percent  mixes  of  national  and  regional  averages. 
The  nation  is  currently  divided  into  six  census  re- 
gions, and  the  regional  averages  will  be  based  on 
them.  Whether  national  or  regional,  DRG  rates  will 
be  adjusted  to  reflect  area  differences  in  hospital 
wage  levels.  This  wage  adjustment  will  reflect  the 
standard  urban/rural  split  used  by  the  US  Bureau  of 
Labor  Statistics.  Finally,  medical  education  costs 
(direct  and  indirect)  and  capital  costs  incurred  prior 
to  the  system  being  phased-in  will  not  be  subject  to 
the  DRG  limits;  that  is,  these  costs  will  be  “passed- 
through,”  meaning  that  hospitals  will  receive  full 
reimbursement  for  these  costs  apart  from  and  in 
addition  to  their  DRG-based  reimbursement.  The 
legislation  leaves  open  the  possibility  that  capital 
costs  incurred  after  the  phase-in  of  the  system  may 
also  be  passed-through  if  the  capital  project  was  ap- 
proved by  the  state’s  planning  agency. 

In  introducing  the  DRG  reimbursement  system, 
the  federal  government  is  leading  the  search  for  a 
competition-based  solution  to  the  cost-containment 
problem.  Traditional  hospital  reimbursement  sys- 
tems have  been  cost-based,  whereby  each  hospital 
was  reimbursed  the  costs  it  incurred.  Put  differently, 
a hospital’s  rate  was  a function  of  its  own  unique 
characteristics.  On  the  other  hand,  the  DRG  system 
is  predicated  on  facility-independent  rates.  As  a 
“prudent  buyer,”  Medicare  will  pay  for  inpatient 
hospital  services  based  on  what  it  costs  to  efficiently 
and  economically  produce  that  service,  subject  to  the 
amounts  appropriated  by  Congress  for  Medicare; 
and  not  on  what  it  actually  costs  a given  hospital 
to  produce  the  service.  Thus,  hospitals  will  be  at 
risk  for  costs  in  excess  of  the  DRG  rate;  but  will  be 
able  to  retain  the  “profits”  they  generate  by  keeping 
costs  below  the  rate.  Clearly,  it  is  envisioned  that 
capping  off  reimbursement  at  the  DRG  rate  will 
force  hospitals  to  make  rational  decisions  about  how 
to  spend  their  limited  revenues  among  competing 
demands  for  resources.  Hospitals  also  will  have  to 
vie  with  each  other  for  patients,  technology,  physi- 
cians, and  labor  in  such  a way  that  they  still  keep 
costs  below  the  DRG  rate.  Thus,  the  very  nature 
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of  the  reimbursement  system  is  designed  to  promote 
efficient  and  economic  behavior  within  the  hospital 
industry.  The  key  ingredients  of  the  free  enterprise 
model,  risk  and  competition,  are  present  in  the  DRG 
payment  system;  and  that  is  the  reason  for  which 
the  system  may  be  referred  to  as  being  quasi-compet- 
itive. 

Although  a welcome  departure  from  the  cost- 
based  system,  the  DRG  system  has  many  flaws  that 
detract  from  its  potential  effectiveness.  Some  of  the 
major  ones  are  discussed  below. 

Exclusion  of  outpatient  costs.  As  indicated 
above,  the  DRG  system  applies  only  to  reimburse- 
ment for  inpatient  services.  The  integrity  of  the 
system  is  undermined  to  the  extent  that  outpatient 
costs  will  be  reimbursed  based  on  the  traditional 
cost-based  system.  Hospitals  will  clearly  have  an 
opportunity  to  assign  costs  that  are  already  in  the 
inpatient  DRG  cost-base  to  the  outpatient  area,  and 
thereby  maximize  their  outpatient  reimbursement 
through  “creative  accounting.” 

Readmissions.  There  will  be  an  incentive  to  en- 
gage in  early  discharges  and  readmissions  to  max- 
imize the  number  of  cases  and  hence  the  total 
amount  of  reimbursement.  The  Professional  Review 
Organization  (PRO)  function  will  obviously  seek  to 
curtail  this  phenomenon.  However,  since  the  need 
for  hospitalization  is  ultimately  a question  of  judg- 
ment involving  the  patient  and  his  physician,  the  ef- 
fectiveness of  the  PROs  may  be  limited  in  this 
regard. 

Preadmission  workups.  Hospitals  could  encour- 
age patients  to  receive  preadmission  workups  (and 
postdischarge  followups)  in  the  hospital  outpatient 
facilities  or  in  affiliated  clinics.  Again,  to  the  extent 
that  these  services  were  previously  performed  on  an 
inpatient  basis,  the  hospital  could  circumvent  the 
DRG  reimbursement  limits. 

Medical  education.  As  noted  above,  the  Medicare 
DRG  regulations  provide  for  full  reimbursement 
without  limitation  of  reasonable  direct  and  indirect 
medical  education  costs  in  a teaching  hospital.  The 
system  assumes  that  once  these  costs  as  determined 
by  Medicare  have  been  passed-through,  a teaching 
hospital  can  be  treated  like  any  other  hospital.  This 
is  not  necessarily  true.  There  are  many  hidden  educa- 
tion-related costs  in  a teaching  hospital  that  the 
Medicare  cost-allocation  system  is  not  fully  sensitive 
to,  does  not  pick  up,  and  hence  will  not  be  passed 
through.  For  example:  (1)  due  to  their  inexperience, 
residents  tend  to  order  more  tests  than  their  exper- 
ienced colleagues;  (2)  within  the  same  diagnosis,  a 
teaching  hospital  will  likely  have  more  acutely  ill 
patients,  and  consequently  a longer  length  of  stay, 
than  a nonteaching  hospital;  and,  (3)  physicians  in  a 
teaching  hospital  are  more  likely  to  use  expensive, 
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experimental,  and  innovative  procedures  for  treating 
a given  diagnosis  than  physicians  in  nonteaching 
hospitals.  The  treatment  of  such  costs  by  the  Medi- 
care DRG  system  is  totally  inadequate  and  will  put 
teaching  hospitals  at  a competitive  disadvantage. 

The  basic  point  here  is  that  the  same  DRG  is  likely 
to  consume  more  resources,  and  hence  to  cost  more, 
at  a teaching  hospital.  This  will  be  true  even  after 
the  pass-through  of  medical  education  costs  using 
the  Medicare  cost-allocation  system. 

Capital  costs.  As  noted  above,  the  DRG  regula- 
tions also  provide  for  pass-through  of  capital  costs, 
at  least  during  the  four  years  the  system  is  being 
phased  in  and  possibly  beyond  that  date.  It  is  reason- 
able that  costs  which  were  incurred  by  hospitals  pur- 
suant to  government-sanctioned  planning  decisions 
be  fully  reimbursed.  Hospitals  should  not  be  penal- 
ized for  past  capital  projects  that  the  state  or  the 
federal  government  encouraged  them  to  undertake. 
However,  one  questions  the  wisdom  of  passing- 
through  costs  associated  with  projects  initiated  after 
the  new  DRG  system  became  effective.  Pass- 
throughs weaken  the  risk  element  of  the  reimburse- 
ment system.  Furthermore,  capital  projects  invar- 
iably tend  to  increase  operating  costs.  By  capping 
off  reimbursement,  the  DRG  system  has  a built-in 
mechanism  for  limiting  new  capital  projects  to  only 
those  that  are  truly  necessary;  hospitals  will  have 
to  weigh  the  need  for  capital  expenditures  with  all 
other  expenditures,  and  make  their  choices  accord- 
ingly. By  passing-through  capital  costs,  and  worse  by 
suggesting  that  the  pass-through  may  continue  even 
after  the  system  is  fully  phased  in,  the  federal  gov- 
ernment is  simply  inviting  increased  activity  in  the 
area  of  capital  projects. 

Ethical  dilemma.  The  DRG  reimbursement 
system  presents  a potential  ethical  dilemma  to  physi- 
cians and  hospital  administrators,  who  will  have  to 
balance  the  “need”  for  the  quantity  and  type  of 
services  provided  against  the  financial  viability  and 
interests  of  the  hospital.  Issues  such  as  the  right  to 
die  may  come  into  sharper  focus  as  a result.  Hos- 
pitals and  physicians  will  have  to  form  their  own 
mechanism  for  ensuring  quality  of  care  and  pro- 
vision of  needed  services  if  they  do  not  want  the  gov- 
ernment to  step  in. 

Budget  neutrality.  As  noted  above,  the  DRG  rates 
established  by  Medicare  cannot  generate  total  Medi- 
care hospital  expenditures  in  excess  of  the  amounts 
appropriated  by  Congress.  This  is  known  as  the 
“budget  neutrality”  provision.  The  problem  with 
it,  of  course,  is  that  the  DRG  reimbursement  system 
becomes  a function  of  a politically  determined 
budget  rather  than  rationally  determined  prices.  In 
the  case  of  Medicaid,  federal  courts  have  con- 
sistently ruled  that  state  budgets  cannot  be  used  as  a 
factor  in  determining  hospital  rates.  It  will  be  in- 

WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983:  VOL.  82 


teresting  to  see  if  the  budget  neutrality  provision  is 
able  to  withstand  legal  scrutiny. 

It  should  be  noted  that  a DRG  payment  system  is 
not  per  se  equivalent  to  cost-containment.  Whether 
costs  are  contained  and  efficiencies  achieved  in  the 
hospital  industry  under  a DRG  system  depends  on 
how  the  DRG  prices  (rates)  are  set,  and  at  what 
level.  The  pressure  on  hospitals  will  be  lessened  and 
the  system  weakened  to  the  extent  that  prices  are  set 
in  consideration  of  the  unique  circumstances  of  a 
given  hospital  (eg,  pass-through  of  certain  costs)  or 
groups  of  hospitals  (eg,  adjustments  based  on  re- 
gional factors).  Furthermore,  if  prices  are  set  too 
high,  inefficiencies  will  persist. 

The  most  attractive  aspect  of  the  DRG  prospective 
payment  system  is  that  by  design  it  can  contain  costs 
by  placing  hospitals  at  financial  risk  and  the  risk 
element  can  inject  a measure  of  market  discipline  in 
the  hospital  industry  that  has  been  sorely  lacking. 
However,  we  would  like  to  suggest  that  the  federal 
government  (that  is,  the  Health  Care  Financing  Ad- 
ministration) has  blundered  in  a major  way  in  not 
addressing  the  flaws  we  discussed  above  that  under- 


mine the  conceptual  and  operational  integrity  of  the 
system.  The  budget  neutrality  provision  is  especially 
troublesome.  It  is  sheer  fantasy  to  believe  that  the 
DRG  system  will  have  any  credibility  if  rates  are 
based  on  the  government’s  ability  (or  inability!)  to 
pay.  The  procompetitive  element  of  DRGs  is  very 
attractive.  However,  this  element  has  not  been  in- 
tegrated into  a tight  system.  The  federal  government 
has  been  trying  for  the  past  ten  years  or  so  to  contain 
hospital  costs  through  approaches  based  on  “reason- 
able” cost,  utilization  review,  second  surgical  opin- 
ion program,  primary  provider  programs,  and  the 
like.  Even  though  these  were  good  ideas,  the  govern- 
ment did  not  succeed  because  it  got  caught  up  in  a 
bureaucratic  maze  when  trying  to  implement  them. 
We  like  the  idea  of  DRGs,  but  are  not  entirely  con- 
vinced that  the  government  can  successfully  imple- 
ment them  given  its  past  track  record.  Finally,  we 
believe  that  the  competitive  forces  in  the  healthcare 
industry,  triggered  ironically  by  DRGs,  are  now  so 
inexorable  that  they  will  probably  fast  overtake 
DRGs.  In  other  words,  the  solution  to  cost-contain- 
ment may  yet  come  from  the  private  sector.  ■ 
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-Special 


The  preservation  of  medical  humanism 


Thomas  A Leonard,  MD,  Madison,  Wisconsin 

Once  upon  a time  there  was  a relationship  between 
physician  and  patient  that  was  governed  by  high 
spiritual  values.  Until  recently  the  attainment  of  pro- 
fessional eminence  in  the  art,  fee,  skill,  and  science 
of  the  discipline  of  medicine  had  always  been  as- 
sociated with  personal  and  dedicated  concerns  not 
alone  with  the  medical  well-being  but  also  with  the 
total  well-being  of  the  patient. 

There  now  seems  to  be  developing  a gradual,  but 
nevertheless  persistent,  erosion  of  those  principles 
and  those  high  ideals  which  have  in  the  past  earned 
for  the  physician  a degree  of  respect  not  ordinarily 
accorded  to  others.  These  same  principles,  when  ap- 
plied to  the  patient,  indicated  a personal  concern 
which  had  been  recognized  throughout  the  ages  as 
a highly  necessary  ingredient  of  the  healing  art. 

What  is  happening  to  this  profession  which  we 
have  all  loved  so  much,  and  to  which  we  have  ded- 
icated our  lives?  What  has  happened  to  the  interre- 
lationships between  hospitals  and  their  staff  physi- 
cians? And,  what  has  happened  to  the  friendly, 
almost  reverential  respect  which  physicians  had  for 
one  another?  And  even  more,  what  is  happening  to 
the  unprepared  patients  who  soon  will  find  them- 
selves in  the  midst  of  the  devastating  scene  of  highly 
impersonalized  medical  care?  What  are  some  of 
these  trends  which  if  permitted  to  continue  will 
deprive  medicine  of  one  of  its  most  potent  forces, 
namely,  medical  humanism? 

There  is  one  developing  trend  which  has  already 
demonstrated  its  ability  to  depersonalize  medical 
care,  and  that  is  the  development  of  the  large  clinics. 
Because  of  their  size,  they  can  assume  certain  powers 
which  can  be  both  good  and  bad.  One  cannot  deny 
that  they  can  provide  the  apparatus  and  the  man- 
power for  delivering  the  highest  technological  med- 
ical skills.  They  can  bargain  because  of  their  size 
and  their  complexities.  They  have  the  ability  to  bar- 
gain on  a contractual  basis  with  the  group  insurers, 
and  they  can  demolish  competition.  In  the  case  of 
one  such  clinical  institution,  three  family  hospitals 
were  forced  to  close.  One  can  be  aware  of  the  disrup- 
tion of  the  professional  staff  members  of  these  hos- 
pitals by  this  occurrence. 

In  this  type  of  clinical  organization  it  seems  that 
humanism  is  lost  to  the  physician  and  the  patient. 


Presented  before  the  Madison  General  Hospital  Medical  Staff  and  active, 
associate,  and  honorary  members,  February  1983.  Copyright  1983  by  the 
State  Medical  Society  of  Wisconsin. 
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The  physician  becomes  a workman.  He  or  she  is 
hired  on  a yearly  basis  on  a verbal  contract.  Hiring 
or  firing  can  be  done  and  the  physician  has  no  legal 
recourse  for  any  possible  considered  injustice.  How 
can  motivation  and  dedication  on  the  highest  profes- 
sional level  thrive  under  such  circumstances? 

And,  what  about  the  patient?  Within  the  structure 
of  highly  mechanized  clinical  organizations,  it  is 
necessary  that  the  patient  conform.  There  is  usually 
an  assignment,  and  then  not  to  a physician,  but  to  a 
department.  The  patient  becomes  a statistic  in  this 
vast  rumble  of  impersonal  relationships.  The  patient 
may  receive  adequate  diagnosis  and  therapy  and 
emerge  cured  of  the  medical  ailment;  however,  all 
of  this  has  usually  occurred  with  the  assemblance  of 
a robotic  performance,  and  the  soul  of  medicine 
has  expired  in  the  process.  Procedures  are  per- 
formed. If  there  was  no  time  today,  come  back  to- 
morrow. Only  so  much  of  our  product  can  be  sold 
in  one  period  of  time. 

It  is  not  the  purpose  of  this  essay  to  deemphasize 
the  high  technological  skills  oftentimes  so  necessary 
to  complete  understanding  of  what  a physical  ail- 
ment is  all  about.  However,  when  it  is  divorced  from 
the  common  understanding  of  personal  communica- 
tion between  physician  and  patient,  something  of 
great  value  has  been  lost. 

There  is  still  another  episode  in  current  trends 
which  plays  a very  important  role  in  this  rape  of 
medical  humanism.  The  patient  is  now  placed  upon 
the  sacrificial  altar  of  total  depersonalization.  The 
delivery  of  medical  care  is  now  placed  upon  the  auc- 
tion block.  Municipalities,  state  government  organi- 
zations, and  industry  contract  with  health  main- 
tenance organizations  to  provide  health  care  for 
their  employees.  The  HMO-type  organizations  also 
solicit  membership  from  individual  families  or  from 
cooperatives.  The  programs  are  designed  to  provide 
only  basic  medical  care  with  reasonable  and  cus- 
tomary fees  of  consulting  specialists  included.  Thus, 
medical  care  becomes  a commodity  sold  to  the  low- 
est bidder  among  physician  groups.  It  is  obvious 
that  only  well-organized  groups  of  sufficient  size  can 
bid  for  such  a contract. 

There  is  no  place  for  medicine  to  pattern  itself 
after  the  fast-food  industry;  the  fast  in-and-out 
process  where  the  more  frequently  the  door  swings 
the  more  money  is  made.  Everyone  is  well  aware  of 
the  high  cost  of  medical  care  and  everyone  is  agreed 
that  it  is  time  that  something  be  done  about  it.  How- 
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ever,  the  possible  deletion  of  needed  diagnostic  and 
therapeutic  procedures  and  the  probable  absence  of 
personal  human  concern  is  not  the  answer. 

My  world  has  never  been  a static  one.  Throughout 
my  lifetime  of  medical  involvement,  change  has 
contributed  tremendously  to  both  technological 
and  humanistic  progress.  However,  in  the  process  of 
evaluating  change,  those  facets  which  are  and  can  be 
provocative  of  bad  should  be  discouraged  and  pos- 
sibly eliminated. 

For  example,  there  should  be  no  monoply  as- 
sociated with  the  practice  of  medicine.  No  physicians 
should  be  denied  possible  access  by  patients  who 
may  wish  to  choose  them.  Likewise,  there  should  be 
no  denial  to  the  patient  of  the  same  basic  rights  of 
freedom  of  choice  and  of  decision  making.  These 
privileges  should  also  be  extended  to  hospital  choice. 
That  tremendously  necessary  communication  be- 
tween physician  and  patient  should  be  preserved. 
Physicians  should  not  be  disrupted.  They  should 
be  friends.  They  should  respect  each  others  abilities 
and  integrity.  They  should  join  together  in  a com- 
mon purpose  of  bringing  the  best  possible  medical 
arts  and  skills  and  high  technologies  in  a humanistic 
way  to  their  patients.  And  they  should  attempt  to  do 
this  on  a basis  commensurate  with  the  economy  of 
the  times. 


It  is  time  that  physicians  get  together,  become 
fully  aware  of  all  the  intruding  factors,  define  and 
set  some  common  purposes,  and  then  become  active 
in  working  together  among  themselves,  with  their 
hospital,  and  with  the  various  insurer  groups.  For  it 
is  only  in  these  ways  that  dialogue,  negotiation, 
and  collaboration  can  be  intelligently  pursued. 

If  you  think  these  ideas  have  emerged  from  a 
cracked  bonnet,  please  let  me  assure  you  that  they 
have  not.  I am  one  of  you — one  of  all  of  you — 
another  physician  who,  although  retired  for  the 
past  several  years,  can  perhaps  look  at  this  in  a 
purely  objective  manner.  I have  not  liked  some  of 
the  things  which  I have  learned. 

You  who  are  actively  involved  must  have  among 
you  leadership  capable  of  approaching  these  prob- 
lems in  the  most  intelligent  manner.  Passive  accept- 
ance of  current  trends  will  only  prolong  them.  I do 
not  advocate  momentary  decisions  based  on  indig- 
nant wrath,  but  I do  suggest  that  some  degree  of 
promptness  be  devoted  to  the  solution  of  these 
trends.  The  very  soul  of  a humane  type  of  delivery 
of  medical  service  is  at  stake.  In  my  opinion,  it  is  not 
too  late  to  reverse  some  of  these  processes  and  en- 
sure for  the  future  that  the  rape  of  medical  human- 
ism will  not  occur.* 


CLASSICAL  ITALIAN 
RESTAURANT 

5518  UNIVERSITY  AVENUE 
MADISON  (608)  233-2200 

ELEGANT  DINING  • FINE  WINES  • INTIMATE 
COCKTAIL  LOUNGE  • OPEN  DAILY  AT  5:00  PM 


“For  an  elegant  night  of  Italian  dining.  ” —Prof  Herbert  Kubly,  Milwaukee  Journal  writer 


WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983:  VOL.  82 


15 


CARDIOLOGIST' GYN 

IATRIST  NOW  SURGE 

1ST  THE  DOCTOR’S  DE 
GIST  SOFTWARE  RAD 
R0AT  FOR  THE  POD! 
1C  IAN  IBM  PC  DERM 

EROLOG 


Annson  Corporation,  the  leader  in  medical  office  software, 
now  introduces  its  newest  system  based  on  the  IBM  PC, 
the  leader  in  personal  computers.  You  get  the  best  of  both! 

You  get  a perfectly  organized,  easy  to  use  doctors  office 
management  system  designed  specifically  for  the 
modern  medical  practice. 

The  Annson  System  gives  you  faster,  centralized  billing 


and  insurance  processing,  while  eliminating  errors 
and  rejections. 

In  a word,  the  Annson  System  and  the  IBM  PC  will  do 
everything  you  need  it  to  do— thereby  allowing  you  and 
your  staff  more  time  for  personalized  consultation. 

Call  Annson  today  for  the  location  of  your  nearest  IBM/ 
Annson  dealer.  He’ll  be  pleased  to  arrange  for  a private 
demonstration. 


IMIMSON 


c 

a 

R 

P 


4350  Oakton  Street,  Skokie,  Illinois  60076  (31 2)  673-1 1 84 

Annson  is  a registered  trademark  of  Annson  Corp.  IBM  is  a trademark  of  International  Business  Machines  Corp.  © Annson  Corporation,  Skokie,  IL  60076.  All  rights  reserved 


Scientific  Medicine 


VICTOR  S FALK,  MD,  Medical  Editor 


Improved  treatment  of  acute  nonlymphocytic  leukemia 
in  a community  hospital— The  Marshfield  Clinic/St 
Joseph’s  Hospital;  experience  1974-1981 

James  P Conterato,  MD;  William  R Friedenberg,  MD;  Joseph  J Mazza,  MD;  Pat  Gatlin,  BS; 

Jane  A Gehlsen,  MD;  and  Lee  L Schloesser,  MD 

Marshfield,  Wisconsin 


ABSTRACT.  Between  1974  and  1981,  57  patients  were 
treated  for  acute  nonlymphocytic  leukemia.  All  patients 
treated  for  more  than  24  hours  are  included  in  this  report, 
despite  their  age  or  prior  existing  organ  dysfunction.  Be- 
tween 1974  and  1977,  21  of  27  patients  were  treated  with 
nonanthracycline-containing  regimens  with  a complete 
remission  rate  in  this  interval  of  44.4%.  Between  1978 
and  1981,  28  of  30  patients  were  treated  with  an  anthra- 
cycline-containing  regimen  with  a remission  rate  of  60% 
in  this  interval.  For  the  entire  period  the  remission  rate 
was  52.6%  (30  of  57  patients).  In  the  regimens  without 
anthracycline  8 of  23  patients  had  a remission  rate  of 
34.8%  with  a median  survival  of  eight  months.  Four  pa- 
tients remain  alive  and  in  remission  12  to  15  months  from 
induction  in  the  group  treated  with  anthracycline.  For  the 
entire  group  the  median  duration  of  remission  was  five 
months,  with  a median  survival  of  11  months  for  those 
achieving  remission.  Seven  of  the  57  patients  had  pre- 
leukemic syndromes.  A separate  analysis  without  these 
patients  did  not  significantly  change  the  results.  Demo- 
graphic analysis  by  age  and  sex  revealed  comparable 
groups  in  the  two  periods  and  treatments  analyzed.  Med- 
ian age  between  1974  and  1977  was  62  years;  between 
1978  and  1981  it  was  57.  For  the  anthracycline  group  the 
median  age  was  55  years;  it  was  also  55  for  the  non- 
anthracycline-treated  group.  Analysis  of  all  patients  by 
FAB  (French- American-British)  classification  revealed 
no  differences.  There  was  a statistically  significant  dif- 
ference between  the  anthracycline-  and  nonanthracycline- 
treated  groups  relative  to  the  remission  rate  and  survival 
(p<0.05).  The  treatment  of  acute  nonlymphocytic  leuke- 
mia at  a community  hospital  has  paralleled  the  improve- 
ment demonstrated  at  large  centers  and  by  group  studies. 


From  the  Marshfield  Clinic,  Marshfield,  Wisconsin.  Supported  by  the 
Marshfield  Medical  Foundation,  Marshfield.  Publication  support  pro- 
vided. Reprint  requests  to:  Pat  Gatlin,  BS,  Flematology,  Marshfield 
Clinic,  1000  North  Oak  Ave,  Marshfield,  Wis  54449.  Copyright  1983  by 
the  State  Medical  Society  of  Wisconsin. 


The  therapy  of  acute  nonlymphocytic  leukemia 
has  undergone  considerable  change  in  the  past 
decade.  Complete  remission  rates  for  this  disease, 
using  combination  chemotherapy,  have  ranged  from 
35%  to  85%  in  reports  from  large,  multicenter 
groups  and  single  leukemia  center  studies.115  It  has 
been  demonstrated  that  community  hospitals  are 
capable  of  participating  in  the  care  of  malignancies, 
obtaining  response  rates  that  are  comparable  to 
larger  institutions.16  A few  reports  suggest  that  re- 
mission rates  in  community  hospitals  may  be  similar 
to  university  centers.  This  report  retrospectively 
analyzes  the  experience  of  the  Marshfield  Clinic,  a 
community  hospital-based  multispecialty  clinic,  in 
the  treatment  of  acute  nonlymphocytic  leukemia 
from  1974-1981.  The  purpose  was  to  assess  whether 
acute  nonlymphocytic  leukemia  can  be  effectively 
treated  at  the  community  level  and  whether  the  ex- 
perience gained  and  technical  advances  developed  at 
university  centers  have  been  implemented  by  com- 
munity clinicians  with  subsequent  improvements  in 
remission  rates  and  survival. 

MATERIALS  AND  METHODS 
Patients.  Between  1974  and  1981,  93  patients  were 
initially  diagnosed  as  having  acute  nonlymphocytic 
leukemia  at  the  Marshfield  Clinic.  Thirty-six  pa- 
tients were  excluded  from  analysis  because:  the  pa- 
tients elected  chemotherapy  not  intended  to  achieve 
remission  due  to  age  and  associated  illness  (20),  re- 
fusing chemotherapy  (7),  seeking  therapy  at  other 
institutions  (2),  presenting  in  the  blast  crisis  of 
chronic  granulocytic  leukemia  (4),  or  receiving  less 
than  24  hours  of  chemotherapy  before  dying  (3).  In- 
cluded in  the  remaining  57  patients  were  seven  pa- 
tients with  preexisting  preleukemic  syndromes,  one 
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Table  1 — Composition  of  each  group  analyzed  by  patient  characteristics 


Total 

(patients) 

Female 

Male 

Median  Age 
(years) 

Remission  Rate 
(%) 

All  patients 

57 

26 

31 

60  (22-79) 

52.6 

Period:  1974-1977 

27 

10 

17 

62  (22-78) 

44.4 

Period:  1978-1981 

30 

16 

14 

57  (24-79) 

60.0 

Nonanthracycline  regimen 

23 

9 

14 

63  (22-79) 

34.8 

Anthracycline  regimen 

34 

17 

17 

55  (24-78) 

64.7 

patient  with  subacute  leukemia,  and  one  patient  who 
had  previously  been  treated  for  a malignant  disease 
(multiple  myeloma).  A separate  analysis  of  outcome, 
with  these  nine  patients  excluded,  did  not  reveal  any 
statistically  significant  differences. 

Definition  of  remission,  remission  duration,  sur- 
vival from  remission,  and  overall  survival.  Remis- 
sion was  defined  as  the  patient  appearing  clinically 
free  of  disease;  a bone  marrow  demonstrating  less 
than  5%  blasts  with  normal  cellularity;  and  a peri- 
pheral blood  smear  demonstrating  > 100,000  plate- 
lets per  cu  mm,  > 2,000  granulocytes  per  mm,  and  a 
hemoglobin  level  of  > 10  gm%  without  supporting 
transfusions.  These  criteria  for  remission  are  similar 
to  those  employed  by  the  Eastern  Cooperative  On- 
cology Group  (ECOG).  Duration  of  remission  was 
defined  as  the  period  between  obtaining  a remission 
bone  marrow  and  evidence  of  hematologic  relapse. 
Survival  from  remission  was  defined  as  the  period 
between  achieving  a remission  bone  marrow  and  pa- 
tient death.  Overall  survival  was  the  period  between 
the  initiation  of  therapy  and  patient  death  for  all 
patients  in  a group,  regardless  of  whether  remission 
had  been  attained. 

Chemotherapy  regimens.  The  majority  of  pa- 
tients who  were  treated  received  one  of  three  reg- 
imens being  employed  by  the  Marshfield  Clinic 
during  1974-1981.  The  regimens  were: 

[A]  COAP  (21  patients):  cyclophosphamide  and 
cytosine  arabinoside  (Ara-C),  100  mg/m2/day  intra- 
venously (IV)  in  divided  doses  every  eight  hours, 
days  1-5;  vincristine,  1.4  mg/m2  IV  bolus,  day  1; 
prednisone,  25  mg  postoperatively  every  six  hours, 
days  1-5; 

[B]  DAT  (20  patients):  daunorubicin,  60  mg/m2 
IV  bolus,  days  1-3;  Ara-C  25  mg/m2  IV  bolus  fol- 
lowed by  200  mg/m2/day  continuous  IV  infusion, 
days  1-5;  6-thioguanine  (6-TG),  200  mg/m2/day 
postoperatively  in  divided  doses  every  12  hours, 
days  1-5; 

[C]  7 and  3 (12  patients):  daunorubicin,  45  mg/m2 
IV  bolus,  days  1-3;  Ara-C,  100  mg/m2/day  IV  in- 
fusion, days  1-7. 
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Of  the  remaining  four  patients,  two  received  com- 
bination chemotherapy  using  Ara-C  and  6-TG;  one 
using  cyclophosphamide,  vincristine,  and  predni- 
sone; and  one  patient  using  daunorubicin,  vincris- 
tine, Ara-C,  and  6-TG.  Eleven  patients  on  anthra- 
cycline-containing  regimens  (DAT  and  7 and  3 infu- 
sion) who  achieved  remission  were  placed  on  main- 
tenance chemotherapy  programs  using  various  com- 
binations of  6-TG  and  Ara-C.  Two  patients  achiev- 
ing remission  on  COAP  received  consolidation 
therapy  with  repeat  cycles  of  COAP  every  six  weeks. 
The  other  patients  received  no  form  of  consolidation 
or  maintenance  therapy. 

Hospital  care.  All  but  a few  patients  were  begun 
on  chemotherapy  within  24  to  48  hours  of  the  diag- 
nosis of  acute  nonlymphocytic  leukemia,  although 
therapy  was  delayed  in  a few  because  of  severe  infec- 
tions. No  patient  was  placed  in  a laminar  air  flow 
room  or  received  nonabsorbable  postoperative  anti- 
biotics. Antibiotic  therapy  employing  either  a ce- 
phalosporin or  an  extended  spectrum  penicillin  in 
combination  with  an  aminoglycoside  was  started  on 
febrile  leukemic  patients.  Transfusions  of  prophylac- 
tic and  therapeutic  platelets,  therapeutic  granulocyte 
transfusions,  prophylactic  use  of  sulfamethoxazole- 
trimethoprim,  ketoconazole,  and  mycostatin,  as 
well  as  hyperalimentation  were  employed  at  the  dis- 
cretion of  the  attending  physician.  Hickman  and 
Broviac  catheters  were  inserted  routinely  in  most 
patients  beginning  in  1980. 

Data  analysis.  The  patients  in  this  study  were 
analyzed  in  terms  of  three  different  groupings:  [1] 
all  57  patients;  [2]  patients  on  anthracycline-con- 
taining  regimens  (34)  vs  those  on  nonanthracycline 
regimens  (23);  and  [3]  those  treated  from  1974-1977 
(27)  vs  1978-1981  (30).  The  various  groups  were 
examined  for  remission  rate,  remission  duration, 
survival  from  remission,  and  overall  survival  for 
each  group.  Calculations  were  made  in  terms  of  the 
nearest  month  through  August  1982.  Statistical 
analysis  was  done  by  chi  square  technique  to  obtain 
p values.  These  were  all  univariate  analyses. 
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RESULTS 

Group  comparisons.  Each  group’s  patient  com- 
position is  shown  in  Table  1 . Except  for  a small  over- 
lap, it  should  be  noted  that  the  groups  of  patients 
analyzed  by  years  (1974-1977,  1978-1981)  and  the 
groups  analyzed  according  to  whether  they  received 
anthracycline  treatment  are  very  nearly  the  same. 
Anthracycline-containing  regimens  were  adopted 
and  COAP  was  abandoned  in  the  period  1977-1978. 
The  morphologic  breakdown  of  the  leukemias,  ac- 
cording to  the  FAB  classification,  for  each  group  is 
shown  in  Table  2.  The  ages,  leukemia  subtypes,  and 
relative  sex  ratios  of  each  of  the  analyzed  groups  are 
similar  except  for  an  increased  number  of  undif- 
ferentiated leukemias  in  the  1974-1977  group  and  in 
the  nonanthracycline-treated  group. 

Remission.  The  remission  rate  for  all  patients 
from  1974-1981  was  52.6%.  The  breakdown  by 
years  and  treatment  regimens  is  shown  in  Table  3. 
Those  patients  on  anthracycline  regimens  achieved  a 
remission  rate  of  64.7%  compared  to  34.8%  for  the 
nonanthracycline-treated  group  (p  = 0.05).  During 
1974-1977,  the  remission  rate  was  44.4%  vs  60%  for 
1978-81  (p>0.05).  An  age-related  analysis  re- 
vealed that  those  patients  receiving  an  anthracycline 
regimen  who  were  50  years  or  younger  had  a remis- 
sion rate  of  87.5%  (7  of  8 patients)  vs  57.7%  (15 
of  26  patients)  of  those  over  50  years  (p  = 0.03). 
Those  on  nonanthracycline  regimens  attained  a re- 
mission rate  of  80%  (4/5  patients)  if  they  were  50 
years  or  younger  vs  22.2%  (4/18  patients)  if  over  50 
years  (p>0.05). 

Remission  duration  and  survival  from  remission. 

The  median  remission  duration  for  nonanthra- 
cycline-treated patients  was  four  months  (range: 
0-18  months)  with  a median  survival  from  remission 
of  10  months  (range:  0-20)  vs  respective  values  of 
seven  months  (range:  1-38)  and  12  months  (range:  3- 
38)  for  anthracycline-treated  patients  (p>0.05  for 
both  comparisons).  Four  patients  in  the  anthra- 
cycline group  are  still  surviving  in  first  remission  at 
12  + , 12  + , 14 + , and  16+  months  (Figs  1 and  2). 
Median  remission  duration  during  the  period  1974- 
1977  was  three  months  (range:  1-38)  with  a median 


survival  from  remission  of  seven  months  (range 
3-38)  vs  respective  values  of  nine  months  (range: 
0-38)  and  12  months  (range:  0-38)  for  the  period 
1978-1981  (p>0.05  for  both  comparisons).  Five  pa- 
tients in  the  1978-81  period  are  still  alive  at  12 + , 
12 +,  14 + , 16 + , and  29+  months,  four  of  whom 
are  still  in  first  remission. 

Survival  from  initiation  of  therapy.  The  median 
survival  from  initiation  of  therapy  was  three  months 
(range:  0-22  months)  for  patients  on  nonanthra- 
cycline regimens  and  eight  months  (range:  0-40  with 
five  patients  still  surviving)  for  patients  on  anthra- 
cycline regimens  (p<0.02).  This  is  also  shown  in 
Figs  1 and  2.  During  the  period  1974-1977,  median 
duration  of  survival  was  four  months  (range:  0-40) 
vs  seven  months  (range:  0-40  with  five  patients  still 
surviving)  for  the  period  1978-1981  (p>0.05).  Over- 
all survival  for  all  57  patients  was  five  months 
(Fig  3). 

DISCUSSION 

Our  overall  remission  rate  was  52.6%  using  sev- 
eral different  treatment  regimens.  As  a transition 
was  made  in  later  years  from  nonanthracycline  reg- 
imens to  anthracycline-containing  regimens,  remis- 


Table  3 — 1974-81  Acute  nonlymphocytic  leukemia:  Remission 
rate  by  year  and  treatment  regimen 


Anthracycline 

Nonanthracycline 

Regimen 

Regimen 

Year 

(%) 

(%) 

1974 

1/7  (14.3) 

1975 

3/8  (37.5) 

1976 

3/4  ( 75.0) 

2/4  (50.0) 

1977 

2/2  (100.0) 

1/2  (50.0) 

1978 

3/7  ( 42.9) 

1/2  (50.0) 

1979 

1/3  ( 33.3) 

1980 

5/6  ( 83.3) 

1981 

8/12  ( 66.7) 

22/34  ( 64.7) 

8/23  (34.8) 

TOTAL 

30/57  ( 52.6) 

Table  2 — Leukemia  morphology  for  each  group  analyzed 


Acute  Undifferentiated 
Leukemia 

Ml 

FAB  Classifications 
M2  M3  M4 

M5 

All  patients 

6 

1 

18 

3 

28 

1 

Period  1974-1977 

5 

1 

9 

0 

12 

0 

Period  1978-1981 

1 

0 

9 

3 

16 

1 

Nonanthracycline  regimen 

6 

1 

7 

1 

8 

0 

Anthracycline  regimen 

0 

0 

11 

2 

20 

1 
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sion  rates  rose  from  34.8%  to  64.7%.  The  remission 
rate  of  34.8%  using  COAP  is  comparable  to  remis- 
sion rates  reported  by  the  Southwest  Oncology 
Group  (SWOG)  of  37%  and  48%  in  prospective 
studies  employing  the  same  regimen.13'14  The  later 
figure  of  64.8%  using  anthracycline-containing 
regimens  also  compares  favorably  with  various  large 
study  groups  and  institutions  such  as  Sidney  Farber 
Cancer  Institute,  70% :7  Northwest  Cooperative 
Cancer  Study  Group,  59%  and  70% ;4  University 
of  Pennsylvania,  67 % ;9  Cancer  and  Leukemia 
Group  B,  26%-56%;6  and  the  UCLA  Acute  Leuke- 
mia Study  Group,  82%. 8 

Additionally  we  found  that  younger  patients  had  a 
better  prognosis  in  terms  of  remission  induction  with 
remission  rates  of  87.5%  and  80%  for  anthracycline- 
containing  and  nonanthracycline  regimens  respec- 
tively. Similar  conclusions  were  reached  by  Cancer 
and  Leukemia  Group  B,6  the  SWOG,413  Roswell 
Park  Memorial  Institute,11  and  the  University  of 
Washington.5 

Remission  duration,  survival  from  remission  and 
overall  survival  are  less  than  some  recently  reported 
series.5  8 However,  unlike  most  protocol  studies,  no 
patients  were  excluded  from  this  review  or  from 
treatment  on  the  basis  of  age,  preexisting  marrow 
disorders  (except  chronic  granulocytic  leukemia),  or 
other  organ  dysfunction.  Also,  most  of  the  patients 
were  not  on  protocols  employing  aggressive  consol- 
idation programs.  Nonetheless,  in  the  past  several 
years,  four  patients  remain  alive  and  in  first  remis- 
sion for  more  than  one  year.  The  number  of  current 
disease-free  survivors  from  time  of  remission  (22%) 
is  similar  to  recently  reported  results  from  other  cen- 
ters,5-8 but  our  followup  is  not  nearly  long  enough 
for  any  conclusions  regarding  cure  in  our  patients. 
Hopefully,  we  shall  see  the  emergence  of  a group  of 
potentially  “cured”  long-term  survivors. 

Successful  induction  of  remission  in  acute  non- 
anthracycline leukemia  has  been  achieved  through 
the  implementation  of  intensive  chemotherapy  and 
aggressive  supportive  care  employing  blood  product 
transfusions,  prophylaxis  and  therapy  of  infections, 
increased  participation  in  multi-institutional  studies, 
and  perhaps  improved  nutritional  support.  Analysis 
of  the  Marshfield  Clinic  experience  between  1974- 
1981  indicates  that  we  obtained  progressive  improve- 
ment in  the  therapy  of  acute  nonanthracycline  leu- 
kemia similar  to  that  reported  at  larger  university 
centers. 


It  is  not  entirely  possible  to  cite  which  of  the  many 
advances  witnessed  in  the  therapy  of  acute  non- 
anthracycline leukemia  over  the  past  decade  are 
most  responsible  for  the  steady  improvement  that 
has  occurred.  This  study  points  out  that  it  is  possible 
for  a community-based  program  to  provide  therapy 
for  acute  nonanthracycline  leukemia  that  is  com- 
parable to  larger  institutions  using  present-day 
standards  of  care.  It  appears  that  as  our  experience 
expanded  and  chemotherapy  and  supportive  care 
improved,  our  rates  of  remisison  and  survival  also 
improved. 
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Chorea  as  a clinical  sign:  Is  it  Huntington’s  disease? 

Norman  C Reynolds  Jr,  MD,  Milwaukee,  Wisconsin 


The  prevalence  of  Huntington’s  disease  in  Wis- 
consin is  estimated  by  the  Wisconsin  Chapter  of  the 
Huntington’s  Society  (Committee  to  Combat  Hunt- 
ington’s Disease,  Chapter  8)  as  304  families  at  the 
start  of  1983.  This  represents  over  500  individuals 
known  to  the  chapter  and  it  is  estimated  that  in  each 
family  there  are  two  to  three  additional  members 
who  are  at  risk  for  developing  the  disease.  The  num- 
ber of  families  of  individuals  willing  to  register  is 
limited  for  a variety  of  reasons  such  as  a preference 
for  social  isolation,  embarrassment  concerning  the 
stigma  of  carrying  a genetic  disease,  and  guilt. 
Others  are  lost  to  followup  by  institutional  place- 
ment. 

The  responsibility  for  diagnosis  of  Huntington’s 
disease  rests  with  the  individual  practitioner  and 
must  be  based  on  an  index  of  suspicion  of  specific 
diagnostic  signs  of  movement  disorder  or  the  ap- 
pearance of  presenile  dementia.  Either  or  both  of 
these  presentations  are  accompanied  by  a positive 
family  history  of  an  autosomal  dominant  inheri- 
tance with  100%  penetrance  (ie,  if  inherited,  the  gene 
expresses  itself  without  skipping  generations).  Un- 
fortunately the  family  history  may  either  be  guarded 
or  unavailable. 

Although  genetic  biochemists  are  trying  to  iden- 
tify a genetic  marker  early  in  life,  the  current  state  of 
diagnostic  testing  falls  short  of  the  sensitivity  and 
accuracy  needed  for  clinical  certainty.  The  L-dopa 
stimulation  test  can  exaggerate  extrapyramidal  cir- 
cuit imbalance  if  it  is  present.1  However,  the  degen- 
erative process  leading  to  the  circuit  imbalance  has 
its  onset  typically  in  middle  age,  leaving  diagnosis  an 
open  question  when  the  test  is  negative.  A positive 
test  with  exaggerated  movements  also  can  be  seen  in 
similar  diseases;  eg  tardive  dyskinesia,  or  it  can  be 
correctly  positive  but  psychologically  catastrophic  in 
a Huntington’s  patient  who  learns  what  his  future 
disability  might  become.  High  resolution  computer- 
ized tomographic  (CT)  scanning  can  be  helpful  if 
there  is  obvious  selective  caudate  atrophy,  but  the 
range  of  atrophy  is  variable  and  lower  resolution 
scanning  often  is  unacceptable. 

Chorea  is  a rapid  nonrhythmic  jerk  of  a body  part 
most  commonly  seen  distally  in  a hand,  foot,  or 
digit.  When  present  in  Huntington’s  disease,  it  must 
be  recognized  among  a spectrum  of  other  extra- 
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pyramidal  signs  such  as  dystonic  movements  and 
postures,  tremors,  and  facial  tics.  It  must  be  dis- 
tinguished from  akathisia  which  is  a neuroleptic- 
induced  motor  restlessness.  Akathisia  can  be  a ran- 
dom motor  restlessness  or  a stereotypic  movement 
especially  when  associated  with  tardive  dyskinesia, 
another  neuroleptic-induced  syndrome.  When  recog- 
nized early,  akathisia  can  be  controlled  with  anti- 
cholinergic drugs  such  as  benztropine.  However, 
when  signs  of  tardive  dyskinesia  occur,  typically 
involving  bizarre  orofaciolingual  movements,  the 
neuroleptic  should  be  discontinued  before  the  syn- 
drome becomes  irreversible. 

The  use  of  anticholinergic  drugs  in  tardive  dys- 
kinesia is  known  to  amplify  rather  than  to  alleviate 
the  motor  signs.2  3 In  fact,  the  routine  use  of  such 
drugs  as  a preventive  measure  to  control  potential 
parkinsonian  rigidity  complicating  chronic  neuro- 
leptic use  is  discouraged  since  the  circuit  imbalance 
produced  by  this  preventive  measure  may  increase 
the  risk  of  developing  tardive  dyskinesia.24  Anti- 
cholinergic drugs  are  indicated  for  parkinsonian 
rigidity  and  can  be  used  when  this  complicates 
neuroleptic  use.  The  broad  spectrum  of  neuroleptic 
drugs  available  on  the  market  today  makes  the 
option  of  switching  to  an  alternative  neuroleptic 
with  less  side  effects  a feasible  alternative. 

A differential  diagnosis  for  choreiform  disorders 
should  be  entertained  at  the  outset  in  each  patient 
regardless  of  family  history.  Syndromes  which  can 
mimic  Huntington’s  disease  include  autoimmune 
vasculitis,  subdural  hematoma,  lues,  tardive  dys- 
kinesia, postinfectious  chorea  (including  Syden- 
ham’s chorea),  chorea  gravidarum,  Wilson’s  hepato- 
lenticular degeneration,  and  drug  abuse  with  central 
nervous  system  stimulants.  A positive  family  history 
can  dissuade  the  physician  from  considering  other 
acquired  diseases.  When  medication  control  in 
known  Huntington’s  patients  becomes  suddenly 
ineffective,  consideration  of  other  acquired  causes 
of  chorea  should  be  made. 

The  following  three  cases  are  offered  as  examples 
of  the  problems  of  clear  diagnoses  when  alternatives 
should  be  entertained. 

CASE  REPORTS 

Case  1.  A 65-year-old,  white,  widowed  female  was 
admitted  to  the  hospital  for  better  medical  control  of 
Huntington’s  disease,  a diagnosis  made  nine  years 
ago.  Family  history  revealed  one  normal  son  age  45, 
one  retarded  daughter  age  41,  and  one  married 
daughter  age  43  with  mental  problems  and  children 
of  her  own.  Her  mother  had  died  at  age  37  of  un- 
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known  causes.  The  patient’s  history  included  num- 
erous psychiatric  admissions  for  “mental  break- 
down,’’ and  she  admitted  taking  numerous  neuro- 
leptics in  the  past.  Her  current  medications  were: 
alphamethyldopa  (Aldomet® ) 500  mg  twice  daily  for 
hypertension,  fluphenazine  (Prolixin®)  1 mg  four 
times  a day,  benztropine  mesylate  (Cogentin® ) 1 mg 
twice  daily,  and  Librax®  (combination  of  chlordia- 
zepoxide  hydrochloride  and  clidinium  bromide) 
three  times  a day  for  emotional  problems  and  ab- 
normal movements. 

Examination  revealed  a supine  blood  pressure  of 
170/94  mmHg,  recurrent  facial  grimacing,  dystonic 
postures  of  both  arms,  and  repeated  restless  move- 
ments of  the  legs.  Mental  status  revealed  intact 
recent  memory  and  a preoccupation  for  multiple 
somatic  complaints.  The  patient  was  oriented  and 
showed  no  evidence  of  thought  disorder.  Laboratory 
tests  were  normal  for  Westergren  erythrocyte  sedi- 
mentation rate,  serum  glutamic  oxaloacetic  trans- 
aminase, rapid  plasma  reagin,  fluorescent  trepo- 
nemal antibody,  and  blood  urea  nitrogen.  The  anti- 
nuclear antibody  test  was  positive  with  titer  1:64 
and  3 + diffuse  pattern.  Computed  tomographic 
scanning  showed  calcification  of  the  left  globus  pal- 
lidus  but  no  atrophy  of  the  brain  including  the 
caudate. 

Neuropsychological  testing  revealed  a severe  at- 
tentional  dysfunction  within  the  context  of  preserved 
intellectual  and  memory  function.  Personality  eval- 
uation revealed  a somatization  disorder  of  psychotic 
proportions. 

Because  abnormal  movements  had  properties  sug- 
gestive of  akathisia  and  tardive  dyskinesia  and  be- 
cause the  intellectual  functioning  and  computed 
tomographic  findings  were  not  supportive  of  a diag- 
nosis of  Huntington’s  disease,  medications  were  dis- 
continued except  for  Aldomet® . Previous  medical 
records  revealed  the  onset  of  the  same  abnormal 
movements  nine  to  ten  years  ago  while  taking  neuro- 
leptics. She  had  seen  a number  of  psychiatrists  over 
the  years.  The  diagnosis  of  psychosis  was  made 
earlier  and  subsequently  changed  to  Huntington’s 
disease.  Telephone  contact  with  relatives  was  not 
possible  because  of  angry  and  noncommunicative 
attitudes. 

The  patient’s  discharge  diagnoses  were  tardive 
dyskinesia,  improved;  akathisia,  resolved;  somati- 
zation disorder,  active;  schizophrenia,  probable;  and 
hypertension,  controlled.  An  attempt  was  made  to 
contact  her  daughter  by  mail,  informing  her  that 
there  was  no  evidence  of  Huntington’s  disease  and 
that  she  was  not  at  risk  for  it;  and  she  should  dis- 
seminate this  information  to  other  family  members. 

Case  2.  This  was  a 48-year-old,  white,  divorced 
female  who  was  a chronic  alcoholic  and  whose 
father  had  died  at  age  50  with  Huntington’s  disease. 
She  had  a healthy  brother  age  5 1 . Her  children  were 
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ages  22,  23,  27,  and  28;  they  came  to  the  office  for 
a conference  at  which  time  they  were  dismayed  at 
their  mother’s  drinking  problem  and  her  lack  of 
nutrition. 

Examination  revealed  no  choreiform,  but  there 
were  slight  dystonic  movements  of  the  upper  extrem- 
ities. There  was  dystonic  and  ataxic  gait.  Both  upper 
extremities  showed  a prominent  action  tremor. 

In  the  hospital,  repeated  neurologic  examinations 
were  essentially  unchanged,  and  a cardiovascular 
examination,  chest  x-ray  films,  and  electrocardio- 
graphic studies  were  within  normal  limits.  Serum 
glutamic  oxaloacetic  transaminase  and  bilirubin 
levels  were  slightly  elevated;  serum  potassium  and 
magnesium  were  low;  and  serum  amylase,  blood 
urea  nitrogen,  Westergren  erythrocyte  sedimentation 
rate,  VDRL,  and  fluorescent  treponemal  antibody 
were  within  normal  limits.  The  antinuclear  antibody 
test  was  positive  with  titer  1:16  and  1 + diffuse  pat- 
tern. 

The  patient  was  observed  for  signs  of  alcohol 
withdrawal  for  two  days  with  administration  of 
supplemental  thiamine  100  mg  four  times  a day.  On 
the  fifth  day  the  patient  displayed  auditory  and 
visual  hallucinations  and  was  placed  on  haloperidol 
(Haldol® ) 5 mg  every  four  to  six  hours  as  necessary. 
Her  gait  and  motor  control  improved  slightly  but  the 
action  tremor  persisted.  A computed  tomographic 
scan  revealed  marked  atrophy  of  the  caudate  bi- 
laterally with  mild  ventricular  dilatation  and  mild 
enlargement  of  cortical  sulci.  Neuropsychological 
testing  revealed  poor  cognitive  performance  sug- 
gestive of  a dementing  process.  An  electromyelo- 
graphic  study  revealed  evidence  of  sensorimotor 
polyneuropathy. 

It  was  felt  that  her  improvement  in  motor  skills 
while  taking  neuroleptics,  the  computed  tomo- 
graphic scan,  and  neuropsychological  testing  sup- 
ported a positive  diagnosis  of  Huntington’s  disease. 
The  family  was  counseled  regarding  the  diagnosis 
and  their  risk  of  inheriting  the  disease.  Metoprolol 
tartrate  (Lopressor® ) 50  mg  twice  daily  was  begun 
with  definite  improvement  in  tremor  and  without  se- 
quelae of  bradycardia  or  orthostatic  blood  pressures. 

The  patient  was  discharged  to  Visiting  Nurse 
Service  nursing  care,  taking  high  potency  B-com- 
plex,  Haldol®  5 mg  at  bedtime,  deanol  (Deaner®) 
250  mg  four  times  daily,  and  Lopressor®  50  mg  twice 
daily.  She  refused  alcohol  rehabilitation.  Discharge 
diagnoses  included  Huntington’s  disease,  improved; 
chronic  alcoholism,  improved;  gait  ataxia,  secon- 
dary to  sensorimotor  polyneuropathy,  secondary  to 
poor  nutrition;  action  tremor  secondary  to  chronic 
alcoholism. 

Case  3.  The  patient  is  a 39-year-old,  white  married 
female  who  resides  in  a nursing  home  for  reasons  of 
personal  care  requirements.  Her  husband  was  con- 
cerned about  a deterioration  in  mental  and  motor 
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status  over  the  summer  despite  a neuroleptic  pro- 
gram previously  considered  moderately  effective  in 
maintaining  motor  skills.  Huntington’s  disease  was 
diagnosed  12  years  ago.  Her  father  had  the  disease 
and  committed  suicide  20  years  ago  at  age  42.  The 
patient  had  no  siblings  but  had  two  daughters  aged 
16  and  22,  the  latter  being  married  without  children. 

The  neurological  examination  revealed  distal 
chorea  of  all  extremities,  choreiform  movements  of 
the  trunk  and  head,  dystonic  postures  of  the  upper 
extremities,  downward  drift  of  the  left  arm  with  eyes 
closed,  generalized  hyperreflexia  of  greater  mag- 
nitude on  the  left,  sustained  clonus  at  the  left  ankle, 
positive  Babinski  sign  on  the  left,  crossing  of  the 
right  knee  jerk  to  the  left  adductor  muscle  group, 
and  a left  central  facial  droop.  Current  medications 
were  Sinemet®  (a  combination  of  carbidopa  and 
levodopa)  5/50  mg  daily,  isoniazid  (INH® ) 300  mg 
twice  daily,  vitamin  B6  50  mg  twice  daily,  desi- 
pramine  (Norpramin® ) 50  mg  at  bedtime,  Haldol®  1 
mg  four  times  daily,  and  lithium  300  mg  daily. 

The  diagnostic  alternatives  involved  Huntington’s 
disease,  undertreated,  and  a focal  right  hemisphere 
process  such  as  subdural  hematoma,  right  cardio- 
vascular accident,  tumor,  or  vasculitis.  To  improve 
motor  control  Norpramin® , lithium,  vitamin  B6, 
and  Sinemet®  were  stopped;  and  Haldol®  was  in- 
creased to  5 mg  three  times  a day.  A computed 
tomographic  scan  performed  with  and  without  con- 
trast enhancement  revealed  caudate  atrophy,  mild 
ventricular  dilatation  and  mild  widening  of  cortical 
sulci.  A complete  blood  cell  count  showed  a hemo- 
globin level  of  8.7  g/dl,  hematocrit  reading  of 
26.9%.  Rapid  plasma  reagin  and  fluorescent  trepo- 
nemal antibody  tests  were  nonreactive,  but  the  anti- 
nuclear antibody  test  was  positive  at  a titer  of  1:256 
with  2 + diffuse  pattern  and  a low  C3  complement 
level  of  44  mg/dl. 

Two  weeks  later  the  patient  was  admitted  to  the 
hospital  to  evaluate  anemia  and  vasculitis.  On  ad- 
mission her  laboratory  studies  revealed  a hemo- 
globin level  of  7.8  g/dl,  hematocrit  reading  of 
23.5%,  normal  red  blood  cell  indices,  Westergren 
erythrocyte  sedimentation  rate  of  78  mm/hr,  blood 
urea  nitrogen  38  mg/dl  (range  10-20  mg/dl),  creati- 
nine 2.2  mg/dl  (range  0-1.3  mg/dl),  serum  glutamic 
oxaloacetic  transaminase  normal,  and  normal  serum 
protein  electrophoresis.  Urinalysis  showed  micro- 
scopic hematuria  and  3 + protein.  A repeat  anti- 
nuclear antibody  test  was  positive  with  1:512  titer 
and  3 + diffuse  pattern.  Technetium  brain  scan  and 
flow  study,  chest  x-ray  films,  and  an  intravenous 
pyelogram  were  normal.  An  electroencephalogram 
showed  mild  diffuse  excessive  slowing  and  poorly  or- 
ganized background.  Lumbar  puncture  was  un- 
remarkable. Quantitative  urine  protein  was  2.35  g 
per  24  hours.  A skin  biopsy  was  performed  and 
showed  a positive  nuclear  band  test. 
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Rheumatology,  renal,  and  neurologic  consultants 
felt  that  the  patient  had  both  Huntington’s  disease 
and  systemic  lupus  with  active  glomerulonephritis. 
The  patient  received  2 units  of  packed  cells  and  was 
given  prednisone  60  mg  daily  with  major  improve- 
ment in  motor  skills,  stamina,  blood  urea  nitrogen, 
and  remission  of  hematuria.  Following  discharge  the 
patient  was  slowly  tapered  to  a prednisone  intake  of 
20  mg  daily  over  four  months. 

Discussion.  Case  2 is  an  example  of  establishing 
a diagnosis  of  Huntington’s  disease  when  the  syn- 
drome is  masked  by  other  movement  disability  due 
to  alcoholism  but  the  index  of  suspicion  is  high  on 
the  basis  of  family  history.  Case  1 appears  to  be  a 
similar  problem  but  the  family  history  is  presumed 
on  the  basis  of  incorrect  counselling.  This  could  have 
been  avoided  by  the  input  of  a physician  experi- 
enced with  Huntington’s  disease  early  on.  The  fact 
that  schizophrenia  appeared  to  be  familial  was  mis- 
leading and  misinterpreted  as  a family  history  of 
Huntington’s  disease.  The  spectrum  of  abnormal 
movements  suggested  tardive  dyskinesia  with  aka- 
thisia  and  the  CT  scan  and  psychometrics  did  not 
support  the  diagnosis  of  Huntington’s  disease.  Case 
3 illustrates  the  concurrence  of  two  diseases,  Hunt- 
ington’s disease  and  systemic  lupus  erythematosus, 
the  latter  being  obscured  by  the  former  because  the 
neurologic  signs  of  both  diseases  were  the  same. 
The  major  clue  to  a second  process  occurring  was 
the  sudden  change  in  movement  disability  and 
mental  changes  on  a stable  medication  program.  A 
partially  reversible  disease  was  detected  and  treated 
effectively  but  the  CT  scan  helped  to  redefine  the 
original  presence  of  Huntington’s  disease. 

All  three  cases  were  approached  using  a broad 
differential  to  eliminate  reversible  processes  such  as 
Wilson’s  disease,  autoimmune  vasculitis,  and  ter- 
tiary syphilis.  The  ANA  screening  process  should  be 
approached  keeping  in  mind  that  drug  induction  of 
low  titer  diffuse  ANA  is  common.  Further  evalua- 
tion can  be  used  to  rule  out  low  complement  levels, 
anti-DNA  antibodies  and  other  tests  that  rheum- 
atology consultation  can  provide.  In  each  case 
family  involvement  is  an  issue  and  appropriate 
genetic  counselling  is  required  so  family  members 
can  make  informed  personal  decisions  regarding 
bearing  offspring  and  the  care  of  affected  family 
members. 

Summary.  The  recognition  of  chorea  as  a separate 
clinical  sign  should  be  followed  with  a differential 
diagnosis  to  eliminate  potentially  reversible  syn- 
dromes before  the  diagnosis  of  Huntington’s  disease 
is  made.  Adjunctive  devices  to  improve  diagnostic 
certainty  were  discussed,  but  family  history,  psycho- 
metrics, and  CT  scanning  were  pivotal  diagnostic 
points.  The  genetic  basis  of  Huntington’s  disease  is 
important,  but  a positive  family  history  should  not 
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overshadow  the  requirement  for  a broad  differential 
diagnosis.  Rapid  regression  in  a Huntington’s 
patient  should  call  to  mind  diagnostic  alternatives 
which  are  acquired  and  can  mimic  the  primary  dis- 
ease. 
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Environmental  & Occupational 
Health  Brochures 

The  State  Medical  Society’s  Committee  on 
Environmental  and  Occupational  Health  an- 
nounces the  availability  of  the  following  brochures 
relating  to  environmental  and  occupational  health: 

SOLVENTS:  Chemical  Hazards  in  the  Home 
(G7790623)  5 cents  per  copy  + postage 

HOUSEHOLD  CLEANERS  & POLISHES: 

Chemical  Hazards  in  the  Home  (G7790624) 

5 cents  per  copy  + postage 

PESTICIDES:  Chemical  Hazards  in  the  Home 

(G7790622)  5 cents  per  copy  + postage 

SOLVENTS:  Chemical  Hazards  in  the  Home 
(G3027)  25  cents  per  copy  + postage 

HOUSEHOLD  CLEANERS  AND  POLISHES  (G3028) 

25  cents  per  copy  + postage 

Available  from:  Cooperative  Extension  Pro- 
grams, University  of  Wisconsin-Extension,  Agri- 
cultural Bulletin  Bldg,  1535  Observatory  Dr,  Mad- 
ison, WI  53706. 

* * * 

NATURE’S  MAGIC:  Toxic  Beauty  (lists  poisonous 
plants — 5 State  poison  centers).  No  price  listed  on 
pamphlet. 

Available  from:  Division  of  Health,  Wisconsin 
Dept  of  Health  & Social  Services,  Box  309,  Mad- 
ison, WI  53701. 

* * * 
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ABSTRACTS 

Peripheral  resistance  to  thyroid 
hormone  in  a family:  Heterogeneity 
of  clinical  presentation 

ANTHONY  S PAGLIARA,  MD;  ROBERT  H CAPLAN,  MD; 
CAMERON  B GUNDERSEN,  MD;  GARY  G WICKUS,  PhD; 
A C V ELSTON  III,  MD;  Departments  of  Medicine,  Pediatrics, 
and  Clinical  Laboratories,  Gundersen  Clinic  Ltd,  and  the  La 
Crosse  Lutheran  Hospital,  La  Crosse,  Wis:  J Pediatr  1983;  103:228 

We  described  a family  with  thyroid  hormone  re- 
sistance. Juvenile  Graves  disease  was  diagnosed  in 
the  propositus,  an  eight-month-old  boy.  He  was 
initially  given  propylthiouracil,  and  at  22  months  of 
age  underwent  subtotal  thyroidectomy.  A diag- 
nosis of  hyperthyroidism  was  made  in  a younger 
sister  at  three  months  of  age.  Because  of  the  un- 
usual occurrence  of  juvenile  Graves  disease  in  two 
siblings,  we  evaluated  the  parents.  The  mother  was 
euthyroid  on  physical  examination  and  by  thyroid 
hormone  measurements.  The  father,  although  clin- 
ically euthyroid,  had  markedly  elevated  thyroid 
hormone  values.  In  the  three  affected  members, 
serum  thyrotropin  concentrations  and  results  of 
thyrotropin-releasing  hormone  infusion  tests  were 
inappropriate  for  the  elevated  serum  thyroid  hor- 
mone levels.  The  father  was  given  increasing  doses 
of  triiodothyronine.  Complete  suppression  of 
TRH-induced  TSH  release  did  not  occur  until  a 
daily  dose  of  300  /eg  triiodothyronine  was  adminis- 
tered. Furthermore,  this  large  dose  of  T3  did  not 
produce  clinical  evidence  of  hyperthyroidism  or 
result  in  changes  in  his  systolic  ejection  time  inter- 
vals. This  family  therefore  had  the  unusual  feature 
of  clinical  heterogeneity.  The  two  children  had 
mainly  pituitary  resistance  to  thyroid  hormone  and 
were  hyperthyroid;  the  euthyroid  father,  on  the 
other  hand,  had  generalized  tissue  resistance  to  thy- 
roid hormone.  ■ 

Halo  external  fixation 
of  nasal  fractures 

LEONARD  H WURMAN,  MD,  FACS;  J GARRY  SACK, 
MD,  FACS;  JOHN  V FLANNERY  JR,  MD,  FACS;  Ear,  Nose 
and  Throat  Associates  of  Wausau,  SC,  Wausau,  Wis:  Laryngo- 
scope 1983;93:1212-1216 

The  halo,  long  in  medical  use  for  cervical  trac- 
tion, subsequently  has  been  adapted  as  a method 
of  external  fixation  for  severe  facial  fractures.  The 
authors  have  recently  used  a light-weight  halo  in 
four  patients  with  severe  mid-facial  fractures  and 
crushed  nasal  skeletons.  External  traction  proved 
to  be  superior  to  any  method  the  authors  have  pre- 
viously used  to  support  the  repositioned  nasal 
bones.  The  authors  strongly  recommend  external 
traction  for  severe  nasal  fractures  in  which  other 
methods  may  not  give  a complete  and  stable  bony 
reduction.  ■ 


WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983:  VOL.  82 


25 


THE  STATE  MEDICAL  SOCIETY  OF  WISCONSIN 

Created  by  the  Territorial  Legislature  in  1841  . . . representing  over  5,100  member  physicians  in  Wisconsin,  com- 
prising 55  county  medical  societies  and  25  medical  specialty  sections.  The  purpose  of  the  Society  is  to  “bring  together 
the  physicians  of  the  State  of  Wisconsin  to  advance  the  science  and  art  of  medicine  and  the  better  health  of  the  people 
of  Wisconsin,  and  to  secure  the  enactment  and  enforcement  of  just  medical  laws.”  The  major  activities  of  the  Society 
include  continuing  medical  education,  peer  review,  legislation,  community  health  education,  scientific  affairs,  socio- 
economics, health  planning,  services  for  physicians,  operation  of  a Charitable,  Educational  and  Scientific  Foundation, 
and  publication  of  the  Wisconsin  Medical  Journal. 


OFFICERS  OF  THE  SOCIETY 
PRESIDENT:  Chesley  P Erwin,  MD,  Milwaukee 
PRESIDENT-ELECT:  Timothy  T Flaherty,  MD,  Neenah 
SECRETARY-GENERAL  MANAGER:  Ear I R Thayer, 
Madison 

TREASURER:  John  J Foley,  MD,  Menomonee  Falls 
BOARD  OF  DIRECTORS 

CHAIRMAN:  Darold  A Treffert,  MD,  Fond  du  Lac 
VICE  CHAIRMAN:  Roger  L von  Heimburg,  MD, 
Green  Bay 

FIRST  DISTRICT:  Kenosha,  Milwaukee,  Ozaukee,  Racine, 

Walworth,  Washington,  Waukesha  counties 

John  P Mullooly,  MD,  Milwaukee 

Jerome  WFonsJr,  MD,  Cudahy 

Carl  S Eisenberg,  MD,  Milwaukee 

Wayne  J Boulanger,  MD,  Milwaukee 

Thomas  A Hofbauer,  MD,  Menomonee  Falls 

Wayne  H Konetzki,  MD,  Waukesha 

William  A Nielsen,  MD,  West  Bend 

Irwin  J Bruhn,  MD,  Walworth 

Fredrick  Wood  Jr,  MD,  Kenosha 

William  L Treacy,  MD,  Milwaukee 

SECOND  DISTRICT:  Adams,  Columbia,  Dane,  Dodge, 

Grant,  Green,  Iowa,  Jefferson,  Lafayette,  Marquette, 

Richland,  Rock,  Sauk  counties 

J D Kabler,  MD,  Madison 

Cyril  M Hetsko,  MD,  Madison 

James  J Tydrich,  MD,  Richland  Center 

Allen  O Tuftee,  MD,  Beloit 

William  P Crowley  Jr,  MD,  Madison 

THIRD  DISTRICT  Buffalo,  Crawford,  Jackson,  Juneau, 
LaCrosse,  Monroe,  Trempealeau,  Vernon  counties 
Pauline  M Jackson,  MD  LaCrosse 

FOURTH  DISTRICT  Clark,  Florence,  Forest,  Langlade, 
Lincoln,  Marathon,  Oneida,  Portage,  Price,  Taylor, 

Vilas,  Wood  counties 
John  J Kief , MD,  Rhinelander 
Jung  K Park,  MD,  Wisconsin  Rapids 
W George  Locher,  MD,  Wausau 


FIFTH  DISTRICT  Calumet,  Fond  du  Lac,  Green  Lake, 
Outagamie,  Waupaca,  Waushara,  Winnebago  counties 
Darold  A Treffert,  MD,  Fond  du  Lac 
Kenneth  M Viste  Jr,  MD,  Oshkosh 

SIXTH  DISTRICT:  Brown,  Door,  Kewaunee,  Manitowoc, 
Marinette,  Menominee,  Oconto,  Shawano,  Sheboygan 
counties 

Roger  L von  Heimburg,  MD,  Green  Bay 
Irvin  L Schroeder,  MD,  Plymouth 

SEVENTH  DISTRICT:  Barron,  Chippewa,  Dunn,  Eau  Claire, 
Pepin,  Pierce,  Polk,  Rusk,  St  Croix,  Burnett,  Washburn 
counties 

Marwood  E Wegner,  MD,  St  Croix  Falls 

EIGHTH  DISTRICT  Ashland,  Bayfield,  Douglas,  Iron, 
Sawyer  counties 

Joseph  M Jauquet,  MD,  Ashland 

PRESIDENT:  Erwin ; PRESIDENT-ELECT  Flaherty; 
PAST  PRESIDENT  Gerald  C Kempthorne,  MD, 
Spring  Green; 

SPEAKER  Duane  W Taebel,  MD,  La  Crosse;  and 
VICE  SPEAKER  Vernon  M Griffin,  MD,  Mauston 


DELEGATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 

Henry  F Twelmeyer,  MD,  Wauwatosa 
John  K Scott,  MD.  Madison 
Patricia  J Stuff,  MD,  Bonduel 
DeLore  Williams,  MD,  West  Allis 
Richard  W Edwards,  MD,  Richland  Center 
Cornelius  A Natoli,  MD,  La  Crosse 

ALTERNATES  TO  THE  AMA 
Cyril  M Hetsko,  MD,  Madison 
John  D Riesch,  MD,  Menomonee  Falls 
J D Kabler,  MD,  Madison 
Kenneth  M Viste  Jr,  MD,  Oshkosh 
Raymond  C Zastrow,  MD,  Milwaukee 
Richard  H Ulmer,  MD,  Marshfield 


330  East  Lakeside  Street  (PO  Box  1 1 09),  Madison,  Wisconsin  53701  / Telephone:  (608)  257-6781 


Or<^inizational 


SMS  Board  approves  ad  hoc  committee  to  explore 
birth-related  malpractice  claim  issue 


The  problem  of  increasing  claims  and  awards 
from  the  Patient  Compensation  Fund  for  birth- 
related  injuries  will  be  examined  by  a special  ad  hoc 
committee  proposed  by  the  SMS  Board  of  Directors 
at  its  November  11  meeting  in  Madison.  The  Board 
directed  that  the  committee  consist  of  representa- 
tives from  the:  SMS  Medical  Liability  Committee, 
Wisconsin  Society  of  Obstetrics  and  Gynecology, 
Wisconsin  Academy  of  Family  Physicians,  Patient 
Compensation  Fund  Claims  Committee,  Fund  Ad- 
ministration, and  the  defense  bar. 

The  action  came  upon  recommendation  of  the  So- 
ciety’s Medical  Liability  Committee  which  pointed 
out  that  birth-related  claims  currently  pose  a great 
threat  to  the  financial  well-being  of  the  Fund.  Ac- 
cording to  the  committee,  lack  of  loss  prevention 
and  risk  management  measures  within  the  Fund 
have  prevented  comprehensive  analysis  of  this  prob- 
lem. Furthermore  it  is  suspected  that  “sympathy 
verdicts”  have  been  made  (either  granting  an  award 
when  no  negligence  occurred  or  inflating  the  amount 
of  the  award)  and  this  factor  may  well  induce  the 
Fund  to  settle  rather  than  try  a birth-related  case. 

On  other  medical  liability  actions,  the  Board 
directed  that  legislation  be  drafted  to  prohibit  dupli- 
cation of  benefits  in  malpractice  awards.  Currently, 
Fund  awards  may  be  based  on  past  and  future  ex- 
penses which  in  actuality  have  been  or  will  be  paid 
by  some  other  source  (eg,  health  insurance,  disability 
insurance,  Medicaid  and  Workers  Compensation). 

SMS  will  also  be  sponsoring  legislation  which 
would  limit  awards  for  noneconomic  loss  or  “pain 
and  suffering.” 

More  Board  of  Directors  Action 

In  other  action  November  1 1,  the  SMS  Board: 

• Recommended  that  the  1977  Interprofessional 
Code  (agreement)  between  SMS  and  the  State  Bar  of 
Wisconsin  be  implemented.  This  agreement  includes 
establishing  an  interprofessional  committee  of  three 
lawyers  and  three  physicians.  (Published  in  WMJ 
Blue  Book,  June  1977) 

• Approved  the  appointment  of  James  Andonian, 
MD,  Madison,  to  the  Committee  on  Environmental 
and  Occupational  Health  and  Rudolf  Link,  MD, 
Frederick  Fosdal,  MD  and  Robert  Shapiro,  MD,  all 
of  Madison,  to  the  Committee  on  Mental  Health. 

WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983:VOL.  82 


• Approved  a negotiated  settlement  with  a Mad- 
ison law  firm  regarding  disputed  charges  in  the  T- 19 
Gatekeeper  Suit.  The  Board  noted  that  it  is  still 
awaiting  the  letter  of  formal  dismissal  from  the  suit. 

• Will  present  a resolution  to  the  House  of  Dele- 
gates that  county  auxiliaries  be  permitted  to  have 
their  dues  billed  on  the  regular  CMS-SMS-AMA 
dues  billing  form  under  the  heading  of  “Voluntary 
dues  or  contributions.” 

• Heard  a report  from  the  SMS  Finance  Com- 
mittee that  estimates  a 1983  dues  income  of 
$1,980,000  and  operating  expenses  of  $1,775,000. 

• Approved  staffing  plan  changes  for  the  Society 
for  1984  and  beyond  which  includes  the  hiring  of  a 
membership-communications  division  administra- 
tor, a second  lobbyist,  another  socio-economic  re- 
search and  policy  analyst,  and  an  attorney  to  assist 
corporate  legal  counsel. 

• Reaffirmed  its  opposition  to  the  delegation  of 
prescribing,  even  by  protocol,  to  physician’s  as- 
sistants, nurse  practitioners,  or  others  not  clearly 
identified  by  law  as  having  the  right  to  prescribe. 

• Referred  to  the  new  Hospital  Medical  Staff 
Section  for  educational  programming  a request  from 
two  Milwaukee  physicians  that  the  Society  create  an 
ad  hoc  committee  to  develop  comprehensive  guide- 
lines to  establish  a “standard  of  community  med- 
ical practice”  in  relation  to  the  withdrawal  of  life 
support  systems  either  before  or  after  brain  death. 

• Heard  a report  from  the  Board’s  Special  Com- 
mittee on  HMOs  that  it  is  unlikely  that  the  SMS 
proposal  for  a Wisconsin  HMO  law  will  be  able 
to  pass  the  Legislature  this  session. 

• Agreed  to  send  a joint  communication  (with  the 
Wisconsin  Optometric  Assn)  to  the  Optometric 
Examining  Board  asking  that  board  to  distribute 
the  referral  criteria  list  to  all  optometrists  in  Wis- 
consin indicating  that  these  are  criteria  which  ought 
to  be  used  when  making  referrals  to  physicians. 

• Will  appeal  to  the  Legislature,  with  the  Wiscon- 
sin Hospital  Association,  to  suspend  a series  of  ad- 
ministrative rules  for  the  health  planning/certificate- 
of-need  (CON)  program,  as  well  as  companion  sec- 
tions of  the  State  Medical  Facilities  Plan.  The  So- 
ciety will  petition  the  Legislature  to  order  DHSS  to 
rewrite  the  rules  to  conform  with  statutory  direc- 
tives. ■ 
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Over  2000  high  school  students  participated 
in  SMS’s  Workshop  on  Health  at  Oshkosh 


The  State  Medical  Society’s  21st  Annual  Work- 
shop on  Health  set  an  all-time  attendance  record 
with  2100  high  school  students,  educators,  and  SMS 
representatives  from  the  membership,  staff,  and 
Auxiliary  participating  in  the  day-long  program 
September  27  at  the  University  of  Wisconsin-Osh- 
kosh. 

Conference  facilitator,  Darold  A Treffert,  MD, 
chairman  of  the  SMS  Board  of  Directors,  welcomed 
the  participants  and  introduced  SMS  President 
Chesley  P Erwin,  MD,  Milwaukee;  Vice  Chancellor 
of  the  UW -Oshkosh  Walter  P James,  PhD;  and  Mrs 
K Alan  Stormo,  president  of  the  SMS  Auxiliary 
which  has  coordinated  the  programs  for  the  past 
several  years. 

The  health  education  program,  directed  to  high 
school  students,  was  titled  “Healthy  Guys  ’n  Gals,” 
and  featured  topics  on  anorexia  nervosa  and  genital 
herpes.  As  a recovered  anorexic,  Cheryl  Boone 
O’Neill,  daughter  of  entertainer  Pat  Boone,  pre- 
sented a vivid  picture  of  her  struggle  with  self-starva- 
tion. After  a “fruit  break”  the  assemblage  heard 
from  Gerald  J Bargman,  MD,  director  of  the  Center 
for  Eating  Disorders  in  Madison.  He  discussed  the 
medical  facts  and  treatment  for  anorexia  nervosa. 

Stephen  B Webster,  MD,  dermatologist/venere- 
ologist at  the  Gundersen  Clinic  in  La  Crosse,  spoke 
about  STDs  (sexually  transmitted  diseases),  with 
emphasis  on  gonorrhea  and  herpes.  He  encouraged 
better  knowledge  and  understanding  of  these  dis- 


SMS  forms  Hospital  Medical 
Staff  Section  in  November 

Fifty  representatives  from  Wisconsin  hospital 
medical  staffs  were  present  November  12  for  an  or- 
ganizational meeting  of  the  Section  on  Hospital 
Medical  Staffs  of  the  State  Medical  Society  of  Wis- 
consin. Officers  elected  to  lead  the  new  section  were: 
John  Beck,  MD,  Sturgeon  Bay,  chairman;  Henry 
Rahr,  MD,  Green  Bay,  vice  chairman;  Leo  Grinney, 
MD,  Racine,  delegate. 

The  Section  will  be  issuing  a newsletter  which  will 
include  results  of  the  initial  meeting  as  well  as  a list 
of  current  representatives  by  hospital.  The  Section 
has  also  been  requested  by  the  SMS  Board  of  Direc- 
tors to  develop  educational  programming  on  with- 
drawal of  life  support  systems  (either  before  or  after 
death).* 
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eases  to  stem  their  epidemic  proportions.  Comments 
of  the  speakers  appear  on  following  pages. 

Among  those  attending  the  Workshop  on  Health 
was  a group  of  hearing-impaired  students  who  were 
accompanied  by  a sign-language  interpreter.  This 
was  a “first”  in  the  history  of  the  conference. 

Videotapes  and  information  concerning  anorexia 
nervosa  and  herpes  are  available  through  the  State 
Medical  Society  in  Madison  (phone  608/257-6781  or 
toll-free  in  Wisconsin  800/362-9080). 

Preparation  is  key  to 
DRGs,  MD  warns 

“What  we  have  here  is  a system  that  is  threat- 
ening the  quality  of  care,  has  not  been  proven  to  save 
money,  and  is  accompanied  by  additional  start  up 
costs,”  a New  Jersey  physician  warned  physicians 
at  the  1983  SMS  Leadership  Conference  about  the 
DRG-Prospective  Payment  System  November  12. 

Alfred  Allessi,  MD  told  of  New  Jersey’s  experi- 
ence with  DRGs  and  had  some  advice  for  Wisconsin 
physicians  as  the  federal  Medicare  program  begins  to 
phase-in  a prospective  payment  system  in  Wisconsin 
hospitals  and  nationally  over  the  next  three  to  four 
years. 

He  urged  physicians  to  immediately  begin  work- 
ing with  their  hospital  administrators  in  preparing  to 
implement  this  program.  Physicians  are  going  to 
have  to  adjust  to  severe  requirements  of  chart  docu- 
mentation and  medical  record  keeping,  according  to 
Allessi.  “The  key  is  to  arrive  at  a proper  principal 
diagnosis,”  he  said.  “This  could  make  the  difference 
of  $1000  per  stay.” 

It  is  imperative  that  hospitals  and  physicians 
develop  the  proper  computerization  (make  sure  it’s 
a logical  system)  as  well  as  establish  hospital  com- 
mittees to  deal  with  the  DRG  system  and  perhaps 
even  a DRG  coordinator. 

“Under  DRGs,  the  hospital  will  have  to  discharge 
earlier  and  be  more  cost  efficient,”  Allessi  said. 
“Unfortunately,  patients  and  their  families  are  going 
to  be  left  out  of  the  decision-making.  Patients  be- 
lieve they  are  entitled  to  the  best  care  money  can 
buy,  but  they  don’t  understand  that  cost  accounting 
may  deprive  them  of  that  right.” 

Further  details  of  the  1983  Leadership  Conference 
will  be  in  the  January  issue  of  the  Wisconsin  Medical 
Journal.  ■ 
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Record  crowd  at  Workshop  on  Health 


CHERRY  BOONE  O’NEILL:  Before  her  battle  with  anorexia  nervosa  would  be  over, 
the  weight  on  her  5'7"  frame  would  drop  to  80  lb,  her  intestines  would  collapse, 
her  reproductive  system  shut  down,  and  she  would  need  20  caps  on  her  teeth 
because  the  enamel  had  been  worn  away  from  stomach  acids  constantly  passing 
over  them  . . . $10,000  in  dental  work. 


One  night  twelve  years  ago,  Cherry  Boone 
O’Neill’s  mother  lifted  up  the  sweatshirt  of  her 
sleeping  daughter  and  was  horrified  by  what  she 
saw:  the  skeletal  outline  of  Cherry’s  rib  cage  poking 
out  through  her  back.  Here  was  her  daughter  look- 
ing like  one  of  those  children  starving  in  Biafra — 
only  living  in  Beverly  Hills. 

Cherry  had  anorexia  nervosa,  the  dieting  disease 
which  affects  an  estimated  one  million  girls  nation- 
ally. Before  her  battle  with  the  illness  would  be  over, 
the  weight  on  her  5 ’7”  frame  would  drop  to  80 
lb,  her  intestines  would  collapse,  her  reproductive 
system  shut  down,  and  she  would  need  20  caps  on 
her  teeth  because  the  enamel  had  been  worn  away 
from  stomach  acids  constantly  passing  over  them. 
“But  $10,000  in  dental  work  is  a small  price  to  pay 
when  I think  of  Karen  Carpenter,”  O’Neill  said. 
Carpenter,  a popular  recording  artist  died  last  Feb- 
ruary of  a heart  attack,  caused  by  the  deterioration 
of  her  body  due  to  anorexia  nervosa. 

Now,  fully  recovered,  Cherry  Boone  O’Neill 
talked  of  her  experiences  to  a jammed  gymnasium 
of  2,100  high  school  students  and  teachers  Septem- 
ber 27  at  UW-Oshkosh  during  the  21st  Annual 
Workshop  on  Health  sponsored  by  the  State  Medi- 
cal Society  of  Wisconsin  and  its  Auxiliary. 

The  oldest  daughter  of  recording  star  Pat  Boone, 
Cherry  recounted  how  her  troubles  started  early  in 
life. 


Early  on  she  developed  an  attitude  of  perfection- 
ism. “I  began  to  equate  my  worth  with  my  ability  to 
do  things  well  and  to  please  others.  My  goals  became 
more  and  more  unrealistic;  however,  I began  to  see 
myself  in  terms  of  my  failures  instead  of  my  suc- 
cesses.” 

The  product  of  strict  upbringing,  Cherry  and  her 
three  sisters  stood  out  in  Hollywood  where  the  life- 
style was  more  liberal.  But  by  the  time  she  was  a 
teenager,  the  very  things  her  father  tried  to  protect 
his  daughters  from  began  to  affect  his  marriage, 
his  business,  and  finances.  Life  at  home  was  falling 
apart.  Meanwhile,  Cherry  was  hit  hard  by  the  deaths 
of  grandparents  and  a best  girlfriend.  At  age  14  she 
was  experiencing  her  first  teenage  romance  and  the 
thought  of  dealing  with  sexual  relationships  fright- 
ened her. 

After  her  boyfriend  made  it  clear  that  he  liked 
“thin”  girls,  O’Neill  began  to  “toy”  with  weight 
control.  She  weighed  115  lb.  Unable  to  cope  with  the 
thought  of  getting  less  than  an  “A”  in  a course  in 
the  eighth  grade,  she  began  to  fake  getting  sick  in 
order  to  avoid  going  to  school.  To  make  her  feigned 
illnesses  look  more  realistic,  she  began  raiding  the 
family’s  medicine  cabinet.  She  described  how  in  one 
of  her  raids,  she  came  across  her  mother’s  diet  pills. 
She  loved  the  way  they  made  her  feel,  and  she  no- 
ticed how  they  gave  her  more  energy  for  school  and 
exercise.  It  was  at  this  time  that  she  learned  a new 
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Cherry  Boone  O’Neill  Stephen  Webster,  MD 


trick  from  the  family’s  housekeeper  who  told  her 
that  she  wasn’t  really  sick  at  all  and  that  anyone 
could  make  herself  throw-up  by  sticking  her  finger 
down  her  throat. 

O’Neill  became  more  and  more  addicted  to  the 
pills  and  had  to  increase  the  dosage  to  have  any 
effect.  She  even  began  to  call  in  her  own  prescrip- 
tions to  the  pharmacy  and  pick  them  up  “for  her 
mother.”  When  her  mother  noticed  her  dwindling 
supply  of  the  pills,  she  cancelled  the  prescription. 
Suddenly,  at  age  16,  O’Neill  found  herself  at  140  lb. 
She  had  become  dependent  on  the  pills  to  keep  her 
weight  down. 

Also  at  age  16  she  found  herself  on  stage  with  her 
father  and  three  sisters.  This  made  her  appearance 
even  more  important. 

After  a classmate  made  a disparaging  comment 
about  her  weight  one  day  at  school,  O’Neill  vowed 
that  she  would  get  “control  of  the  situation.”  While 
she  might  not  be  able  to  control  the  other  elements 
in  her  life,  she  could  control  her  diet. 

O’Neill  explained  how  at  first  the  diet  was  very 
healthy.  “I  began  to  get  compliments  on  the  weight 
I was  losing.  If  you’re  a perfectionist,  this  is  all  the 
fuel  you  need.” 

Exhilarated  by  the  effects  of  the  diet,  it  soon  be- 
came an  obsession  with  her.  She  plunged  herself  into 
a life  of  strenuous  exercise  and  little  food.  O’Neill 
described  how  she  would  start  her  day  at  6:00  am  by 
jogging  four  miles,  do  some  stretching  exercises, 
grab  a cup  of  coffee  with  her  family  at  breakfast, 
ride  her  bike  to  school  (from  a friend’s  house  so 
her  parents  wouldn’t  notice),  ride  back  home,  walk 
the  dog,  swim,  do  some  calisthenics,  and  have  dinner 
— the  one  meal  she  couldn’t  get  out  of  with  her 
family. 

She  got  to  the  point  where  she  had  alienated  her- 
self from  her  sisters  and  friends,  and  resented  any- 
one who  interrupted  her  planned  routine. 
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Then  that  night  came  when  her  mother  noticed 
just  how  thin  her  daughter  had  become.  Cherry 
was  17.  She  was  taken  to  the  doctor  and  was  told  she 
would  be  placed  in  the  hospital  unless  she  agreed 
to  eat  and  put  on  weight.  She  began  to  eat,  but  then 
remembered  the  trick  the  housekeeper  had  taught 
her  three  years  earlier:  forced  vomiting  or  bulemia. 
When  she  ate  to  put  on  weight,  it  would  trigger  food 
binges,  which  she  would  solve  with  bulemia. 

This  led  to  new  problems:  shoplifting  food  and 
laxatives,  lying  to  her  family  and  becoming  increas- 
ingly aloof  and  reclusive.  Torn  between  her  desire 
to  please  her  family  and  her  obsession  with  con- 
trolling her  diet,  she  pleaded  with  God  one  night 
to  take  her  life.  No  longer  was  it  a case  of  low  self- 
esteem, she  hated  herself  and  was  on  the  verge  of 
suicide. 

For  years  O’Neill  said  she  felt  like  an  “isolated 
freak.”  Meanwhile  she  had  to  stand  up  on  stage  and 
pretend  everything  was  “OK.” 

“How  could  I admit  as  Pat  Boone’s  daughter 
that  I had  a problem?”  she  said. 

Then  at  age  21  she  read  a magazine  article  about 
anorexia  nervosa.  O’Neill  described  the  relief  she  felt 
in  knowing  that  she  was  not  alone  in  experiencing 
the  symptoms.  “For  years  they  had  been  treating  it 
as  a behavioral  problem  that  you  could  give  up  like 
nailbiting  or  smoking.  Only  now  were  experts  begin- 
ning to  understand  its  psychological  roots,”  she  said. 

It  was  at  this  time  that  she  also  began  dating 
Dan  O’Neill.  While  he  provided  her  with  much 
needed  support,  her  dieting  disease  threatened,  and 
indeed,  almost  destroyed  their  relationship. 

O’Neill  vividly  described  how  one  night  after 
coming  home  after  a date  she  noticed  the  remains 
of  the  family’s  lamb  chop  meal  in  the  dog  dish.  She 
proceeded  to  eat  the  leftovers,  when  she  was  inter- 
rupted by  a rap  on  the  window;  it  was  Dan. 

“No  one  can  understand  the  utter  humiliation  I 
felt  at  that  moment,”  she  said.  “I  saw  what  was  my 
one  ray  of  hope  walk  out  of  my  life.” 

Dan  O’Neill  did  return,  and  they  eventually  mar- 
ried, but  Cherry  admitted  that  it  took  years  to  build 
up  the  trust  that  that  evening  had  destroyed. 

She  continued  to  have  problems  after  the  mar- 
riage, and  one  and  a half  years  later  she  had  a re- 
lapse. 

After  taking  60  laxatives  one  evening,  she  woke  up 
the  next  morning  in  great  pain  and  had  lost  total 
control  of  her  bowels.  This  scene  was  repeated  sev- 
eral times,  when  finally  at  80  lb,  she  was  hospital- 
ized. Even  in  the  hospital  she  was  able  to  fool  the 
staff,  and  she  managed  to  keep  her  weight  very  low. 

Finally,  her  husband  decided  that  Cherry  had  to 
get  away  from  the  pressures  of  life  that  surrounded 
her  if  she  was  to  recover.  He  quit  his  job,  they 
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packed  up  their  belongings  and  moved  to  Seattle 
where  they  entered  joint  psychotherapy  sessions  with 
a psychiatrist. 

“From  six  months  of  therapy,  Dan  learned  that  I 
needed  freedom  to  learn  about  my  own  life,  and  I 
learned  about  my  perfectionism  and  how  I had  to 
Find  out  who  1 was  and  stop  living  my  life  to  please 
others,”  O’Neill  said. 

“I  take  things  one  day  at  a time  now  and  I’m 
more  patient  with  myself.” 

Throughout  the  ordeal,  probably  the  most  de- 
pressing was  the  possibility  that  she  might  not  be 


able  to  bear  children.  That  fear  was  dispelled,  how- 
ever, when  two  years  ago,  after  a perfectly  normal 
pregnancy,  she  gave  birth  to  a daughter,  Brittany. 
Today,  Ms  O’Neill  is  six  months  pregnant  with  her 
second  child. 

She  urged  the  teenagers  in  the  audience  to  “accept 
yourself  for  who  you  are — not  what  hairstyle  you 
have,  what  kind  of  car  you  drive,  what  type  of  jeans 
you  wear,  or  what  size  of  jeans  you  wear.” 

Her  wish  for  her  young  audience  was  that  each  of 
them  could  like  themself  and  be  able  to  look  into  the 
mirror  and  say  “I  love  you  unconditionally.”* 


STEPHEN  WEBSTER,  MD:  There  is  a new  case  of  a sexually  transmitted  disease 
(STD)  every  12  seconds,  or  7,200  new  cases  a day.  We  have  an  epidemic 
happening  . . . 


“There  is  a new  case  of  a sexually  transmitted 
disease  (STD)  every  12  seconds,  or  7,200  new  cases 
a day.  We  have  an  epidemic  happening,  not  because 
there  is  a lack  of  knowledge  about  these  diseases,  but 
because  we  don’t  communicate  that  knowledge,” 
Stephen  Webster,  MD,  warned  participants  at  the 
1983  Workshop  on  Health  September  27. 

Doctor  Webster,  a La  Crosse  dermatologist, 
spoke  frankly  with  the  largely  teenage  audience 
about  sexually  transmitted  diseases  and,  in  par- 
ticular, herpes.  Doctor  Webster  has  presented  sim- 
ilar programs  in  the  La  Crosse  public  schools  since 
1972. 

“Did  you  know  that  23  percent  of  all  reported 
gonorrhea  cases  last  year  were  among  15-to- 19-year- 
olds?,”  he  asked. 

“While  a physician  must  report  all  cases  of  gonor- 
rhea to  health  authorities,”  Doctor  Webster  stressed 
that  “the  victim,  too,  has  to  be  responsible  and  bring 
his/her  partners  in  for  treatment.” 

Doctor  Webster  cited  several  reasons  for  the  in- 
crease in  sexually  transmitted  diseases.  Among  them: 
greater  incidence  of  sex  between  unmarried  persons; 
acceptance  of  greater  sexual  freedom;  increased  use 
of  nonbarrier  contraceptives;  a persistent  lack  of 
understanding  of  STDs  and  more  varieties  of  sexual 
practice. 

He  also  dispelled  many  of  the  common  myths 
about  STDs.  “The  only  way  a STD  is  spread  is 
through  person  to  person  sexual  contact.  You’re  not 
going  to  get  it  from  a toilet  seat,”  he  said. 

Particularly  disturbing,  Doctor  Webster  said,  is 
the  increase  of  genital  herpes  cases  in  the  United 
States  today.  About  500,000  new  cases  are  occurring 
each  year  with  more  than  five  million  Americans 
now  affected.  Contrast  this  with  the  fact  that  in  1960 
there  were  3.4  cases  per  100,000  population  and  in 
1970  this  had  increased  to  almost  30  cases  per 
100,000. 
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He  spoke  about  the  two  types  of  herpes.  Herpes 
Simplex  Type  I is  a viral  disease  which  affects  almost 
everyone;  it  displays  itself  as  the  common  cold  sore. 
Herpes  Simplex  Type  II,  however,  is  spread  only 
through  sexual  contact.  While  the  first  infection  of 
genital  herpes  is  the  worst,  lasting  two  to  four  weeks, 
the  disease  can  reoccur  at  any  time.  These  recur- 
rences can  be  triggered  by  such  things  as  trauma, 
stress,  or  chemical  imbalance. 

A serious  consequence  of  herpes  is  the  very  real 
danger  it  poses  for  newborn  children.  If  a pregnant 
woman  has  active  lesions  at  the  time  of  delivery,  the 
disease  can  be  spread  to  the  newborn  causing  brain 
damage  and  even  death.  That  is  why  it’s  important 
for  pregnant  women  to  let  their  physician  know  if 
they  have  herpes.  The  physician  can  continue  to 
check  for  it  and  be  prepared  to  take  the  baby  by 
cesarean  section  to  prevent  the  baby  from  contract- 
ing the  disease. 

Doctor  Webster  pointed  out  that  perhaps  the  most 
devastating  complication  of  herpes  for  many  people 
is  the  psychological  effects  associated  with  it.  He 
told  of  two  patients  who  became  suicidal  after  dis- 
covering they  had  the  disease.  “They  lost  their  self- 
concept  and  body  image.  They  felt  they  had  to 
totally  isolate  themselves  from  others  and  this  isn’t 
true,”  he  said. 

While  genital  herpes  is  easy  to  diagnose,  there  is 
no  cure.  There  are  topical  measures  to  relieve  the 
symptoms,  and  a new  drug  has  been  found  to  be 
very  successful  in  treating  herpes  in  the  primary 
stage  although  it  too  doesn’t  prevent  recurrences. 

What  can  people  with  herpes  do  in  the  meantime? 
Doctor  Webster  stressed  that  people  can  learn  to 
live  with  herpes.  “It’s  important  that  during  an 
herpes  outbreak,  you  must  avoid  sexual  contact, 
but  that  doesn’t  mean  you  have  to  avoid  intimacy,” 
he  said.  “You  must  not  lose  sight  of  sex  as  a very 
caring,  loving  beautiful  event.”  ■ 
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GERALD  BARGMAN,  MD: ...  a final  word  of  advice  for  teenagers  looking  to  lose 
weight:  “If  you’re  looking  for  shortcuts,  you’re  headed  for  trouble.  Fad  diets  are 
not  the  answer,  only  a balanced  diet  with  proper  exercise  will  achieve  the  lasting 
results  you  want— safely.” 


“Somehow  it  has  gotten  into  our  culture  that  no 
one  can  be  too  rich  or  too  thin,”  according  to  Gerald 
Bargman,  MD,  Madison.  Bargman,  who  is  director 
of  the  Center  for  Eating  Disorders  in  Madison,  told 
students  and  teachers  present  at  the  1983  Workshop 
on  Health  that  there  is  no  one  reproduceable  psy- 
chological profile  as  to  who  is  vulnerable  to  anorexia 
nervosa. 

Doctor  Bargman  outlined  several  different  kinds 
of  eating  disorders  including  classical  anorexia  and 
bulemia.  “In  classical  anorexia,  a person  doesn’t 
think  she  has  a problem;  indeed,  she  denies  it  and 
builds  delusional  symptoms  around  it  to  make  it 
right,”  he  said.  “Anorexics  are  not  hungry — they 
find  they  can’t  eat.” 

Bulemia,  which  is  excessive  food  binges  followed 
by  purgation  (vomiting,  laxatives,  diuretics)  is 
rampant  according  to  Doctor  Bargman.  He  esti- 
mates that  1 in  75  to  1 in  every  100  persons  in  the 
Madison  area  has  it.  Bulemia  may  not  be  character- 
ized by  significant  weight  loss,  and  some  people 
may  be  somewhat  overweight.  “You  don’t  notice 
these  people,”  says  Doctor  Bargman. 

There  are  several  progressive  clues  or  warning 
signs  of  anorexia  and  bulemia  that  friends  and 
family  of  victims  should  look  for: 

• Dieting  with  a vengeance. 

• Organizing  your  day  around  your  eating  habits 
and  exercise  programs. 

• Eating  pattern  disruption.  You  want  to  eat  by 
yourself.  You  constantly  rearrange  and  cut  up  the 
food  on  your  plate,  but  it  is  never  quite  right. 

• Withdrawal  from  family  and  friends. 

• Hyperactivity  which  is  nonproductive.  You 
spend  a lot  of  time  trying  to  lose  calories  that  you 
haven’t  consumed. 

• Alterations  of  menstrual  cycle.  (By  this  point 
you  are  well  into  anorexia,  and  urgently  need  treat- 
ment, says  Doctor  Bargman). 


Gerald  Bargman,  MD 


• Changes  in  social  and/or  work  performance. 

• Irrational  interpretation  of  appearance. 

• Inability  to  recognize  basic  feelings  (ie,  hunger, 
fatigue). 

• Depression,  bursts  of  anger  and  need  for  con- 
tinuous anxiety. 

• Emotional  paralysis.  You  can’t  make  the  victim 
smile  or  be  sad.  Psychotherapy  is  no  longer  useful 
here,  says  Doctor  Bargman,  you  must  now  first 
treat  the  symptoms  so  the  victim  can  once  again 
begin  to  think,  and  begin  meaningful  psychother- 
apy. 

• Sense  of  accomplishment  from  malnutrition. 

Doctor  Bargman  believes  that  the  pendulum  is 

beginning  to  swing  back  in  our  culture,  and  people 
are  beginning  to  worry  about  what’s  in  your  head 
more,  and  what  you  look  like  less. 

He  offered  a final  word  of  advice  for  teenagers 
looking  to  lose  weight:  “If  you’re  looking  for  short- 
cuts, you’re  headed  for  trouble.  Fad  diets  are  not  the 
answer,  only  a balanced  diet  with  proper  exercise 
will  achieve  the  lasting  results  you  want — safely.”  ■ 


HERPES  DOCUMENTARY  NOW  AVAILABLE  ON  VHS,  BETA  FORMATS.  The  SMS  Communications  Dept 
announces  that  its  videotape,  “Madison  Confronts  Herpes — The  Simple  Facts,”  is  now  available  on  Beta 
and  VHS  videocassette.  These  tape  formats  are  those  usually  used  in  home  video  recording  systems.  The 
television  documentary,  also  available  in  three-quarter  inch  (UMatic)  tape,  presents  straight-forward  infor- 
mation on  herpes,  how  you  get  it,  how  you  don’t,  and  how  to  treat  it.  Aired  in  July  and  September  1983 
on  WMTV-TV,  Channel  15,  the  program  received  high  marks  from  the  general  viewing  public  and  health 
professionals.  The  program  is  available  for  loan  to  physicians,  community,  or  school  groups  for  local  show- 
ings. For  information  contact  the  SMS  Communications  Dept  at  PO  Box  1109,  Madison,  WI  53701.  ■ 


32 


WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983 : VOL.  82 


ORGANIZATIONAL  continued 


MEMBERSHIP  FACTS 


Are  you  a member  of  the  State  Medical  Society  of  Wiscon- 
sin, or  do  you  know  someone  who  isn’t?  Whether  you’re  just 
starting  medical  school,  maintain  a full-time  practice,  or  are 
retired,  SMS  has  a membership  classification  to  fit  your  in- 
dividual needs.  Election  to  membership  by  the  County 
Medical  Society  in  which  your  principal  place  of  practice  is 
located  carries  with  it  membership  in  the  State  Medical  So- 
ciety of  Wisconsin  and,  if  you  wish,  the  American  Medical 
Association.  If  you  qualify  for  resident  membership  at  the 
time  of  your  election,  your  membership  dues  are  greatly 
reduced.  This  may  also  qualify  you  for  reduced  dues  the 
first  two  years  of  your  practice.  Dues  for  regular  member- 
ship in  1984  are  $445  for  SMS,  $330  for  AMA,  and  county 
society  dues  vary.  A more  detailed  listing  of  SMS  member- 
ship classifications  and  their  corresponding  dues  follows: 

State  Medical  Society  of  Wisconsin 
DESCRIPTION  OF  MEMBERSHIP 
CLASSIFICATIONS 

Regular  Member  in  active  practice.  Some  are  regular  mem- 
bers that  have  reduced  SMS  and/or  AMA  dues  because  they 
are  new  practitioners  (first  year  or  two  out  of  residency). 

Resident:  Physician  who  at  January  1 of  dues  year  is  in  an 
approved  training  program  as  a hospital  resident  or  research 
fellow  who  is  licensed  to  practice  medicine  and  surgery  in 
Wisconsin. 

Military  Service:  Members  who  are  serving  in  the  U.S.  armed 
forces  (generally  not  to  exceed  five  years). 

Associate:  Member  whose  dues  are  waived  because  of  finan- 
cial hardship  due  to  illness  or  disability.  This  classification  is 
temporary  and  is  reviewed  on  an  annual  basis. 

Life:  Member  who  has  held  membership  in  a state  medical 
society  for  50  years  or  is  a Past  President  of  the  State  Med- 
ical Society  of  Wisconsin. 

Honorary:  Member  who  was  named  by  the  Board  of  Direc- 
tors in  recognition  of  long  and  distinguished  service  to  the 
cause  of  medicine. 


Your  membership  in  organized  medicine  will  help  insure 
the  continued  “safety"  of  your  practice  and  quality  care 
for  all  patients.  Your  voice  will  be  heard  through  par- 
ticipation. Dues  statements  for  1984  membership  in 
the  State  Medical  Society  of  Wisconsin  (county  medi- 
cal society  membership  also  required;  AMA  member- 
ship optional  but  encouraged)  were  mailed  in  mid 
November.  You  are  urged  to  make  arrangements  for 
payment  without  delay.  For  Regular,  Part-time  Prac- 
tice, or  Over  Age  70  membership  classifications,  dues 
may  be  paid  in  one  lump  sum  or  in  two  equal  install- 
ments: one-half  of  the  total  is  payable  by  January  1, 
the  other  half  not  later  than  May  15,  1984  which  is  the 
removal  date  for  those  members  who  have  not  com- 
pleted payment. 


Retired:  Member  who  has  completely  retired  from  practice 
(works  less  than  240  hours  per  year).  All  dues  are  waived 
unless  county  society  indicates  they  wish  to  charge  county 
dues. 

Part-time  Practice:  Physician,  regardless  of  age,  who  prac- 
tices 1,000  hours  or  less  during  the  calendar  year  but  does 
not  qualify  for  retired  membership. 

Over  Age  70:  Member  in  active  practice  who  is  over  70  years 
of  age  as  of  January  1. 

Candidate:  Member  attending  a medical  school  in  Wiscon- 
sin or  fulfilling  a postgraduate  obligation  prior  to  eligibility 
for  licensure. 

Scientific  Fellow:  The  Board  of  Directors  may  by  invitation 
and  unanimous  consent  confer  upon  any  person  engaged  in 
teaching  of  or  research  in  one  or  more  of  the  basic  sciences 
at  an  accredited  college  or  university,  and  not  holding  the 
degree  of  Doctor  of  Medicine  or  Osteopathy,  the  status  of 
Scientific  Fellow. 

Emeritus:  Retired  members  who  have  chosen  not  to  renew 
their  license. 


1984  DUES  AMOUNTS  FOR  THESE 
CLASSIFICATIONS 


SMS 

AMA 

COUNTY 

Regular 

$445 

$330 

Normal  County  Dues 

Resident 

44.50 

45 

Varies 

Military  Service 

-0- 

220  or  45 

-0- 

Associate 

-0- 

-0- 

-0- 

Life 

-0- 

-0-* 

-0- 

Honorary 

-0- 

-0-* 

-0- 

Retired 

-0- 

-0-* 

-0- 

Part-time  Practice 

222.50 

330* 

Normal  County  Dues 

Over  Age  70 

222.50 

-0-* 

Normal  County  Dues 

Scientific  Fellow 

-0- 

.-0- 

Emeritus 

-0- 

-0-* 

Candidate- 
Freshman  Year 

Medical  Student 

-0- 

20 

Varies 

Sophomore  and 
Succeeding  Medical 

Student  Years 

10 

20 

Varies 

Postgraduate— One 

10 

45 

Varies 

'Physicians  in  the  following  categories  are  exempt  from  paying  AMA  dues: 
(1)  Financial  hardship  and/or  disability,  (2)  Age  65-69  and  retired  from  the 
practice  of  medicine,  (3)  Over  age  70  regardless  of  retirement  status. 

State  Society  dues  are  prorated  on  a monthly  basis  for 
those  elected  to  membership  July  1 through  September  30. 
Those  elected  after  September  30  have  no  dues  payable  for 
the  balance  of  the  year  in  which  they  are  elected.  AMA  dues 
follow  the  same  pattern  except  prorating  is  on  a semiannual 
basis  rather  than  monthly  basis. 

To  begin  the  membership  process,  if  your  practice  is  or  will 
be  located  in  Wisconsin,  or  you  have  any  questions,  you  may 
contact  your  local  county  society  or  call  the  toll-free  number 
of  the  State  Medical  Society,  if  in  Wisconsin:  1-800-362-9080 
(Madison  area  number:  257-6781). ■ 
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OBITUARIES 


Leslie  T Kent,  MD,  78,  Kenosha,  died  Sept  29,  1983  in  Keno- 
sha. Born  Oct  1,  1904  in  Charles  City,  Iowa,  Doctor  Kent  grad- 
uated from  Northwestern  University  Medical  School  and  served 
his  internship  at  Milwaukee  County  Hospital.  He  practiced  med- 
icine in  Charleston,  111,  from  1934-1941  until  he  moved  to 
Kenosha.  Doctor  Kent  served  in  the  United  States  Navy  Med- 
ical Corps  from  1944-1945.  He  was  a member  of  the  medical 
staff  of  Kenosha  Memorial  and  St  Catherine’s  hospitals  in 
Kenosha.  Doctor  Kent  retired  in  1983.  He  was  a member  of 
the  Kenosha  County  Medical  Society,  the  State  Medical  Society 
of  Wisconsin,  and  the  American  Medical  Association.  Surviving 
are  his  widow,  Dorathea;  a son,  Leslie,  Arlington  Heights, 
111;  and  a daughter,  Dorothy  Solomon  of  Chevy  Chase,  Md, 
and  five  grandchildren. 

Fred  W Kundert,  MD,  83,  Monroe,  died  Sept  30,  1983  in 
Monroe.  Born  Dec  21,  1899  in  New  Glarus,  Doctor  Kundert 
graduated  from  Marquette  University  School  of  Medicine,  Mil- 
waukee, in  1928.  His  internship  was  served  at  Madison  Gen- 
eral Hospital.  His  residency  was  completed  at  the  Manhattan 
Eye,  Ear,  Nose,  and  Throat  Infirmary  in  New  York.  Doctor 
Kundert  had  been  associated  with  the  Davis-Duehr  (formerly 
Davis-Neff)  Clinic  in  Madison  before  joining  the  Monroe  Clinic 
in  1941.  Doctor  Kundert  retired  from  his  medical  practice  in 
1968.  He  was  a member  of  the  Green  County  Medical  Society, 


Acme  Laboratories,  Inc . 

ORTHOTIC  & PROSTHETIC 
SERVICES 

Certified  by  American  Board  of  Certification 
in  Orthotics  and  Prosthetics 


10702  W.  Burleigh  St. 
Milwaukee,  Wis.  53222 
(414)  259-1090 

Box  LOA 

Woodruff,  Wis.  54568 
(715)  356-5222 
Ext.  8872 


525  E.  Division  St. 
Fond  du  lac,  Wis.  54935 
(414)  923-6676 

Green  Bay  Orthopedic 
(Division  of  Acme 
Laboratories,  Inc.) 
428  S.  Adams  St. 
Green  Bay,  Wis.  54301 
(414)  435-1461 


• Artificial  Limbs 

• Orthopedic  Appliances 

• Wheelchairs 

• Custom  Seating  Inserts 

Professional  Service  For  the  Handicapped 


the  State  Medical  Society  of  Wisconsin,  and  the  American 
Medical  Association.  Surviving  are  his  widow,  Alice,  and  a son, 
John  F of  Monroe. 

Thomas  F Farrell,  MD,  74,  Prairie  du  Chien,  died  Oct  23, 
1983  in  Prairie  du  Chien.  Born  Mar  27,  1909  in  La  Crosse,  Doc- 
tor Farrell  graduated  from  the  University  of  Pennsylvania 
Medical  School  and  served  his  internship  at  St  Louis  University 
Group  of  Hospitals.  In  1935  Doctor  Farrell  began  his  medical 
practice  in  Prairie  du  Chien.  He  owned  and  operated  the  Beau- 
mont Hospital  from  1941-1957  and  then  founded  the  Farrell 
Clinic  where  he  practiced  until  his  retirement  in  1977.  Doctor 
Farrell  served  as  the  physician  for  Campion  High  School  for 
Boys  since  1937  until  it  closed.  He  also  played  a key  role  in 
establishing  the  Fort  Crawford  Medical  Museum  in  Prairie  du 
Chien.  He  was  a member  of  the  Crawford  County  Medical 
Society,  the  State  Medical  Society  of  Wisconsin,  and  the  Ameri- 
can Medical  Association.  Surviving  are  his  widow,  Juanita; 
two  sons,  Thomas,  Prairie  du  Chien,  and  Mark,  Dayton,  Ohio; 
and  three  daughters,  Jeanne,  Seattle,  Wash;  Dianne,  Elkhart, 
Ind;  and  Maureen  of  Minneapolis,  Minn. 

Ahmed  Zaki  El  Ghatit,  MD,  Milwaukee,  died  in  November 
1983  in  Milwaukee.  Born  Oct  2,  1931  in  Cairo,  Egypt,  Doctor 
Ghatit  graduated  from  Kasr  El  Eini  Medical  School,  Egypt,  in 
1955  and  completed  his  internship  at  Henrotin  Hospital,  and  his 
residency  at  The  London  Hospital  in  England.  He  was  on  the 
medical  staff  of  The  Medical  College  of  Wisconsin.  Surviving 
are  his  widow,  Nana,  and  two  children,  Aly  and  Alaa.  ■ 


“WATS”  LINE  FOR  MEMBERS 

The  in-WATS  (toll-free)  line  can  be  used  to  contact 
anyone  at  SMS  headquarters  (330  East  Lakeside 
Street,  Madison)  from  anywhere  within  the  State  of 
Wisconsin  between  the  hours  of  8:00  am  and  4:30 
pm  weekdays.  The  number  to  dial  is: 

1-800-362-9080 


HMO???  IPA???  PPO???  DRG??? 

Physicians:  Call  now  - and  have  us  prepare  your 
direct  mail  letters  and  explanatory  brochures  for 
your  NEW  and  EXISTING  patients!! 

Creative  Brilliance  Associates 

P.O.  Box  4237  • 4709  Sherwood  Road 
Madison,  WI  53711 

608-271-6867 

...Specializing  in  marketing,  publicity  and 
advertising  for  professionals  for  over  15  years... 
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An  ounce  of  pot  costs  about 
60  dollars. 

Coke,  a lot  more. 

Quaaludes  run  about  4 dollars 
each. 

And  if  so  many  children  are 
using  drugs,  they’re  spending  a 
lot  of  money. 

Where  are  they  getting  it? 

Point  is,  your  children  might 


be  spending  their  allowance  on 
something  other  than  video  games. 

Learn  about  drugs.  Watch  for 
the  possible  signs.  Sleeping  a lot. 
Listlessness.  Poor  marks  in 
school.  Lack  of  school  attendance. 

Most  of  all,  show  your  child 
that  you  care  and  you’re  concerned 
about  the  possibility  that  they 
may  be  using  drugs. 

And  send  away  for  our 
booklet,  “Parents:  What  You  Can 
Do  About  Drug  Abuse.”  Write 
Get  Involved,  P.O.  Box  1706, 
Rockville,  Maryland  20850. 

Get  involved  with  drugs 
before  your  children  do. 


A public  service  of  this  publication  and  the  National  Institute  on  Drug  Abuse. 


ORGANIZATIONAL  continued 


MEMBERSHIP  DIRECTORY  — UPDATE 


The  following  information  is  being  provided  from  Membership  reports  and  from  individual  members  for  updating  the  1983 
Membership  Directory  as  published  in  the  July  issue  of  the  Wisconsin  Medical  Journal.  Because  of  space  limitations  ad- 
dress changes  and  phone  numbers  will  not  be  included  in  this  Update;  however,  they  will  be  changed  in  Membership  records. 
County  transfers  will  be  included  when  processing  has  been  completed  by  the  Membership  Department. 


New,  reelected,  or  reinstated  members 

(complete  information) 

Changes  in  specialties  and/or  Board  certification  (*) 

(changes  only  with  member’s  name) 


By  county  medical  society 


BROWN 

Bosh,  Ronald  G 

704  S Webster  Ave 
Green  Bay  WI  54301 


DANE 

Amis,  Marilyn  J 

815  E Eagle  Heights 
Madison  Wl  53705 

Bauer,  Joyce  M 

833  S Commercial  St 
Neenah  WI  54956 

Boushea,  Deborah  K 

2924  Harvey  St,  MB 
Madison  WI  53705 

Burhop,  James  W 

1509  Ellen  Ave 
Madison  WI  53716 

Cassidy,  David  K 

933  W Johnson  St 
Madison  WI  53705 

Crain,  Martin  R 

2122  Traceway  Dr,  #203 
Madison  WI  53713 

DeTroye,  Robert  J 

14  S Orchard  St,  #1 
Madison  WI  53715 

Dolan,  Michael  J 

147  Lathrop  St 
Madison  WI  53705 

Duchicela,  Jorge 
403  L Eagle  Heights 
Madison  WI  53705 

IM  END 
Karlin,  Elizabeth 

4410  Regent  St 
Madison  WI  53705 


AN 

Fredericks,  Nancy  C 
5609  Barton  Rd 
Madison  WI  53711 

Gilbertson,  Ellen  M 

1602  Wendy  Lane 
Madison  WI  53716 

Hagen,  Scott  A 
1606  Fordem  Ave,  #104 
Madison  Wl  53704 

Hansen,  Barbara  J 

5220  Manitowoc  Parkway 
Madison  WI  53705 

Hardacre  II,  Jerry  M 

2050  Allen  Blvd,  #B 
Middleton  WI  53562 

OTO* 

Harrison,  James  E 
1313  Fish  Hatchery  Rd 
Madison  WI  53715 

Hildebrand  Jr,  Fredric  L 

633  Langdon  St,  #307 
Madison  WI  53703 

Hoops,  David  E 
905  W Badger  Rd,  #5 
Madison  WI  53705 

Jaeger,  Thomas  M 
124  Breese  Terr 
Madison  WI  53705 

Jones,  Daniel  R 

520  S Brooks  St 
Madison  WI  53715 

AN 

Kloosterboer,  Thomas  B 

4515  Thurston  Lane 
Madison  WI  5371 1 

Kruk,  Michael  L 

410  S Orchard  St,  #2 
Madison  WI  53715 


Link,  Steven  C 

5404  Mathews  Rd,  #104 
Middleton  WI  53562 

Mahr,  Todd  A 

1026  Ridgewood  Way 
Madison  WI  53713 

Mayland,  Diane  M 

642  Charles  Lane 
Madison  WI  5371 1 

McKee,  David  C 
411  Hawthorne  Ct,  #1B 
Madison  WI  53715 

McLeish,  Deborah  L 
917  Eisenhower  Rd 
Stoughton  WI  53589 

Mendez,  Barbara  K 

445  East  Bluff  St 
Madison  WI  53704 

Mocarski,  Jill  F 

1010  Mound  St,  Rm  418 
Madison  WI  53715 

Moore,  Mary  C 
133  N Franklin  St,  #3 
Madison  WI  53703 

Morales,  Edward  A 

2720  McDivitt  Rd,  #29 
Madison  WI  53713 

Negron,  Eddie  A 
203  Alhambra  PI,  #3 
Madison  WI  53713 

O’Leary,  Patrick 

2442  Chalet  Gardens,  #2 
Madison  WI  53711 

Patten,  Stella  F 

609  Elmside  Blvd 
Madison  WI  53704 

Phillips,  Anthony  W 

516  W Washington  Ave,  #2 
Madison  WI  53703 

Pintar,  Karl  H 

317  Island  Dr,  #1 
Madison  WI  53705 

Reid,  Carol  M 

405  Eugenia  Ave,  #25 
Madison  WI  53705 


AN 

Roeber,  Gregory  N 
5710  Cedar  PI 
Madison  WI  53705 

Schoonover,  Daniel  K 

5002  Sheboygan  Ave,  #135 
Madison  WI  53705 

Simenstad,  David  J 

2532  High  Ridge  Trail 
Madison  WI  53713 

PS  D* 

Snow,  Stephen  N 
3412  Crest  wood  Dr 
Madison  WI  53705 

Van  Petten,  Carol  J 

4725  Sheboygan  Ave,  #336 
Madison  WI  53705 

Weber,  David  R 

1308  Spring  St,  #209 
Madison  WI  53715 

Weigand  Jr,  T Fred 

5019  Old  Middleton  Rd,  #12 
Madison  WI  53705 

Wells,  Joseph  A 

2207  Wood  view  Ct,  #4 
Madison  WI  53713 


DOORKEWAUNEE 

FP* 

Meyer,  William  G 
POB  8 

Sister  Bay  WI  54234 


EAU  CLAIRE-DUNN-PEPIN 

IM 

Edstrom,  Mark  E 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 

P 

Miller,  Michael  M 

733  W Clairemont  Ave 
Eau  Claire  WI  54701 
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FOND  DU  LAC 

FP 

Rich,  David  B 

635  West  Oshkosh 
RiponWI  54971 


KENOSHA 

GE  IM* 

Garretto,  Mario 

3734  Seventh  Ave,  #16 
Kenosha  WI  53140 


LAFAYETTE 

FP 

Leshan,  Loren  A 

309  S Main  St 
Blanchardville  WI  53516 

FP* 

Roberts,  Richard  G 

517  Park  PI 
Darlington  WI  53530 


MANITOWOC 

ORS* 

Di  Raimondo,  Joseph  C 

MILWAUKEE 

FP 

Bennett,  Amy  K 

6930  W Euclid  Ave 
Milwaukee  WI  53219 

Borkovec,  Terre 
1821 A S 6th  St 
Milwaukee  WI  53204 

PD* 

Chintapalli,  Meenakshi 

4300  W Burleigh  St 
Milwaukee  WI  53210 

OBG 

Craft,  Samuel  C 

3533  E Ramsey  Ave 
Cudahy WI 53110 

IM 

Fehrer,  Michael  R 

3975  N 68th  St 
Milwaukee  WI  53216 

FP 

Jasinski,  Leonard  A 

1834  W Wisconsin  Ave 
Milwaukee  WI  53233 

P 

Johnson,  Robert  W 

9455  W Watertown  Plank  Rd 
Milwaukee  WI  53226 

Michalski,  Jeff  M 

4001  W St  Paul  Ave 
Milwaukee  WI  53208 


NPM  PD* 

Ragatz,  Stephen  C 
3070  North  5 1st  St,  #309 
Milwaukee  WI  53210 

Sebelik,  Merry  E 

8404  Watertown  Plank  Rd,  #4 

Wauwatosa  WI  53226 

FP* 

Stickels,  Susan  F 
6901  W Edgerton  Ave 
Milwaukee  WI  53220 

EM  IM 

Stueven,  Harlan  A 

950  North  12th  St 
Milwaukee  WI  53233 

Tomski,  Steven  M 

2134  E Howard  Ave 
Milwaukee  WI  53207 

EM*  FP 
Tonsfeldt,  Denis  J 

950  North  12th  St 
Milwaukee  WI  53233 

Zarwell,  David  H 

6405  W Washington  Blvd 
Wauwatosa  WI  53213 


PORTAGE 

AN* 

Bodensteiner,  C Gary 
1650  Briggs  St 
POB  184 

Stevens  Point  WI  54481 

Daily,  James  M 
900  Illinois  Ave 
Stevens  Point  WI  54481 

FP 

Hagness,  Dean  R 
3504  E Marcia  Dr 
Stevens  Point  WI  54481 

FP 

Sanderson,  Peter  A 

2008  Green  Dr 
POB  405 
Plover  WI  54467 


WASHINGTON 

OTO* 

Chermak,  James  A 

623  Elm  St 

West  Bend  WI  53095 

OBG* 

Estrella,  Renato  S 
1713  North  Main  St 
West  Bend  WI  53095 

U GS 

Sonneland  III,  Arthur  M 

27 1 Green  Bay  Rd 
Cedarburg  WI  53012 


IM* 

Turner,  James  C 

300  Kettle  Moraine  Dr 
Slinger  WI  53086 


WAUKESHA 

FP 

Meagher,  Laura  L 

434  Madison  St 
Waukesha  WI  53186 

PD 

O’Grady  Jr,  Joseph  P 

1 1 1 1 Delafield  St 
Waukesha  WI  53186 


County  society  transfers 

MILWAUKEE 

(from:  Rock) 

Traudt,  William  S 
2388  North  Lake  Dr 
Milwaukee  WI  53211 


ONEIDAVILAS 

(from:  Dane) 

Binder,  James  P 
203  Schiek  Plaza  Dr 
Rhinelander  WI  54501 

(from:  Dane) 

Dyreby  Jr,  James  R 
550  Timber  Dr 
Rhinelander  WI  54501 

PORTAGE 

(from:  La  Crosse) 
Locascio,  Ronald  T 
3600  Patch  St 
Stevens  Point  WI  54481 


FP 

Rice,  Hope  M 
540  Mill  Rd 
Delafield  WI  53018 

FP 

Vasquez,  Ned  F 
1133  Summit  Ave 
Waukesha  WI  53186 

WINNEBAGO 

FP 

Gadowski,  Wojciech  A 
222  S Washington  St 
Menasha  WI  54952 


SAUK 

(from:  Monroe) 

Burnett,  David  E 
1900  E Dewey  Ave 
Reedsburg  WI  53959 

WASHINGTON 

(from:  Douglas) 
Bargenquast,  James  R 

3500  Tower  Ave 
Superior  WI  54880 

WAUKESHA 

(from:  Milwaukee) 
Vasudeyan,  Sridhar  V 
9001  W Watertown  Plank  Rd 
Milwaukee  WI  53226B 


CUSTOMEYES 

OCULAR  PROSTHETICS  SERVICE 

SPECIALIZING  IN  CUSTOM-MADE 
PLASTIC  ARTIFICIAL  EYES 

ALLAN  M.  ANHALT,  OCULARIST 

5601  ODANA  RD.,  SUITE  9 
MADISON,  WIS.  53711 
1-608-271-9540 

MEDICARE,  MEDICAL  ASST.,  INSURANCE 
(MEMBER:  AMERICAN  SOCIETY  OF  OCULARISTS) 
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Physician 


* Physician  members  of  State  Medical  Society  of  Wisconsin 


Michael  Pace,  MD,  Sparta,  recently  joined  the  med- 
ical staff  of  Sparta  Clinic,  Ltd.  Doctor  Pace  grad- 
uated from  the  University  of  Iowa  Medical  School 
and  completed  his  residency  in  Denver  and  Ft  Col- 
lins, Colorado. 

Raymond  Verzosa,  MD,  Portage,  recently  joined  the 
medical  staff  of  Divine  Savior  Hospital  in  Portage. 
A radiologist,  Doctor  Verzosa  has  replaced  Farrell 
F Golden,  MD*  who  retired.  Doctor  Verzosa  grad- 
uated from  Southwestern  University,  The  Philip- 
pines, and  completed  his  residency  at  Cook  County 
Hospital,  Chicago. 

Mark  E Edstrom,  MD,*  Eau  Claire,  has  joined  the 
medical  staff  of  the  Midelfort  Clinic  in  Eau  Claire. 
Doctor  Edstrom  graduated  from  the  University  of 
Minnesota  School  of  Medicine  in  1980  and  com- 
pleted his  internship  and  residency  at  University 
Hospitals  in  Minneapolis. 

John  M Markovich,  MD,*  Eau  Claire,  recently  be- 
came associated  with  the  medical  staff  of  the  Midel- 
fort Clinic  in  Eau  Claire.  Doctor  Markovich  gradu- 
ated from  State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse  and  served  his  internship 
at  St  Luke’s  Hospital  in  Denver,  Colo.  His  surgery 
residency  was  completed  at  Cook  County  Hospital 
in  Chicago. 

Michael  Miller,  MD,*  Eau  Claire,  has  become  assoc- 
iated with  the  medical  staff  of  the  Midelfort  Clinic 
in  Eau  Claire.  A graduate  from  Tulane  University 
Medical  Center,  New  Orleans,  Doctor  Miller  com- 
pleted his  internship  at  the  Medical  College  of  Wis- 
consin, Milwaukee.  He  completed  his  residency  in 
psychiatry  at  the  University  of  Minnesota  Hospital, 
Minneapolis.  Doctor  Miller  also  is  on  the  medical 
staff  of  the  Barron  Clinic. 


uated  from  the  Medical  College  of  Wisconsin  in  1979 
and  completed  his  family  practice  residency  at  St 
Michael  Hospital  in  Milwaukee.  Prior  to  joining 
the  medical  staff  of  the  Sheboygan  Family  Medical 
Associates,  Doctor  Van  Liere  had  been  a member 
of  the  emergency  medical  staff  at  St  Catherine’s 
Hospital,  Kenosha,  and  also  served  as  assistant  clin- 
ical professor  at  the  Medical  College  of  Wisconsin. 


Robert  A Palm,  MD,*  Racine  (above,  right),  received 
the  distinguished  service  award  of  the  University  of 
Wisconsin  Medical  Alumni  Association  from  Kath- 
ryn S Budzak,  MD,*  Madison.  Doctor  Palm  was 
cited  for  service  to  his  community,  profession,  and 
patients.  (Photo  by  John  Yanny,  Racine  Shoreline 
Leader ) 


Dale  F Sinnett,  MD,*  chief  of  the  medical  staff  at 
Richland  Hospital,  Richland  Center,  recently  was 
appointed  to  the  University  of  Wisconsin  Centers 
Board  of  Visitors  by  the  UW  Board  of  Regents.  He 
will  represent  the  Richland  Center  Campus  on  the 
13-person  advisory  board.  Doctor  Sinnett  is  a grad- 
uate of  Loma  Linda  University  School  of  Medicine 
in  California  and  is  a member  of  the  Richland  Med- 
ical Center  medical  staff. 

Timothy  J Van  Liere,  MD,  Sheboygan,  recently  be- 
came associated  with  the  Sheboygan  Family  Medical 
Associates  in  Random  Lake.  Doctor  Van  Liere  grad- 


John C Boncyk,  MD,*  La  Crosse,  recently  became 
associated  with  the  medical  staff  of  Gundersen 
Clinic.  Doctor  Boncyk  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School,  Madison, 
where  he  also  completed  his  residency  and  fellowship 
in  anesthesiology. 

Becky  Kleager,  MD,  River  Falls,  recently  became  a 
member  of  the  River  Falls  Medical  Clinic.  Doctor 
Kleager  graduated  from  the  University  of  Iowa  Med- 
ical School,  Iowa  City,  la.  She  completed  her  resi- 
dency in  obstetrics  and  gynecology  at  Indiana  Uni- 
versity Medical  Center  in  Indianapolis. 
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PHYSICIAN  BRIEFS  continued 


Robert  Nogler,  MD,  recently  became  associated  with 
the  Baldwin  Medical  Clinic  in  Baldwin.  Doctor 
Nogler  graduated  from  Loma  Linda  University 
Medical  School  and  completed  his  family  practice 
residency  at  Reading  Hospital  in  Pennsylvania.  Prior 
to  joining  the  Baldwin  Medical  Clinic  he  had  been 
in  private  medical  practice  in  Manchester,  NH. 

John  WE  Douglas-Jones,  MD,  Marshfield,  has 
joined  the  medical  staff  of  the  Marshfield  Clinic. 
Doctor  Douglas-Jones  graduated  from  the  Univer- 
sity of  Nebraska  College  of  Medicine,  Omaha,  and 
served  his  residency  at  Wesley  Medical  Center, 
Wichita,  Kan.  Doctor  Douglas-Jones  also  completed 
a fellowship  in  thoracic  and  cardiovascular  surgery 
at  the  University  of  Florida  College  of  Medicine  in 
Gainesville.  He  had  been  in  private  practice  in  Silver 
Spring,  Md  before  joining  the  Marshfield  Clinic. 

Joseph  F Behrend,  MD,*  Sun  Prairie  physician  since 
1951,  recently  retired  from  his  medical  practice. 
Doctor  Behrend  graduated  from  the  University  of 
Wisconsin  Medical  School,  Madison,  and  served  his 
internship  at  Madison  General  Hospital.  In  1953, 
Doctor  Behrend  joined  medical  practices  with 
William  T Russell,  MD,*  to  form  the  Behrend- 
Russell  partnership,  which  was  the  beginning  of  the 
Sun  Prairie  Clinic.  In  1975  they  joined  the  East 
Madison  Clinic  medical  group  practice,  and  in  1982 
the  Sun  Prairie  Clinic  became  a division  of  the  Dean 
Medical  Center. 

Richard  G Nash,  MD,*  Wausau,  has  joined  the  med- 
ical staff  of  the  Marshfield  Clinic-Mosinee  Center. 
Doctor  Nash  graduated  from  the  University  of  Min- 
nesota Medical  School  and  completed  his  family 
practice  residency  in  Duluth,  Minn.  He  became  a 
member  of  the  medical  staff  of  Marshfield  Clinic 
in  1979  and  has  served  with  the  Clinic’s  facility  in 
Ladysmith.  He  joined  MDs  Boyd  J Groth*  and 
James  J Beier*  at  the  Mosinee  Center. 

Philip  J Mayer,  MD,  Marshfield,  recently  became 
associated  with  the  medical  staff  of  the  Marshfield 
Clinic.  Doctor  Mayer  graduated  from  the  University 
of  Louisville  School  of  Medicine  and  served  an  in- 
ternship and  completed  a residency  at  the  Medical 
College  of  Virginia,  Richmond.  He  also  completed 
an  orthopedic  surgery  residency  at  Strong  Memorial 
Hospital,  an  affiliate  of  the  University  of  Rochester 
in  New  York.  Doctor  Mayer  completed  fellowships 
at  Children’s  Hospital/Harvard  University,  Boston; 
the  University  of  Hong  Kong  Duchess  of  Kent  Chil- 
dren’s Orthopaedic  Hospital,  and  the  Pingtung 
Christian  Hospital  in  Pingtung,  Taiwan.  Prior  to 
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joining  the  Marshfield  Clinic,  Doctor  Mayer  was  an 
assistant  professor  at  the  State  University  of  New 
York,  Stony  Brook. 

William  Donegan,  MD,  Bayside,  has  been  named 
chief  of  the  Department  of  Surgery  for  Mount  Sinai 
Medical  Center.  Doctor  Donegan  has  been  acting 
department  chief  since  August  1982.  In  addition  to 
being  a professor  of  surgery  at  the  Medical  College 
of  Wisconsin  and  American  Cancer  Society  Pro- 
fessor of  Clinical  Oncology,  Doctor  Donegan  also 
is  director  of  the  Breast  Clinic  at  the  Milwaukee 
County  Medical  Complex. 

Marvin  Wooten,  MD,  Milwaukee,  recently  became 
affiliated  with  the  medical  staff  of  the  Milwaukee 
Medical  Clinic.  Doctor  Wooten  graduated  from  the 
Indiana  University  School  of  Medicine  and  com- 
pleted his  internship  and  residency  at  the  University 
of  Iowa  Affiliated  Hospitals  and  Clinics,  Iowa  City. 

Arthur  M Sonneland,  MD,*  Cedarburg,  recently 
became  a member  of  the  medical  staff  of  St  Alphon- 
sus  Hospital  in  Port  Washington.  Doctor  Sonneland 
graduated  from  the  University  of  Wisconsin  Medical 
School,  Madison,  and  completed  his  residency  at 
University  Hospital  and  Clinics,  Madison.  He  has 
joined  the  practice  of  Daniel  B Gute,  MD.* 

Steven  K Dorow,  MD,  Hillsboro,  has  joined  the  med- 
ical staff  of  the  Hillsboro  Family  Health  Clinic.  A 
1980  graduate  from  the  University  of  Michigan 
Medical  School,  Doctor  Dorow  completed  his  res- 
idency at  St  Mary’s  Hospital  in  Milwaukee. 

Stephen  Nord,  MD,  Milwaukee,  has  joined  the  med- 
ical staff  of  the  Milwaukee  Medical  Clinic.  A grad- 
uate of  the  Medical  College  of  Wisconsin,  Doctor 
Nord  completed  his  internship  and  residency  at  the 
Medical  College  of  Ohio,  Toledo,  and  at  Affiliated 
Hospitals  in  Toledo. 

Jack  I Spear,  MD,*  Richland  Center,  recently  was 
chosen  as  the  first  recipient  of  the  “Number  1 
Award”  from  the  Richland  Center  High  School. 
The  award  has  been  organized  to  recognize  individ- 
uals in  the  community  for  their  service  to  the  high 
school.  Doctor  Spear  has  been  game  physician  for 
local  and  area  schools  for  30  years  and  also  is  a 
member  of  the  medical  advisory  committee  to 
WIAA,  member  of  American  College  of  Sports 
Medicine,  member  of  the  School  and  Health  Com- 
mittee, and  has  served  on  the  WIAA  board  of  direc- 
tors. 
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MID  A HU  M A \l  l 
11(1  4IAIH  h 

SKI  AT  A DISCOUNT 
SPECIAL  OFFER! 


THE  FOLLOWING  SKI  AREAS  WANT  TO  INTRODUCE  THEMSELVES  TO  YOU  AT  A SUBSTANTIAL  SAVINGS  THRU  THE 
1983-84  MID  AMERICA  SKI  ASSOCIATION  SKI  BOOK.  EACH  SKI  AREA  HAS  ITS  OWN  CERTIFICATE  IN  THIS  YEAR'S 
MID  AMERICA  SKI  ASSOCIATION  SKI  BOOK  TO  BE  USED  IN  THE  PURCHASE  OF  TWO  LIFT  TICKETS  FOR  THE  PRICE 
OF  ONE  OR  EQUIVALENT.  RETAILS  FOR:  $22.95-70  ORDER,  SEE  BELOW! 


1983-84  M.A.S.A.  PARTICIPANTS 


ALPINE  VALLEY 

CHRISTIE  MTN. 

MOUNT  McKAY 

SUGAR  HILLS 

EAST  TROY,  Wl 

BRUCE,  Wl 

THUNDER  BAY,  ONT 

GRAND  RAPIDS,  MN 

AMERICANA 

CHRISTMAS  MTN. 

NORDIC  MT. 

SUNBURST 

LAKE  GENEVA,  Wl 

WISCONSIN  DELLS,  Wl 

MT.  MORRIS,  Wl 

KEWASKUM,  Wl 

MT.  ASHWABAY 

MT.  FRONTENAC 

OLYMPIA 

SUNDANCE 

BAYFIELD,  Wl 

FRONTENAC,  MN 

OCONOMOWOC,  Wl 

THUNDER  BAY,  ONT 

BRECKENRIDGE 

HARDSCRABBLE 

PINE  MTN. 

TELEMARK 

BRECKENRIDGE,  CO 

RICE  LAKE,  Wl 

IRON  MOUNTAIN,  Ml 

CABLE,  Wl 

BRIDGER  BOWL 

INDIANHEAD 

PLUMTREE 

TYROL  BASIN 

BOZEMAN,  MT 

WATERFIELD,  Ml 

SHANNON,  IL 

MT.  HOREB,  Wl 

CABERFAE 

MT.  LACROSSE 

PURGATORY 

WELCH  VILLAGE 

CADILLAC,  Ml 

LACROSSE,  Wl 

DURANGO,  CO 

WELCH,  MN 

CANDY  MTN. 

MT.  LE  BETT 

QUADNA  MTN. 

WHITE  CAP 

THUNDER  BAY,  ONT 

COLEMAN,  Wl 

HILL  CITY,  MN 

MONTREAL,  Wl 

CANNONSBURG 

LUTSEN 

RIB  MOUNTAIN 

LODGING: 

GRAND  RAPIDS,  Ml 

LUTSEN,  MN 

WAUSAU,  Wl 

HILTON  on 

CASCADE  MTN. 

MAJESTIC 

SKI  SUNLIGHT 

LAKE  GENEVA 

PORTAGE,  Wl 

LAKE  GENEVA,  Wl 

GLENWOOD  SPRINGS,  CO 

LAKE  GENEVA,  Wl 

CHESTNUT  MTN. 

GALENA,  IL 

MAVERICK  MTN. 

DILLON,  MT 
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PHYSICIAN  BRIEFS  continued 


William  M Fitzgerald,  MD,*  Beloit,  recently  began 
his  medical  practice  at  the  Beloit  Clinic.  Doctor 
Fitzgerald  graduated  from  Northwestern  University 
Medical  School  in  1980  and  completed  his  residency 
at  the  Mayo  Clinic  in  Rochester,  Minn. 

Neil  C Binkley,  MD,*  Hayward,  recently  became  as- 
sociated with  the  medical  staff  of  the  Hayward 
Medical  Group,  SC.  Doctor  Binkley  graduated  from 
the  University  of  Wisconsin  Medical  School,  Mad- 
ison, in  1979.  His  residency  and  a fellowship  were 
completed  at  St  Joseph’s  Hospital  and  the 
Marshfield  Clinic. 

James  P Conterato,  MD,  Marshfield,  has  joined  the 
medical  staff  of  the  Marshfield  Clinic  in  the  Depart- 
ment of  Internal  Medicine.  Doctor  Conterato  grad- 
uated from  Rush  Medical  College,  Chicago,  and 
completed  his  residency  training  at  the  Marshfield 
Clinic,  St  Joseph’s  Hospital,  and  the  Marshfield 
Medical  Foundation. 

Timothy  Hamel,  MD,  Brodhead,  recently  opened 
his  medical  practice  in  Brodhead.  He  is  affiliated 
with  the  Monroe  Clinic-Brodhead  Branch.  Doctor 
Hamel  graduated  from  the  University  of  Wisconsin 
Medical  School,  Madison,  and  completed  his  resi- 
dency in  family  practice  at  St  John’s  Hospital  in  St 
Louis,  MO. 


Stuart  J Tipping,  MD,*  Marshfield,  recently  joined 
the  medical  staff  of  the  Marshfield  Clinic  in  the  De- 
partment of  Oncology.  Doctor  Tipping  graduated 
from  the  University  of  Pittsburgh  School  of  Med- 
icine and  completed  his  internship  and  residency 
training  at  the  University  of  Iowa  Hospitals  and 
Clinics,  Iowa  City.  His  fellowship  training  in  on- 
cology was  completed  with  the  UW  Public  Health 
Service  at  its  Baltimore  Cancer  Research  Center. 

John  H Gunkel,  MD,  La  Crosse,  recently  joined  the 
medical  staff  of  St  Francis  Medical  Center.  He  is  the 
physician-director  of  the  hospital’s  newborn  and 
infant  intensive  care  unit.  A graduate  from  the  Uni- 
versity of  Texas,  Austin,  Medical  School,  he  served 
his  residencies  at  both  Columbus  Children’s  Hos- 
pital, Ohio,  and  Bexar  County  Hospital  District  in 
San  Antonio.  Prior  to  coming  to  La  Crosse,  Doctor 
Gunkel  was  on  the  medical  staff  at  Cedars-Sinai 
Medical  Center  in  Los  Angeles,  and  was  an  assistant 
professor  at  the  University  of  California-Los 
Angeles  School  of  Medicine. 

Federico  P Gregorio,  MD,*  Neillsville,  recently  was 
named  a fellow  of  the  American  College  of  Sur- 
geons. He  also  is  a fellow  of  the  International  Col- 
lege of  Surgeons,  US  Section.  Doctor  Gregorio  is  a 
member  of  the  medical  staff  of  the  Neillsville  Clinic 
and  Memorial  Hospital,  Neillsville.  ■ 


AMA  Physician’s  Recognition  Award  Recipients 

Listed  below  are  those  physicians  in  Wisconsin  who  have  earned  the  AMA  Physician’s  Recognition  Award  in 
recent  months.  The  State  Medical  Society  of  Wisconsin  congratulates  these  physicians  who  have  distinguished 
themselves  and  their  profession  by  their  commitment  to  continuing  education: 


OCTOBER  1983 

♦Albrecht,  Paul  G,  Sparta 
♦Bonelli,  Landy  E,  Wauwatosa 
♦Brown,  Joseph  G,  Madison 
♦Cerny,  Frank  J,  Fond  du  Lac 
Chu,  Ming,  Tomah 
♦Chua,  David  B,  Milwaukee 
Danz,  Bruce  R,  Kaukauna 
♦Doss,  Jerry  C,  Oshkosh 
♦Fazen,  Louis  E,  Racine 


♦Members  of  the  State  Medical  Society 
of  Wisconsin 


♦Fox,  Robert  S,  Appleton 
♦Herman,  La  Vern  H,  Waukesha 
♦Hoyer,  John  K,  Rice  Lake 
Johnson,  Rodney  C,  Sheboygan 
Keppel,  Christina  C,  Milwaukee 
♦Liebenow,  Roland  R,  Madison 
♦Lindorfer,  Donald  BJ,  Milwaukee 
Lout,  Robert  P,  Stanley 
♦Meighan,  Pearse  P,  Appleton 
♦Mirhoseini,  Mahmood,  Milwaukee 
♦Mullooly,  John  P,  Wauwatosa 
♦Murray,  Stephen  T,  Waupun 
♦Pinn,  Christopher  C,  Green  Bay 
Que,  Mary  G,  Stevens  Point 
♦Roberts,  Richard  G,  Darlington 


Roden,  Wayne,  Kenosha 
♦Roy,  Michel  Y,  Marshfield 
♦Sallis,  Douglas  A,  Stanley 
♦Sampica,  Gerald  J,  Racine 
♦Schell,  Charles  A,  Woodruff 
♦Schmitz,  John  T,  Milwaukee 
Sennett,  Louis  W,  Milwaukee 
♦Sinnett,  Dale  F,  Richland  Center 
♦Stafl,  Jaroslava,  Milwaukee 
♦Taber,  Alan  L,  Berlin 
♦Waldman,  Arthur  M,  Wausau 
♦Ward,  Richard  H,  Appleton 
♦Wells,  Marvin,  Milwaukee 
♦Wells,  Ronald  K,  Brookfield 
♦Zondag,  Tuenis  D,  Eau  Claire* 
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County  Societies 


• Physician  members  of  Stale  Medical  Society  of  Wisconsin 


EAU  CLAIRE-DUNN-PEPIN:  Thirty-eight  members 
and  two  guests  were  present  at  the  September  meet- 
ing of  the  Eau  Claire-Dunn-Pepin  County  Medical 
Society.  Earl  R Thayer,  secretary  and  general  man- 
ager of  the  State  Medical  Society  of  Wisconsin, 
spoke  on  the  current  affairs  of  the  Society.  Paul 
Jacobson,  field  consultant  of  the  SMS  Physicians 
Alliance,  revealed  several  changes  in  the  super-rule 
that  had  been  proposed.  Two  Eau  Claire  physicians 
were  accepted  to  membership.  They  are  MDs  Mark 
E Edstrom*  and  Michael  Miller.* 

EAU  CLAIRE-DUNN-PEPIN:  At  the  October  meet- 
ing of  the  Eau  Claire-Dunn-Pepin  County  Medical 
Society,  members  heard  Donald  J McIntyre,  exec- 
utive director  of  WisPRO  and  Scott  Layman,  district 
manager  of  the  Northwest  District  of  WisPRO,  give 
a description  of  the  DRGs  of  preadmission  reviews 
and  for  focused  review.  Paul  Jacobson,  field  con- 
sultant of  the  SMS  Physicians  Alliance,  discussed 
some  of  the  current  legislative  battles  that  are  going 
on  at  the  State  Capitol.  New  physicians  accepted  to 
membership  are  Allen  F Meyer,*  Robert  A Durst 
Jr,*  and  John  M Markovich*  all  of  Eau  Claire. 

JEFFERSON:  Twenty-four  members  and  guests 
were  present  at  the  October  meeting  of  the  Jefferson 
County  Medical  Society.  Guest  speaker,  George  T 
Bandow,  MD,*  Madison,  spoke  on  “Calcium 
Blockers.”  Manfred  Effenhauser,  MD,*  Lake  Mills, 
was  elected  president  and  John  C Heffelfinger, 
MD,*  Watertown,  was  reelected  secretary-treasurer 
of  the  Society.  Kenneth  R Kidd,  MD,*  Whitewater, 
and  Cindy  Jones-Nosaeck,  MD,*  Palmyra,  were 
accepted  to  membership  of  the  Society. 

MONROE:  The  August  meeting  of  the  Monroe 
County  Medical  Society  was  held  in  Tomah.  Jameel 
S Mubarak,  MD,*  introduced  the  guest  speaker, 
Thomas  Cogbill,  MD,  of  the  Gundersen  Clinic  in  La 
Crosse.  Doctor  Cogbill  gave  a talk  on  “Peripheral 
Vascular  Disease  and  the  Vascular  Lab.”  Gustave  A 
Landmann,  MD,*  presented  a plaque  with  names  of 
all  doctors  who  are  now  retired  or  deceased  in  Mon- 
roe County.  He  requested  that  names  of  all  doctors 
who  have  practiced  25  years  or  more  in  Monroe 
County  be  added  and  the  suggestion  was  agreed 
upon  unanimously. 

OUTAGAMIE:  Thirty-one  members  were  present  at 
the  October  meeting  of  the  Outagamie  County  Med- 
ical Society.  Chesley  P Erwin,  MD,*  president  of  the 
State  Medical  Society  of  Wisconsin,  spoke  on  “Med- 


ical Politics.”  Six  physicians  were  accepted  to  mem- 
bership of  the  Society.  They  are  MDs,  Robert  G 
Brucker,*  Appleton;  Henry  A Folb,*  Appleton; 
Robert  S Fox,*  Appleton;  G Mark  Heifner,* 
Menasha;  Brian  E Koester,*  Appleton,  and  David 
C Rau*  of  Appleton. 

ROCK:  At  the  September  meeting  of  the  Rock 
County  Medical  Society,  forty-four  members  and 
one  guest  were  present.  A program  on  “Develop- 
ment of  a Physician-Sponsored  Health  Plan”  was 
given  by  Cameron  G Brown,  William  Segodnia,  and 
William  N Brandt,  MD,*  Janesville.  MDs  Gordon 
E Kronquist,*  Wook-Chin  Chong,*  and  Yon  Doo 
Ough*  were  accepted  to  membership. 

WINNEBAGO:  Sixty-six  members  were  present  to 
hear  John  J Ring,  AM  A trustee  from  Mundelein, 
111,  speak  on  “Payment  for  Physicians’  Services”  at 
the  November  meeting  of  the  Winnebago  County 
Medical  Society.  New  physicians  accepted  to  mem- 
bership of  the  Society  were  MDs  Lance  Zernzach,* 
John  E Hoggett,*  John  F AufderHeide,*  and  Sue 
Hausserman*  who  transferred  from  Outagamie 
County  Medical  Society.  ■ 


* Physician  members  of  State  Medical  Society  of  Wisconsin 


American  Academy  of  Family  Physicians  recently 
announced  the  reelection  of  Richard  W Shropshire, 
MD,*  Monona,  as  vice-speaker  of  the  Congress  of 
Delegates  of  the  Academy.  Doctor  Shropshire  was 
first  elected  vice-speaker  in  1982.  Prior  to  that  he 
served  as  a delegate  to  the  Congress  for  seven  years. 
A graduate  of  the  University  of  Iowa  College  of 
Medicine,  Doctor  Shropshire  is  in  private  medical 
practice  in  Monona.  From  1976-78  he  was  director 
of  the  residency  program  of  the  Department  of  Fam- 
ily Medicine  and  Practice  at  the  University  of  Wis- 
consin Medical  School,  Madison. 

Milwaukee  Ophthalmological  Society  has  an- 
nounced the  following  officers  for  the  year  1983-84. 
They  are  MDs  Ernest  L MacVicar,*  Racine,  presi- 
dent; Michael  R McCormick,*  Waukesha,  vice- 
president;  Robert  A Hyndiuk,*  Milwaukee,  sec- 
retary; and  Robert  W Pointer,*  Sheboygan,  treas- 
urer.* 


WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983:  VOL.  82 


43 


INCVV5  rugi  uigi  i(S“ 


• Physician  members  of  State  Medical  Society  of  Wisconsin 


The  HMO  of  Wisconsin  recently  named  Gerald  C 
Kempthorne,  MD,*  Spring  Green,  as  medical  direc- 
tor. Officers  recently  elected  to  the  Rural  Physicians 
Association  of  the  HMO  of  Wisconsin  are  MDs 
John  A DeGiovanni,*  Sauk  Prairie,  president;  Mark 
Tumerman,  Columbus,  vice-president;  Gerald  R 
Wisniewski,*  Richland  Center,  vice-president; 
Thomas  R Flygt,*  Baraboo,  secretary;  and  Leonard 
W Schrank,*  Waupun,  treasurer. 

The  Fond  du  Lac  Clinic  has  announced  that  four  of 
its  physicians  will  retire  at  the  end  of  the  year  after  a 
collective  century  of  service  to  the  community.  They 
are  MDs  Ewald  H Pawsat,*  pediatrician;  IJ  Keenan, 
family  physician;  Harvey  K Guth,*  urologist;  and 
Clair  M Flanagan,*  ear,  nose  and  throat  specialist. 
Doctors  Guth  and  Flanagan  have  been  associated 
with  the  Clinic  for  34  years  and  33  years  respectively. 
Doctor  Pawsat  joined  the  Clinic  10  years  ago,  and 
Doctor  Keenan  four  years  ago. 

Mercy  Medical  Center,  Oshkosh,  has  announced 
that  John  B McAndrew,  MD,*  was  elected  president 
of  the  medical  staff  for  1983-84.  Doctor  McAndrew 
served  as  vice  president  for  1982-83.  Also  elected  to 
the  executive  committee  were  MDs  Eric  B Wilson,* 
vice-president;  James  L Basiliere,*  secretary;  and 
Warren  V Hahn,*  Lance  E Zernzach,*  David  H 
Romond,*  and  Ernest  J Zmolek,*  members-at- 
large.  Department  chiefs  elected  include  MDs  Wil- 
liam G Weber,*  chief  of  medicine,  and  Michael  C 
Finger,  vice-chief;  Paul  C O’Connor,  chief  of  sur- 
gery, and  Robert  G Isom,*  vice-chief;  Robert  J 
Holly,*  chief  of  obstetrics/gynecology,  and  Richard 
C Murray,*  vice-chief;  Jerry  C Doss,*  chief  of  rad- 
iology, and  John  R McKenzie,*  vice-chief. 
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Vernon  Memorial  Hospital,  Viroqua,  has  announced 
the  election  of  Timothy  J Devitt,  MD,*  Soldiers 
Grove,  chief-of-staff.  Other  officers  chosen  for  two- 
year  terms  are  MDs  Rolando  A Macasaet,*  Vir- 
oqua, vice  chief-of-staff,  and  Phillips  T Bland,* 
Westby,  was  reelected  secretary-treasurer. 

St  Mary’s  Hospital  Medical  Center,  Green  Bay,  has 
announced  that  Sister  M Josepha  Schaeffer,  has 
been  appointed  secretary-treasurer  of  the  Board  of 
Directors.  Since  1974,  Sr  Josepha  has  been  assistant 
administrator  for  Patient  Care  Services.  She  is  a 
member  of  the  Hospital  Sisters  of  the  Third  Order 
of  St  Francis,  Springfield,  111.  The  Hospital  Sisters 
sponsor  the  third  largest  Catholic  health  care  system 
in  the  United  States,  which  includes  both  St  Mary’s 
and  St  Vincent  hospitals  in  Green  Bay.  Her  new 
duties  also  include  being  secretary-treasurer  for  St 
Vincent  Hospital,  Green  Bay;  St  Joseph’s  Hospital, 
Chippewa  Falls;  Sacred  Heart  Hospital,  Eau  Claire; 
and  St  Nicholas  Hospital,  Sheboygan. 

Nicolet  Clinic,  SC,  Neenah,  recently  announced  the 
following  slate  of  officers  of  its  service  corporation 
for  the  year  1983-84.  They  are  G Douglas  Reilly, 
MD,*  president;  William  F Sickels,  MD,*  vice-pres- 
ident; Curtis  C Baltz,  MD,*  secretary;  John  P Kon- 
sek,  MD,*  treasurer;  David  S Hathaway,  MD,* 
medical  director;  and  DJ  Anderson,  FACMGA,  ad- 
ministrator. ■ 


Radio  dispatched  truck  fleet  for 

INDUSTRY,  INSTITUTIONS, 
SCHOOLS,  ETC. 

AUTHORIZED  PARTS  & SERVICE  FOR 
CLEAVER— BROOKS 

Throughout  Wisconsin  and  Upper  Michigan 

SALES 

Boiler  room  accessories 
O,  trims 

Cleveland  controls 

and-Car  automatic  bottom  blowdown  systems 
SERVICE-CLEANING  ON  ALL  MAKES 
Complete  Mobile  Boiler  Room  Rentals 

Stevens  Point— 715/344-7310 
Green  Bay— 414/494-3675 
Madison— 608/249^604 

PBBS  EQUIPMENT  CORP. 

5401  N Park  Dr-PO  Box  365-Butler,  Wl  53007 
Phone: 414/781-9620 


44 


WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983:  VOL.  82 


WISCONSIN 

MEDICAL  JOURNAL 


ISSN  0043-6542 

OWNED  AND  PUBLISHED  BY  THE 
STATE  MEDICAL  SOCIETY  OF  WISCONSIN 
COPYRIGHT  1983 


INDEX 

VOLUME  82 
JANUARY  1983 
through 

DECEMBER  1983 


A monthly  journal  of 
medicine  and  surgery 


KEY  TO  NUMBERING:  First  number  is  the  issue 
number  (eg,  January  is  1,  February  is  2,  etc) 
followed  by  a hyphen  and  the  page  number  within 
the  issue. 


AUTHORS  OF  SCIENTIFIC  ARTICLES 


Backer,  Gordon  L,  Wausau:  3-35 
Barnett,  James  H,  Milwaukee:  6-24 
Basu,  Sailendra,  Wausau:  9-16,  9-30 
Bell,  Robert  M,  Milwaukee:  2-23 
Belzer,  Folkert  O,  Madison:  3-32 
Blank,  Judith  L.  (BS,  MT),  Madison:  3-32 
Busch  Jr,  Henry  M,  La  Crosse;  1-19 

Campbell,  J Kemper,  Lincoln,  NB;  4-30 
Campbell,  John  A,  Marshfield:  3-38 
Carbone,  Paul  P,  Madison:  10-22 
Carnes,  Molly,  Madison:  8-15 
Condon,  Robert  E,  Milwaukee:  3-23 
Conterato,  James  P,  Marshfield:  12-17 
Converse,  Joyce  (RN):  6-31 

Davis,  Jeffrey  P,  Madison:  3-25 

Davis,  Matthew  D,  Madison:  3-35 

Djokovic,  Jovan  L,  Janesville:  8-20 

Dovenbarger,  William  V,  Marshfield:  3-38 

Duthie,  Edmund  H,  Milwaukee:  8-19,  8-28,  9-19,  9-23 

Elejalde,  B Rafael,  Milwaukee:  6-21 

Elejalde,  Marie  Mercedes  de  (RN),  Milwaukee:  6-21 

Franson,  Timothy  R,  Milwaukee:  11-10 
Freeman,  D Joe,  Wausau:  1-15 
Friedenberg,  William  R,  Marshfield:  6-27,  12-17 
Fritz,  Richard  D,  Milwaukee:  11-26 
From,  Leland  J,  Beloit:  2-21 

Gager,  Walter  E,  Milwaukee:  3-35 
Gatley,  Samuel  (PhD),  Madison:  1-17 
Gatlin,  Pat  (BS),  Marshfield:  12-17 

Gambert,  Steven  R,  Milwaukee:  8-13,  8-19,  8-28,  9-23,  9-26, 
9-28,  9-30 

Gehlsen,  Jane  A,  Marshfield:  12-17 
Glass,  Neal  R,  Madison:  3-32 
Gremminger,  Roger  A,  Milwaukee:  11-20 


All  authors  are  MDs  unless  otherwise  indicated. 

WISCONSIN  MEDICAL  JOURNAL,  DECEMBER  1983:  VOL.  82 


Gundersen,  Adolph  L,  La  Crosse:  1-19 
Gundersen,  A Erik,  La  Crosse:  1-19 
Gutcher,  Gary,  Madison:  2-28 

Hansotia,  Phiroze  L,  Marshfield:  4-27 
Harb,  Joseph  M,  (PhD),  Milwaukee:  2-23 
Harris,  Scott  S,  Milwaukee:  3-23 

Jewell,  Kay  E,  King:  9-30 

Lamb,  Steven  A,  Milwaukee:  9-19 
Lieman,  Lionel  M,  Madison:  1-17 
Lloyd,  Patrick  M (DDS),  Milwaukee:  9-21,  9-28 
Love,  Richard  R,  Madison:  2-26,  10-13 
Ludwig,  Rebecca  A,  Madison:  2-26 

MacCarthy,  Charles  F,  Wausau:  3-35 
Machinton,  Stephen,  Milwaukee:  6-21. 

Mackie  Jr,  Robert  W,  Wausau:  1-15 

Manlee,  Jong,  Beloit:  2-21 

Mazza,  Joseph  J,  Marshfield:  6-27,  9-13,  12-17 

Menitove,  Jay  E,  Milwaukee:  11-16 

Miller,  Doug  T (BS),  Madison:  3-32 

Murphy,  Joseph  B,  Milwaukee:  9-19 

Nesemann,  Michael  E,  La  Crosse:  1-19 
Newcomer,  Kermit  L,  La  Crosse:  1-19 
Norfleet,  Robert  G,  Marshfield:  4-23 

Pastakia,  Behram,  Madison:  1-17 

Ragalie,  Glenn  F,  Milwaukee:  11-10 
Reinecke,  Mark  E,  Marshfield:  3-38 
Remington,  Patrick  L,  Madison:  3-25 
Reynolds  Jr,  Norman  C,  Milwaukee:  12-22 
Rice,  Lori  Deitte  (non-MD),  Madison:  2-26 
Ries,  Peter  M,  Marshfield:  6-27 
Roberts,  Ronald  C (PhD),  Marshfield:  4-23 
Rose,  Harold  D,  Milwaukee:  11-10 
Rosenkranz,  Wilbur  E,  Mukwonago:  9-30 
Rusch,  Harold  P,  Madison:  10-20 

Sautter,  Richard  D,  Marshfield:  3-38 
Schiedermayer,  David,  Milwaukee:  8-28 

45 


AUTHORS  OF  SCIENTIFIC  ARTICLES  continued 


Schloesser,  Lee  L,  Marshfield:  12-17 
Schmidt,  Gregory  L,  Milwaukee:  8-25 
Sheth,  Neela,  Milwaukee:  11-10 
Sollinger,  Hans  W,  Madison:  3-32 
Sondel,  Paul  M,  Madison:  10-17 
Starshak,  Robert  J,  Milwaukee:  2-23,  3-28 
Steeves,  Richard  A,  Madison:  10-16 


Stoebig,  James  F (BS),  Madison:  3-25 
Sty,  John  R,  Milwaukee:  2-23,  3-28 

Vergeront,  James  M,  Madison:  3-25 

Wall,  Richard  B (REEG  T),  Marshfield:  4-27 
Winga,  Edward  R,  La  Crosse:  8-23,  9-30 


AUTHORS  OF  NON-SCIENTIFIC  ARTICLES 


Affeldt,  John  E,  Chicago,  IL:  1-16,  4-26,  6-49 

Dally,  Alfred  D,  Madison:  12-11 

Detmer,  Don  E,  Madison:  3-11 

Dunham,  Nancy  Cross  (MS),  Madison:  3-11 

Eyer,  Reverend  Richard  C (non-MD),  Milwaukee:  3-16 

Farrell,  James  G (MBA),  Madison:  1-21 

Halton,  John  H (MA,  DPhil,  FIMA,  FBCS),  Madison:  2-31, 


Hecht,  Rudolph  C,  Madison:  1-21 
Kolner,  Edward  H,  Madison:  4-8 
Leonard,  Thomas  A,  Madison:  12-14 
Porter,  Gerald  E,  Marshfield:  2-14,  3-14 
Rajani,  Karl  (non-MD),  Madison:  12-11 
Sommers,  Paul  A (PhD),  La  Crosse;  1-24 
-31  Treffert,  Darold  A,  Fond  du  Lac:  6-13 


All  authors  are  MDs  unless  otherwise  indicated. 


SCIENTIFIC  ARTICLES/ABSTRACTS/INFORMATION 


ACCIDENT  AND  FALL  prevention  in  the  elderly  (Duthie  & 
Gambert):  9-23 

AGING,  A clinician’s  guide  to  the  physiology  of  (Gambert):  8-13 
AGING — IMMUNOLOGIC  changes — autoimmunity  (Basu): 
9-16 

AIDS — Acquired  Immune  Deficiency  Syndrome:  11-9 
—Acquired  Immune  Deficiency  Syndrome  medical  literature  ref- 
erence list:  11-14 

— Acquired  immune  deficiency  syndrome  in  low-risk  patients 
(abstract):  11-14 

— Facts  about  acquired  immune  deficiency  syndrome  (AIDS)  (Wis 
Div  of  Health,  Section  of  Acute  and  Communicable  Disease 
Epidemiology):  11-15 

— Organizations  available  for  counseling  to  persons  at  risk  for 
AIDS:  11-18 

— Pneumocystis  carinii  pneumonia  and  disseminated  cytomega- 
lovirus infection  in  previously  healthy  bisexual  man  (Ragalie, 
Franson,  Rose  et  al):  11-10 

— T-lymphocyte  subpopulations  in  patients  with  classic  hemo- 
philia treated  with  cryoprecipitate  and  lyophilized  concentrates 
(abstract):  11-27 

— Taking  a sexual  history  (Gremminger):  1 1-20 
—Special  reports  on  AIDS:  11-24 

—Statement  concerning  AIDS,  adopted  by  the  Board  of  Direc- 
tors SMS,  Sept  17,  1983:  11-25 

— Keeping  the  blood  supply  safe,  a statement  from  the  Blood  Sup- 
pliers of  Wisconsin — Wisconsin  Association  of  Blood  Banks, 
Inc:  11-26 

— Is  our  blood  supply  safe?  (Fritz  & Menitove):  1 1-26 
AIDS  suspect  cases,  Precautions  asked  in  disposing  bodies  of:  9-68 
— State  to  require  AIDS  reports:  9-68 
— Call  toll-free  number  for  info  on  AIDS:  9-68 
ARTERIAL  GRAFT  infections  (abstract):  6-30 

BARRIER  ULTRASOUND  (letter)  (Stenborg):  3-9 
BENDECTIN  production  ceases:  Toll-free  number  to  answer  MD 
questions:  9-32 

BETAMIMETIC  AGENTS,  Care  of  the  patient  receiving  therapy 
with  (Converse):  6-31 

BILIRUBIN  in  the  neonate,  On  measuring  (Gutcher):  2-28 
BLACK  LUNG  Program  claims;  enrollment  open:  2-66 
BLASTOMYCOTIC  ABSCESS,  Solitary  intracranial  (Bell,  Star- 
shak, Sty,  & Harb):  2-23 

BLOOD  supply  safe,  a statement  from  the  blood  suppliers  of  Wis- 
consin— Association  of  Blood  Banks,  Inc,  Keeping  the:  1 1 -26 
— Is  our  blood  supply  safe?  (Fritz  & Menitove):  1 1-26 
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BONE  MARROW  transplantation  as  immunotherapy  (Sondel): 
10-17 

BREAST  CANCER  following  adjuvant  radiotherapy  of  Wilms’ 
tumor  (Love,  Rice,  & Ludwig):  2-26 

CANCER  Center,  Events  leading  to  the  establishment  of  the  Wis- 
consin Clinical  (Rusch):  10-20 

— Cancer  following  adjuvant  radiotherapy  of  Wilms’  tumor. 
Breast  (Love,  Rice,  & Ludwig):  2-26 
— WCCC’s  Tenth  Anniversary  Lecture  Series:  3-47,  4-47 
— WCCC  core  grant:  4-47 

— Cancer — recent  insights,  A family  history  of  (Love):  10-13 
CARDIAC  arrest  in  hypothermia  (Nesemann,  Busch,  Gunder- 
sen,  et  al):  1-19 

CENTRAL  NERVOUS  SYSTEM  trauma,  Ultrasonographic 
determination  of  intrauterine  (Elejalde,  de  Elejalde,  & Machin- 
ton):  6-21 

CEPHALOSPORIN  PROPHYLAXIS  in  transurethral  surgery, 
Short-term  (abstract):  9-27 

CHEMOTHERAPY,  The  outcome  of  emergency  operations  in 
patients  with  metastatic  malignancy  receiving  (Harris  & Con- 
don): 3-23 

CHORDOMOID  nodules  in  an  infant,  Subcutaneous  and  skeletal 
(abstract):  1-18 

CHOREA  as  a clinical  sign:  Is  it  Huntington’s  disease? 
(Reynolds):  12-22 

COLORECTAL  NEOPLASMS:  report  of  a mail-out  project 
without  dietary  restriction  in  a prepaid  health  plan,  Hemoc- 
cult® screening  for  (Norfleet  & Roberts):  4-23 
CORONARY  DISEASE  risk  factors  after  gastric  bypass,  Im- 
provement in  (abstract):  8-24 

COWDEN’S  DISEASE  (Multiple  hamartoma  syndrome)  (Bar- 
nett): 6-24 

DEPRESSION  in  the  elderly  (Schmidt):  8-25 
DIABETIC  patients  with  end-stage  renal  failure,  Timing  of  kidney 
transplantation  in  juvenile  (Sollinger,  Glass,  Miller,  et  al):  3-32 
DIAPHRAGMATIC  defects  with  gastric  volvulus  in  the  neonate 
(Starshak  & Sty):  3-28 

DIROFILAR1ASIS  and  transitional  cell  carcinoma,  Pulmonary 
(abstract):  8-22 

DOPPLER  studies,  Digital  subtraction  angiography  and  contin- 
uous-wave (abstract):  6-30 
DRUG  ABUSE  alert:  3-28 
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SCIENTIFIC  ARTICLES/ABSTRACTS/INFORMATION  continued 


EATING  DISORDERS  (letter):  1-10 

ENDOSCOPY:  Mandatory  for  all  common  duct  operations?, 
Intraoperative  biliary  (abstract):  3-27 
EDUCATION  of  special  children,  Physician  influence  on  the 
(Sommers):  1-24 

EPIGLOTTITIS  in  a community  hospital,  Adult  (From  & 
Manlee):  2-21 

FAMILY  PRACTICE  RESIDENCY  programs.  Comparative 
profiles  of  rural  and  urban  family  physicians. . .Based  upon 
100  graduates  of  the  University  of  Wisconsin  (Hecht  & Farrell): 
1-21 

FORENSIC  FABLES  (President’s  Page)  (Erwin):  8-4 
FORMALDEHYDE  RULE  (letter):  2-11 

GASTROESOPHAGEAL  reflux  using  the  Angelchik®  pros- 
thesis, Treatment  of  symptomatic  (abstract):  1-29 
GERIATRIC  MEDICINE  II  (see  specific  subject):  8-13 
— A clinician’s  guide  to  the  physiology  of  aging  (Gambert):  8-13 
— Preventive  health  care  for  the  elderly  (Carnes):  8-15 
— Laboratory  testing  in  the  elderly  (Gambert  & Duthie):  8-19 
— Preoperative  assessment  of  the  elderly  (Djokovic):  8-20 
— Depression  in  the  elderly  (Schmidt):  8-25 
— Medical  management  of  hip  fractures  in  the  elderly  (Schieder- 
mayer,  Gambert,  & Duthie):  8-28 
— Hematologic  problems  in  the  elderly  (Mazza):  9-13 
— Aging— immunologic  changes — autoimmunity  (Basu):  9-16 
— Urinary  incontinence  in  the  elderly  (Murphy,  Lamb,  & Duthie): 
9-19 

— Xerostomia:  Not  a phenomenon  of  aging  (Lloyd):  9-21 
— Accident  and  fall  prevention  in  the  elderly  (Duthie  & Gambert): 

9- 23 

— Osteoporosis  (Gambert):  9-26 

— Guidelines  for  oral  health  care  of  the  institutionalized  elderly 
(Lloyd  & Gambert):  9-28 

— Role  of  the  physician  extender  in  the  long-term  care  setting 
(Gambert,  Rosenkranz,  Basu  et  al):  9-30 

HALO  external  fixation  of  nasal  fractures  (abstract):  12-25 
HEALTH  CARE  for  the  elderly,  Preventive  (Carnes):  8-15 
HEMATOLOGIC  problems  in  the  elderly  (Mazza):  9-13 
HEMOCCULT®  screening  for  colorectal  neoplasms:  report  of 
a mail-out  project  without  dietary  restriction  in  a prepaid  health 
plan  (Norfleet  & Roberts):  4-23 
HEMOPHILIA  treated  with  cryoprecipitate  and  lyophilized  con- 
centrates, T-lymphocyte  subpopulations  in  patients  with  class 
(abstract):  11-27 

HEPATITIS  B screening  project  (letter)  (Nelson):  8-11 
HERPES: 

— Herpes — the  simple  facts;  a well-done  documentary  (letter) 
(Davis):  9-8 

—Herpes  documentary  available  for  community  showing:  9-68 
HIP  FRACTURES  IN  THE  ELDERLY,  Medical  management 
of  (Schiedermayer,  Gambert,  & Duthie):  8-28 
HUNTINGTON’S  DISEASE?,  Chorea  as  a clinical  sign: 
(Reynolds):  12-22 

HYPERSOMNIAS  (excessive  daytime  sleep),  The  (Hansotia  & 
Wall):  4-27 

HYPERTHERMIA,  A brief  history  of  radiation  therapy  and 
recent  progress  in  (Steeves):  10-16 
HYPOTHERMIA,  Asystolic  cardiac  arrest  in  (Nesemann,  Busch, 
Gundersen,  et  al):  1-19 

IMMUNOTHERAPY,  Bone  marrow  transplantation  as  (Sondel): 

10- 17 

INFECTIOUS  AGENTS,  Important  notice  to  MDs  and  clinics 
regarding:  11-58 

INTRACORONARY  THROMBOLYTIC  (streptokinase) 
therapy  of  acute  myocardial  infarction  in  a community  hospital; 
report  of  eleven  consecutive  cases  (Mackie  & Freeman):  1-15 
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KIDNEY  TRANSPLANTATION  in  juvenile  diabetic  patients 
with  end-stage  renal  failure,  Timing  of  (Sollinger,  Glass,  Miller, 
et  al):  3-32 

LABORATORY  testing  in  the  elderly  (Gambert  & Duthie):  8-19 
LEUKEMIA  in  a community  hospital — The  Marshfield  Clinic /St 
Joseph’s  Hospital;  experience  1974-1981 ; Improved  treatment 
of  acute  nonlymphocytic  (Conterato,  Friedenberg,  Mazza, 
Gatlin,  Gehlsen,  & Schloesser):  12-17 

MEDICAL  CARE,  Religious  limitations  to  (Commentary) 
(Eyer):  3-16 

METASTATIC  MALIGNANCY  receiving  chemotherapy,  The 
outcome  of  emergency  operations  in  patients  with  (Harris  & 
Condon):  3-23 

MYOCARDIAL  INFARCTION  in  a community  hospital;  report 
of  eleven  consecutive  cases,  Intracoronary  thrombolytic  (strep- 
tokinase) therapy  of  acute  (Mackie  & Freeman):  1-15 

NEONATE,  On  measuring  bilirubin  in  the  (Gutcher):  2-28 
— Diaphragmatic  defects  with  gastric  volvulus  in  the  neonate 
(Starshak  & Sty):  3-28 

NEWBORN,  Mandated  medical  treatment  for  the  (editorial):  1-6 
— The  formula  fight  (editorial):  2-10 

OPTOMETRIC  identification  and  referral  of  patients  needing 
medical  care  (MacCarthy,  Backer,  Gager,  & Davis):  3-35 
OPTOMETRISTS  respond  to  Doctor  MacCarthy’s  article  (let- 
ter) (Brownlow):  9-8 

ORAL  HEALTH  CARE  of  the  institutionalized  elderly.  Guide- 
lines for  (Lloyd  & Gambert):  9-28 
OSTEOPOROSIS  (Gambert):  9-26 

PERINATOLOGY  series  (see  also  specific  subjects):  2-28,  6-21 
— On  measuring  bilirubin  in  the  neonate  (Gutcher):  2-28 
— Care  of  the  patient  receiving  therapy  with  betamimetic  agents 
(Converse):  6-31 

PHYSICIAN  EXTENDER  in  the  long-term  care  setting,  Role  of 
the  (Gambert,  Rosenkranz,  Basu,  et  al):  9-30 
PNEUMOCYSTIS  CARINII  pneumonia  and  disseminated 
cytomegalovirus  infection  in  previously  healthy  bisexual  man 
(Ragalie,  Franson,  Rose,  et  al):  11-10 
POLYMYALGIA,  US  not  liable  for  patient’s  (reprint):  6-30 
PREMENSTRUAL  SYNDROME  focus  of  Annual  Meeting 
workshop:  3-41 

PREOPERATIVE  assessment  of  the  elderly  (Djokovic):  8-20 
PULMONARY  DISEASES  of  the  aged  (Winga):  8-23 
PULMONARY  EMBOLUS  (medical  brief)  (Sautter,  Campbell, 
Reinecke,  & Dovenbarger):  3-38 

RADIOACTIVE  IODINE  uptake  (RAIU)  in  the  Madison,  Wis- 
consin area.  The  normal  (Pastakia,  Gatley,  & Liebman):  1-17 
RADIATION  THERAPY  and  recent  progress  in  hyperthermia, 
A brief  history  of  (Steeves):  10-16 
RADIOLOGIST,  Ten  ways  to  get  more  out  of  your  (Kolner):  4-8 
— Eleventh  way  suggested  to  radiologists  (letter)  (Nelson):  6-10 
(RAIU)  in  the  Madison,  Wisconsin  area,  The  normal  radioactive 
iodine  uptake  (Pastakia,  Gatley,  & Liebman):  1-17 
RENAL  FAILURE,  Timing  of  kidney  transplantation  in  juvenile 
diabetic  patients  with  end-stage  (Sollinger,  Glass,  Miller,  et  al): 
3-32 

RETROCHIASMATIC  LESIONS  and  visual  field  defects,  On- 
line power  spectral  array  in  uncooperative  patients  with 
(abstract):  2-27 

SERUM  FERRITIN  as  a means  of  assessing  body  iron  stores 
(Mazza,  Ries,  & Friedenberg):  6-27 
SEXUAL  HISTORY,  Taking  a (Gremminger):  11-20 
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SCIENTIFIC  ARTICLES/ABSTRACTS/INFORMATION  continued 


SPOROTRICHOSIS  in  Wisconsin  (Remington,  Vergeront, 
Stoebig,  & Davis):  3-23 
— Sporotrichosis  in  Wisconsin  (editorial):  3-7 
SUPERGLUE  in  the  eye;  case  report.  Accidental  use  of  (Camp- 
bell): 4-30 

THYROID  HORMONE  in  a family:  Heterogeneity  of  clinical 
presentation;  Peripheral  resistance  to  (abstract):  12-25 
TOXIC  SUBSTANCES  and  infectious  agents,  Important  notice 
to  physicians  and  clinics  re:  3-68 
TRANSURETHRAL  SURGERY,  Short-term  cephalosporin 
prophylaxis  in  (abstract):  9-27 

ULTRASONOGRAPHIC  determination  of  intrauterine  central 
nervous  system  trauma  (Elejalde,  de  Elejalde,  & Machinton): 
6-21 

URINARY  incontinence  in  the  elderly  (Murphy,  Lamb,  & 
Duthie):  9-19 


V-Drape®  warning  (letter,  Stenborg):  4-6 

WCCC’s  Tenth  Anniversary  Lecture  Series:  3-47,  4-47 
WHOOPING  COUGH,  Physicians  warned  about:  1 1-58 
WILMS’  TUMOR,  Breast  cancer  following  adjuvant  radiother- 
apy of  (Love,  Rice,  & Ludwig):  2-26 
WISCONSIN  CLINICAL  CANCER  CENTER,  Events  leading 
to  the  establishment  of  the  (Rusch):  10-20 
— Overview  of  the  Wisconsin  Clinical  Cancer  Center  (WCCC) 
(Carbone):  10-22 

WISCONSIN  NEUROLOGICAL  SOCIETY  (abstract)  (see  also 
specific  subject): 

— On-line  power  spectral  array  in  uncooperative  patients  with 
retrochiasmatic  lesions  and  visual  field  defects:  2-27 
WOUND  surveillance  program,  Effectiveness  of  a surgical 
(abstract):  4-30 

XEROSTOMIA:  Not  a phenomenon  of  aging  (Lloyd):  9-21 


MEDICOLEGAL/SOCIOECONOMIC/ ANCILLARY 


ABORTION:  5-29 
ABUSED  CHILD  LAW:  5-29 

ACCREDITATION  ISSUES,  No  2 of  a series  (Affeldt):  1-26 

—No  3 (Affeldt):  4-26 

—No  4 (Affeldt):  6-49 

ADOPTION  PROCESS  in  Wisconsin:  5-29 

— Adoption  records  law:  5-29 

ADVERTISING,  Public  has  mixed  views  on  MD:  1-62 
— Truth  in  advertising  (editorial):  11-7 
— Berserk  advertising  (editorial):  12-6 

AIDS  suspect  cases,  Precautions  asked  in  disposing  bodies  of:  9-68 
— State  to  require  AIDS  reports:  9-68 
— Call  toll-free  number  for  info  on  AIDS:  9-68 
— AIDS  and  the  physician  (President’s  Page)  (Erwin):  10-5 
— Society  Board  approves  policy  statement  on  ‘AIDS’:  10-26 
— Statement  concerning  AIDS,  adopted  by  the  Board  of  Directors 
of  SMS,  Sept.  17,  1983:11-25 

— Keeping  the  blood  supply  safe,  a statement  from  the  blood  sup- 
pliers of  Wisconsin — Wisconsin  Association  of  Blood  Banks, 
Inc:  11-26 

AMA  Wisconsin  Delegation,  Report  from:  1-39 
— Change  in  AMA  dues  exemption  policy:  2-66 
—Wisconsin  physicians  named  to  AMA  task  forces:  2-43 
— AMA  House /Delegates  highlights:  7-107 
— Wisconsin  represented  well  at  AMA  meeting:  7-107 
AUTOPSY:  5-29 
— (SID)  syndrome:  5-29 

BENDECTIN  production  ceases:  Toll-free  number  to  answer  MD 
questions:  9-32 

BENEVOLENT  ASSISTANCE  fund  drive  underway:  10-28 
BILLING  available,  Booklet  on  independent:  9-68,  10-54 

CARE  AND  TREATMENT  FACILITIES,  Division  of:  5-141 
CENSUS  SURVEY,  Physicians  urged  to  respond  to:  2-66 
CERTIFICATION:  5-29 
CHAPTER  142  revived  (editorial):  2-9 
CHILD  ABUSE  AND  NEGLECT  (CAN);  Part  1 : Is  it  adequate?, 
Wisconsin  physicians’  response  to  (Porter):  2-14 
—Part  2:  How  can  it  be  improved?  (Porter):  3-14 
CHILD  SAFETY  restraint  systems:  5-30 
CHIROPRACTIC  bill  temporarily  stalled:  11-43 
CHIROPRACTIC  language,  Governor  vetoes:  7-113 
CLOSING  A PHYSICIAN’S  office:  5-30 
COMMUNITY  SERVICES,  Division  of:  5-139 
COMPUTERIZATION,  The  question  of:  2-31 
— No  5 of  a series — Higher  level  languages  (Halton):  2-31 
— No  6 of  a series — Computer  software  (Halton):  4-13 
— Computers  (editorial):  4-4 


CONDUCT  defined  (Wis  Admin  Code:  Chapter  Med  10),  Unpro- 
fessional: 5-52 

CON  MORATORIUM  exemptions,  Assembly  committee  urges 
tightening  of:  4-44 

CONSENT  AND  RELATED  FORMS  for  physicians.  Use  of: 
5-46 

CONTROLLED  SUBSTANCES  BOARD:  5-139 
— Guidelines  for  prescribes  of  controlled  substances:  5-64 
— Narcotics:  5-65 

—New  law  on  abuse,  diversion  of  prescription  drugs:  5-66 
COST  CONTAINMENT,  Checklist  for:  5-61 
— Cost  containment — simplified  (editorial):  1-6 
— Board  to  form  task  force  on  cost  containment:  8-32 

DEATH,  Determination  of:  5-30 

“DENIAL  OF  ACCESS”  to  health  care  records:  5-30 

—Forms:  5-45 

DISABILITY  CLAIMS:  5-30 
DRG  prospective  payment,  Analysis  of:  5-26 
— Medicare  DRGs:  Facts  and  fallacies  (Rajani  & Dally):  12-11 
— Preparation  is  key  to  DRGs,  MD  warns:  12-28 
DRINKING  age  in  Wisconsin,  Traffic  accidents  and  the  legal 
(Dunham  & Detmer):  3-11 
— Drinking  age  bill  gets  legislative  hearing:  3-49 
— Legal  drinking  age  (letter)  (Birkley):  6-10 
DRUG  ABUSE  ALERT:  3-28 
DRUG  QUALITY  REVIEW  BOARD:  5-140 

EPILEPTICS,  Drivers’  licenses  for:  5-31 
ETHICS,  Medical:  5-85 
— AM  A /Principles  of  medical  ethics:  5-84 

FEDERAL  HEALTH  BUDGET  submitted;  proposes  outlays  of 
$289  billion:  3-49 

FEE,  The  contingency  (editorial):  2-9 
—Medical  societies  dropping  fee  review  activities:  9-36 
—The  unusual  and  noncustomary  fee  (editorial)  (Boulanger):  10-6 
FEES  to  the  current  level,  Resolved,  that  I will  hold  (President’s 
Page)  (Kempthorne):  2-7 

FORENSIC  factor  in  medical  practice,  The  (President’s  Page) 
(Erwin):  6-4 

— Forensic  fables  (President’s  Page)  (Erwin):  8-4 
GUIDES  help  you,  Let  these:  5-67 

HEALTH  AND  SOCIAL  SERVICES,  Department  of:  5-138 
HEALTHCARE  COSTS  and  healthcare  crises.  There’s  a unicorn 
in  the  healthcare  garden— A perspective  on  (Treffert):  6-13 
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MEDICOLEGAL /SOCIOECONOMIC /ANCILLARY  continued 


HEALTHCARE  DELIVERY  systems,  key  issue  in  resolutions 
to  be  presented  to  SMS  House  of  Delegates  session  (summary 
of  23  resolutions):  2-45 
HEALTHCARE  / SOCIOECONOMICS 
— State  Division  of  Health — Wisconsin’s  EPSDT  Program 
encourages  physician  involvement:  1-42 
— Health  Policy  Council  votes  ‘no’  on  class  size  cut:  2-55 
— Governor  Earl  proposes  Medicaid  changes:  3-49 
—Drinking  age  bill  gets  legislative  hearing:  3-49 
— Legislative  Committee  holds  hearing  on  WHCLIP  audit:  3-49 
— Joint  Legislative  Audit  Committee  recommends  surtax  on 
WHCLIP:  3-49 

— Federal  health  budget  submitted;  proposes  outlays  of  $289 
billion:  3-49 

—Governmental  Affairs  Commission  reviews  pending  legislation: 

4- 44 

— Hearing  on  preferred  providers  generates  controversy:  4-44 
— Governor  proposes  major  revisions  in  rate  review,  CON,  plan- 
ning: 4-44 

— Assembly  committee  urges  tightening  of  Con  moratorium 
exemptions:  4-44 

— Joint  Finance  adopts  ‘preferred  provider’  language:  6-44 
— Joint  Finance  Committee  acts  on  other  ‘health’  matters:  6-44 
— GAC  reviews  upcoming  legislation:  6-44 
— SMS  joins  coalition  to  support  school  health  education:  4-44 
— 1983-84  Legislative  Directories:  6-44 
— Governor  vetoes  chiropractic  language:  7-113 
— Brown  County  physicians  hold  open  forum  on  PPO  issues: 

7- 113 

— Revision  of  malpractice  claims  reporting  procedures  favored: 

8- 32 

—Board  to  form  task  force  on  cost  containment:  8-32 
— Periodic  payment  of  malpractice  awards  proposed:  11-43 
— Malpractice  panels  bill  advances:  11-43 
— Chiropractic  bill  temporarily  stalled:  11-43 
— Wisconsin  MDs  begin  work  on  National  Health  Policy  Agenda: 
11-44 

— Legislative  update:  11-44 

— WISPRO  signs  preadmission  screening  contract:  11-45 
HEALTH,  Division  of:  5-138 
—Bureau  of  Health  Statistics:  5-139 
— Map  of  Regions:  5-139 
HEALTH  ISSUES  OF  THE  80’s: 

— Women  in  medicine:  5-15 

HEALTH  POLICY  AGENDA,  Wisconsin  MDs  begin  work  on 
National:  11-44 

HEALTH  POLICY  COUNCIL:  5-142 

HEALTH  RELATED  information  in  Wisconsin,  How  to  get: 

5- 25 

HEALTH  SYSTEMS  AGENCIES,  Wisconsin:  5-143 
—Physician  members  of  Wisconsin  Health  Systems  Agency 
Board:  5-143 

HERPES  documentary  available  for  community  showing:  9-68 
—Herpes  documentary  now  available  on  VHS,  Beta  formats: 
11-58 

HMO  rule,  Insurance  commissioner  holds  hearing  on:  6-37 
HOSPITALS,  Joint  Commission  on  Accreditation  of. . . No  2 of 
a series:  Accreditation  issues  (Affeldt):  1-26 
—No  3 of  a series  (Affeldt):  4-26 
— No  4 of  a series  (Affeldt):  6-49 

HUMANISM,  The  preservation  of  medical  (Leonard):  12-14 

IMPAIRED  PHYSICIAN  program,  Statewide:  5-70 
INCORPORATION:  5-32 

INDUSTRY,  LABOR  & HUMAN  RELATIONS,  Department 
of:  5-141 

INDY  RACER  has  safe  driving  tips  for  students:  1-41 
INSURANCE  coverage.  Inadequate  (letter)  (Hansen):  8-11 

JAIL  HEALTH  CARE  in  Wisconsin:  5-32 

JOINT  PRACTICE:  PHYSICIANS  AND  NURSES:  5-32 

JURY  DUTY:  5-32 


LAWS: 

— Good  Samaritan  Law:  5-32 
— Implied  Consent  Law:  5-32 
— Optometrist  Referral  Law:  5-32 

— New  law  on  abuse,  diversion  of  prescription  drugs:  5-66 
— Charter  Law  of  Medical  Societies  (Chapter  148):  5-78 
LEGISLATIVE  COMMITTEE  report  on  WHCLIP,  SMS 
reviews:  2-41 

— Legislative  Committee  holds  hearing  on  WHCLIP  audit:  3-49 
— Joint  Legislative  Audit  Committee  recommends  surtax  on 
WHCLIP:  3-49 

— 1983-84  Legislative  Directories:  6-44 
—LEGISLATIVE  UPDATE:  11-43 
LETTERS:  1-10,  1-11,  2-9,  4-6,  6-10,  8-11,  9-8,  10-9,  12-9 
— Eating  disorders  (Machi):  1-10 
— Pledge  of  cooperation  (Nichols  & Zastrow):  1-10 
— Formaldehyde  rule  (Horvath):  2-11 
—Barrier  ultrasound  (Stenborg):  3-9 
—To  recognize  our  role  (Kloster):  3-9 
—Mary  Jerse,  MD;  1954-1983:  3-34 
— Seventh-day  Adventists,  a clarification  (Casebolt):  5-8 
— Jehovah’s  Witnesses,  a clarification  (Selby):  5-8 
— Social  Security  disability  bills  will  be  paid,  Doctor  Handy  says 
(Handy):  4-6 

— Vi-Drape®  warning  (Stenborg):  4-6 
— Eleventh  way  suggested  to  radiologists  (Nelson):  6-10 
— Legal  drinking  age  (Birkley):  6-10 
— Second  author  noted  (Lettau):  6-10 
— Inadequate  insurance  coverage  (Hansen):  8-1 1 
— Hepatitis  B screening  project  (Nelson):  8-11 
— Herpes — the  simple  facts;  a well-done  documentary  (Davis):  9-8 
— Optometrists  respond  to  Doctor  McCarthy’s  article  (Brown- 
low):  9-8 

— WisPRO  responds  to  OB  survey  criticism  (Utz):  10-9 
— Editor’s  reply  (Falk):  10-9 
— Huntington’s  patients  (Reynolds):  12-9 
— Is  a funeral  cheaper?  (Janowiak):  12-9 
— How  much. . .for  Destiny?  (Oosterhous):  12-9 
LICENSES  for  epileptics,  Drivers’:  5-31 
LICENSURE  in  Wisconsin:  5-33 

LICENSURE  VERIFICATION  procedure,  Physician:  5-61 
“LIVING  WILL”  on  use  of  measures  to  sustain  life:  5-31 

MALPRACTICE  awards  proposed,  Periodic  payment:  11-43 
— Malpractice  panels  bill  advances:  1 1-43 
—Malpractice  claims  reporting  procedures  favored.  Revision: 
8-32 

— SMS  Board  approves  ad  hoc  committee  to  explore  birth-related 
malpractice  claim  issue:  12-27 
MEDIATION  AND  PEER  REVIEW  services:  5-72 
— Protocol  manual:  5-72 

MEDICAID  changes,  Governor  Earl  proposes:  3-49 
MEDICAL  ASSISTANTS,  President  Kempthorne  speaks  to: 
3-42 

—Annual  Meeting,  May  13-15,  Racine:  4-42 
— Medical  Assistants  support  Impaired  Physician  Program;  honor 
John  LaBissoniere:  6-37 

MEDICAL  CARE  EVALUATION  OF  SOUTHEASTERN  Wis- 
consin, Inc,  The  Foundation  for:  5-144 
MEDICAL  DIRECTORY  solicitation,  SMS  urges  word  of  cau- 
tion in  a national:  8-54 

MEDIC  ALERT  Foundation  International:  5-33 
MEDICAL  REPORT  form,  Standard  casualty:  5-34 
MEDICARE  prospective  payment  system,  October  1 starting  date 
for  new:  10-54 

MEDICATION  IN  SCHOOLS,  Procedure  for  administering: 
5-62 

MEDICATION  instructions,  AMA  issues  new  patient:  8-54 
MEDIGAP  HOTLINE:  5-142 
MINOR’S  consent:  5-33 

MORBIDITY  date.  Physicians  to  be  surveyed  on:  11-58 
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NARCOTICS:  5-65 

NEWBORN  INFANT  eye  drops:  5-33 

NEWS  HIGHLIGHTS:  2-56,  3-55, 4-50,  6-52, 9-54,  10-46,  11-52, 
12-44 

NEWS  YOU  CAN  USE:  1-62,  2-66,  3-68,  4-60,  6-62,  8-54,  9-68, 
10-54,  11-58,  12-60 

ORGANS,  Donations  to  body:  5-31 
— Uniform  organ  donor  cards  and  decals:  5-31 
— Donation  of  eyes:  5-31 

— “Living  will”  on  use  of  measures  to  sustain  life:  5-31 

PATIENT  MEDICATION  instruction  program,  AMA’s  new: 

4- 60 

— AMA  issues  new  patient  medication  instructions:  8-54 
PEER  REVIEW  confidentiality  statute,  Circuit  court  upholds: 
10-54 

— Medical  peer  review:  trends  and  concerns  (President’s  Page) 
(Erwin):  12-4 

PHYSICIAN  BRIEFS:  1-44,  2-54,  3-53,  4-48,  6-50,  8-39,  9-50, 
10-45,  11-48,  12-39 

PHYSICAL  THERAPY  relating  to  practice:  5-34 
PHYSICIAN-PATIENT  / hospital  relationship,  Legal  responsi- 
bilities of  the:  5-36 
PHYSICIANS  ALERT!:  3-43 
PHYSICIAN’S  ASSISTANTS:  5-34 

PHYSICIAN  EXTENDER  in  the  long-term  care  setting,  Role  of 
the  (Gambert,  Rosenkranz,  Basu,  et  al):  9-30 
POISON  CONTROL  program  network,  The  Wisconsin:  6-61 
PRACTICE,  Opening  a physician’s:  5-33,  5-56 
— Closing  a physician’s  practice:  5-53 
— Practice  opportunities  workshop  slated  for  April:  3-41 
“PREFERRED  PROVIDER  organizations”  and  direct  provider 
contracting:  5-20 

— HMO/IPA  and  PPO  plans  in  Wisconsin  as  of  April  1,  1983: 

5- 23 

— Resources  and  references  on  PPOs — direct  provider  contract- 
ing: 5-22 

PREFERRED  PROVIDERS  generates  controversy,  Hearing  on: 
4-44 

— Joint  finance  adopts  ‘preferred  provider’  language:  6-44 
— Who’s  joining  PPOs?:  9-68 
PREMARITAL  examinations:  5-34 

PRIVILEGES,  Hospitals  required  to  report  physician’s  loss  of 
hospital  staff:  5-60 

PSYCHOTHERAPY  motion,  SMS  files  renewed:  1/62 

RATE  REVIEW,  CON,  planning,  Governor  proposes  major  revi- 
sions in:  4-44 

RECORDS:  Retention  and  inspection  of  patients’  records:  5-38 
— Employees  allowed  to  inspect  records  under  new  law:  5-31 
— Patients’  records /retention  and  inspection:  5-34 


— Patients’  right  of  access  to  their  medical  records:  5-34 
— Adoption  records  law:  5-29 

REGULATION  AND  LICENSING,  Department  of:  5-141 
— Bureau  of  Health  Professions:  5-141 
—Medical  Examining  Board:  5-141 
— Dentistry  Examining  Board:  5-141 
— Pharmacy  Examining  Board:  5-141 
— Bureau  of  Nursing:  5-141 

RELIGIOUS  limitations  to  medical  care  (Commentary)  (Eyer): 
3-16 

REPORT?  Must  a Wisconsin  physician:  5-35 
RETARDED,  DEVELOPMENTALLY  DISABLED  person, 
Helping  the:  5-91 

SERVICE  CORPORATIONS:  Recent  changes  in  tax  laws:  10-10 
—Tax  changes  affect  service  corporations:  10-54 
SHARECARE:  Medical  care  for  the  unemployed  (President’s 
Page)  (Erwin):  1 1-5 

SMS  Services,  Inc  Board  of  Directors  actions:  3-42 
SOCIAL  SECURITY  DISABILITY  bills  will  be  paid  (letter) 
(Handy):  4-6 

SPECIALTY  SOCIETIES:  1-48,  3-47,  11-46,  12-43 
— American  Academy  of  Allergy  and  Immunology:  1-48 
— Wisconsin  Region  of  the  American  College  of  Physicians:  1-48 
— The  American  College  of  Chest  Physicians:  1-48 
— American  College  of  Physicians:  1-48 
— American  Academy  of  Pediatrics:  1-48 
— ENT  doctor  changing  identity:  1-48 
— Wisconsin  Society  of  Obstetrics  and  Gynecology:  3-47 
— Presidents  and  secretaries  as  of  record  May  1,  1983:  5-134 
— Wisconsin  Society  of  Internal  Medicine:  1 1-46 
— American  Academy  of  Family  Physicians:  12-43 
—Milwaukee  Ophthalmological  Society:  12-43 
STANDARD  CASUALTY  medical  report  form:  5-34 

TAX  LAWS,  Service  corporations:  Recent  changes  in:  10-10 
— Tax  changes  affect  service  corporations:  10-54 
TOXIC  SUBSTANCES  and  infectious  agents,  Important  notice 
to  physicians  and  clinics  re:  3-68,  5-69 
TYLENOL®  tamperings,  More  on:  1-62 

UNICORN  in  the  healthcare  garden — A perspective  on  health- 
care costs  and  healthcare  crises,  There’s  a (Treffert):  6-13 

V-Drape®  warning  (letter)  (Stenborg):  4-6 
VOCATIONAL  REHABILITATION,  Division  of:  5-140 

WIDOW /ER,  Problems  of  a physician’s:  5-54 
WISPRO:  Wisconsin  Professional  Review  Organization,  Board 
of  Directors  and  District  Review  Councils:  5-144 
— WisPRO  signs  preadmission  screening  contract:  11-45 
WORKER’S  COMPENSATION  and  the  physician:  5-57 
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ADVERTISING:  See  Wisconsin  Medical  Journal 
AMA  PHYSICIAN  RECOGNITION  AWARD  recipients: 
November  1982:  1-46 
— December  1982:  2-55 
— January  1983:  3-52 

— February,  March,  April,  May,  June,  July  1983:  9-54,  9-55 
— September:  11-32 
—October:  12-42 
ANNUAL  MEETING: 

— Nominees  for  SMS  offices;  election  March  25:  1-33 
— House  of  Delegates  Nominating  Committee:  1-36 
— Nominating  Committee  presents  partial  slate  of  candidates: 
1-36 


— Improving  Wisconsin  lifestyles:  1-39 

— MDs,  spouses  invited  to  attend  medicine  & religion  breakfast: 
2-42 

—American  Jazz  Express  to  highlight  President’s  Dinner:  2-42 
— Program  Schedule — Annual  Meeting,  March  24-25-26,  1983, 
Milwaukee:  2-44 

— List  of  Delegates  and  Alternate  Delegates  to  SMS  H / D for  1983 
sessions:  2-50 

—Resolutions  summaries  for  H/D:  2-45 
— Workers  Comp  film  slated  for  A/M:  3-41 
— PMS  focus  of  A/M  workshop:  3-41 
— A/M  scientific  exhibits’  awards:  6-37 
— Summary  Report,  H/D,  Mar  24-25,  1983:  5-93 
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— H/D  Nominating  Committee  1983-1984:  5-98 
— Recipients  of  awards:  5-98 
— Commission  and  committee  appointments:  6-100 
— Picture,  New  Fifty-Year  Club  members,  1983:  5-103 
AUXILIARY,  Officers  and  directors  for  1983-84;  5-126 
— SMS  Auxiliary  President  plants  tree  at  SMS  headquarters:  9-42 
— Mrs  Stormo  to  lead  Auxiliary  in  1983-1984:  5-104 

“BEAUMONT  500  CLUB,”  Join  the:  5-77 
BLUE  BOOK:  5-19 

—Update:  1-37,  6-37,  9-44,  10-10,  11-46 
BOOKSHELF:  3-65,  7-115,  10-53 

CHARITABLE,  EDUCATIONAL  AND  SCIENTIFIC  FOUN- 
DATION: Contributions:  1-40,  2-43,  3-41,  4-38,  6-36,  9-44, 

10- 29,  10-32,  11-50,  11-51 

— CES  Foundation  program  and  functions:  5-88 
— CES  Foundation:  Officers  and  Board  of  Trustees:  5-89 
— CESF  student  loan  program.  Facts  about  the:  5-87 
COMMISSIONS  AND  COMMITTEES:  1983-1984:  5-127 
CONSTITUTION  AND  BYLAWS  OF  THE  SMSW:  5-79 
CONTINUING  MEDICAL  EDUCATION  meetings:  1-58, 2-62, 
3-64,4-57,5-160,  6-58,7-118,8-52,9-65,  10-51,  11-56,  12-59 
— CME  Accreditation  Program:  5-90 

COUNTY  MEDICAL  SOCIETIES:  Presidents,  secretaries,  exec- 
utive secretaries,  treasurers  and  executive  vice  president;  5-132, 
7-100 

COUNTY  SOCIETIES:  1-47,  2-53,  3-46,  4-41, 6-48,  8-44,  1 1-46, 
12-43 

—Monroe:  1-47,  11-46,  12-43 
— Outagamie:  1-47,  4-41,  6-48,  8-44,  12-43 
—Polk:  1-47,  2-46,  4-41,  6-48 
— Sheboygan:  1-47,  3-46 

—Winnebago:  1-47,  4-41,  6-48,  8-44,  11-46,  12-43 
— Milwaukee:  2-53,  3-46,  8-44 
—Wood:  2-53 

— Eau  Claire  Dunn-Pepin:  3-46,  12-43 
—Rock:  4-41,  6-48,  12-43 
— Kenosha:  4-41 

—Jefferson:  4-41,  6-48,  8-44,  11-46,  12-43 
— Walworth:  6-48 
— Brown:  8-44 
—Clark:  8-44 

— Columbia-Marquette-Adams:  8-44 

— Waukesha:  Waukesha  MDs  offer  advice  to  residents  on  choos- 
ing an  MD:  8-44,  1 1-46 
— Dane:  11-46 

DIRECTORS:  1983-1984,  Officers  and:  5-123 

EDITORIALS:  1-6,  2-9,  3-7,  4-4,  5-6,  6-6,  7-5,  8-6,  9-6,  10-6, 

11- 7,  12-6 

— Cost  containment — simplified:  1-6 
— Mandated  medical  treatment  for  the  newborn:  1-6 
— Update  on  “deadbeats”:  1-6 
—The  Contingency  fee:  2-9 
— Chapter  142  revived:  2-9 
— No  more  hangnails:  2-9 
— The  formula  fight:  2-10 
— Sporotrichosis  in  Wisconsin:  3-7 
— I can  drive  a tank:  3-7 
— TB  san:  3-7 

— Year  of  the  child  minus  42,000  daily:  3-8 
—Anguish  languish:  3-8 
— Computers:  4-4 
— Do  not  fold,  spindle,  etc:  4-41 
—Another  reason  to  join:  5-6 
— Skimming:  5-6 
— T-S  S in  Wisconsin:  5-7 
— Thermography:  5-7 
— Angell  for  25  years:  5-7 
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— Toadstools:  6-6 

— Go  back  to  sleep,  Rip:  6-6 

— Congratulations,  Wisconsin:  6-6 

— New  award:  6-6 

— The  SMS  and  litigation:  7-5 

— The  Capistrano  act:  7-5 

— California  (La  Crosse  strain)  encephalitis:  7-5 

— Escape  to  Wisconsin:  8-6 

— Perfectly  harmless:  8-6 

— Football  players  wear  helmets:  9-6 

— Old  fuds:  9-6 

— Too  low:  9-6 

—Political  clout:  10-6 

— The  unusual  and  non-customary  fee:  10-6 
— Thirty-year  man:  1 1-7 
— Ethics  and  the  Dodo  bird:  1 1-7 
— Truth  in  advertising:  1 1-7 
— Berserk  advertising:  12-6 
— Nun  fangt  es  an!:  12-6 

ERWIN,  MD,  The  new  president — Chesley  P:  4-36 
— Report  to  H / D as  president-elect:  “A  universal  membership 
to  address  the  issues:  5-105 
—Inaugural  address:  5-107 

EXPENSE  REIMBURSEMENT  policy  and  procedure  for  physi- 
cians on  SMS  business:  5-86 

FEDERAL  AWARDS,  SMS  receives:  9-41 
FLAHERTY  to  head  Society  next  year.  Dr  Timothy:  4-35 

HIRSCHBOECK  honored  for  distinguished  service:  6-37 
HOSPITAL  MEDICAL  STAFF  SECTION  in  November;  SMS 
forms:  12-28 

HOUSE  OF  DELEGATES: 

— H / D Nominating  Committee:  1-36 

— List  of  officers,  directors,  delegates,  and  alternate  delegates  to 
the  American  Medical  Association:  2-50,  5-114 
— Changes  to  House  of  Delegates- 1983:  3-42 
—Summary  Report,  H/D,  Mar  24-25,  1983:  5-93 

KEMPTHORNE,  Past  President  report  to  H/D  as  president: 
“The  ‘healthcare  revolution’  in  a cynical  world”:  5-109 

LEADERSHIP  CONFERENCE:  Physicians  look  ahead  at  ’82: 
1-27 

MEDICAL  SOCIETIES  dropping  fee  review  activities:  9-36 
MEDICAL  YELLOW  PAGES:  1-55,  2-59,  3-61,  4-53,  5-157, 
6-55,  7-115,  8-49,  9-62,  10-47,  11-53,  12-55 
MEMBERSHIP: 

— Membership  facts:  1-61,  2-65,  3-67,  4-59,  5-92,  6-42,  7-102, 
9-48,  12-33 

—Membership  update:  2-52,  3-44,  4-49,  6-41 , 9-46,  10-39,  11-31, 

12-37 

— Directory:  1983,  State  Medical  Society  of  Wisconsin:  7-13 
— Membership  classifications  for  new  and  future  physicians:  9-42 
— 1983  membership  nets  increase:  9-42 
— Spouse  physicians  take  note:  9-42 

— Reduced  practice  for  retired  membership  classifications:  9-44 
— A new  category  of  membership  (Leonard):  9-45 
— SMS  student  membership  gains:  1 1-29 

OBITUARIES:  1-41,2-43,3-43,4-39,6-40,  8-46,  10-43,  11-32 
— Ameth,  John  J,  Wauwatosa:  2-43 
— Anderson,  Paul  D,  La  Crosse:  10-44 
— Angevine,  D Murray,  Madison:  6-40 
— Bachhuber,  Alois  M,  Kaukauna:  1-42 
— Barnes,  Richard  O,  Milwaukee:  6-40 
— Becker,  Walter  T,  Wausau:  11-32 
— Carter,  Homer  M,  Madison:  10-43 
— Cervenansky,  Andrew  A,  Milwaukee:  3-43 


51 


STATE  MEDICAL  SOCIETY/ORGANIZATIONAL  continued 


— Churchill,  Bernard  P,  Sun  City,  AZ  (Milwaukee):  10-44 
— Clark  (PhD),  Paul  F,  Livermore,  CA  (Madison):  11-32 
— Conroy,  Conde  Flanner,  Milwaukee:  8-46 
— Darling,  Sylvestor  J,  Mequon:  6-40 
— Davies,  Gwilym,  Waukesha:  8-46 
— Deysach,  Leonard  J,  Wauwatosa:  8-46 
— Evans,  Silas  M,  Mequon:  1-41 
— Farrell,  Thomas  F,  Prairie  du  Chien:  12-34 
— Flarity,  Thomas  H,  Beloit:  6-40 
— Foley,  Mark  E,  Fond  du  Lac  (St  Nazianz):  4-39 
— Franklin,  Isadore,  Milwaukee:  2-43 
— Ghatit,  Ahmed  Zaki  El,  Milwaukee:  12-34 
— Gramling,  Joseph  J,  Elm  Grove:  6-40 
— Grassl,  Ferdinand  O,  River  Falls:  8-46 
— Grinde,  John  M,  De  Forest:  6-40 

— Hall,  Mary  Annette,  Green  Valley,  AZ  (Milwaukee):  10-44 
—Hall,  Steven  R,  Kansas  City,  MO  (Madison):  11-32 
— Haman,  Kenneth  L,  Waupaca:  8-46 
— Hardie,  Gordon  Henry,  Neenah:  10-44 
— Haug,  Thomas  H,  Rhinelander:  3-43 
— Heise,  Herman  A,  Arvada,  Colo  (Milwaukee):  10-43 
— Huston,  Harold  C,  Eau  Claire:  1-41 
— Kelly,  George  F,  Burbank,  CA  (Milwaukee):  11-32 
— Kent,  Leslie  T,  Kenosha:  12-34 
— Killeen,  Emmet  Robert,  Green  Bay:  6-40 
— Kleinpell,  Walter  C,  Kenosha:  10-44 
— Kreher,  John  E,  Ashland:  11-32 
— Kuehn,  Richard  J,  Whitefish  Bay:  10-44 
— Kundert,  Fred  W,  Monroe:  12-34 

— McGonigle,  Bartholomew  E,  Milwaukee  (Baraboo):  4-39 

— Momtaz,  Ken  R,  Manitowoc:  8-46 

— Monsted,  John  W,  Meriden,  CN  (New  London):  11-32 
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Before 

and 

After 


Before  delivery,  Anusol " Ointment*  rapidly, 
temporarily  relieves  the  itching,  burning,  and 
pain  of  hemorrhoids  of  pregnancy  and  other 
anorectal  disorders.  Used  concomitantly, 

Tucks " Pads  add  cooling,  soothing  comfort  to 
tender  anorectal  tissues.  Tucks  also  serve  as  a 
hygienic  rectal  wipe,  gently  cleansing  away 
potentially  irritating  fecal  residue. 

THEY  WORK  SO  WELL  TOGETHER! 


*Anusol  Ointment  contains  PRAMOXINE  HCl-a  non- 
"caine,”  topical  anesthetic  derived  from  morpholine 
and  generally  recognized  as  safe  and  effective  for 
external  use.  Pramoxine  is  as  potent  as  benzocaine 
but  appears  to  be  less  sensitizing.  Its  distinct  struc- 
ture tends  to  minimize  the  risk  of  cross-sensitivity. 
Pramoxine  acts  within  three  to  five  minutes,  and  its 
anesthetic  effect  can  last  as  long  as  several  hours.  In 
addition,  Anusol  Ointment  contains  emollient,  lubri- 
cant, wound-healing,  and  protectant  ingredients. 


After  delivery,  Anusol  Ointment  and 
Tucks  Pads  work  well  together  to  maintain 
their  complementary  relief  of  postpartum 
hemorrhoids. 

After  episiotomy  or  other  vaginal/ rectal 
surgery,  Tucks  serve  also  as  an  ideal  hygienic 
wipe  or  wet  compress. 

In  nonpregnant  women,  Tucks  are  a useful 
vaginal  wi 
menstrua- 
tion or 
after 

napkin  or 
tampon 
change. 

Comfort! 
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Secretary,  clerk... 
electronic  mailman. 


Now  you  can  have  the  added  convenience  and 
cost-saving  potential  of  electronic  insurance 
claims  submission  capability  with  a Medical 
Computer  System  from  Advance  Technology 
Associates. 

You  can  also  send  your  statements  at  the  touch 
of  a button.  The  statements  are  received  by 
selected  United  States  Post  Office  centers, 
printed  there  and  mailed  directly . . . saving  you 
significant  time  and  cost.  Without  having  to 
handle  any  paper! 

For  many  years  ATA  has  built  its  reputation  by 
providing  state-of-the-art  Medical  Computer 
Systems.  An  ATA  Medical  System  can  help  make 
your  business  management  more  efficient  and 
cost-effective  with  automatic  billing  procedures 
and  easy,  instant  access  to  your  own  patient 
account  information. 

Adding  an  “electronic  mailman”  to  your  staff  is 
just  one  more  reason  why  you  should  call  us 
today  to  see  what  advanced  technology  can  do 
for  you. 


vs°c'£»0. 
r-k 

SMS 

f SERVICES  o] 

^ INC.  * 


ENDORSED  BY 

SMS  SERVICES,  INC.  ^ ^ 


FOR  MEMBERS  OF  THE  STATE 
MEDICAL  SOCIETY  OF  WISCONSIN 


flTfl 

advanced  technology  associates 


Medical  Computer  Systems 
47 1 0 West  North  Avenue 
Milwaukee,  Wl  53208  (414)  445-4280 
In  Madison  call  (608)  251-5850 


Medical  \fellcw  ftk^es 

RATES:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  ad.  BOXED  AD  RATES:  $32.00  per  column  inch. 
DEADLINE:  Copy  must  be  received  by  the  20th  of  the  month  preceding  month  of  issue;  e.g.,  copy  for  the  August 
issue  is  due  July  20.  Send  copy  to:  Wisconsin  Medical  Journal,  Box  1109,  Madison,  Wisconsin  53701;  or  phone 
(area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080. 


PHYSICIANS  EXCHANGE 


Three  to  Four  Family  Practitioners  needed  to  staff  three 
satellites  of  a 34-physician  multispecialty  group  in  beautiful 
small  communities  in  East  Central  Wisconsin.  Attractive  income 
arrangements,  association  membership  possible  after  one  year, 
pension  and  profit  sharing,  extensive  fringe  benefits.  Contact 
R B Windsor,  MD,  1011  North  8th  St,  Sheboygan,  Wis  53081; 
ph  414/457-4461.  7tfn/83 

Obstetrician-Gynecologist,  Board  certified  or  eligible,  to  join 
18-physician  multispecialty  clinic  with  2-physician  Ob/Gyn  de- 
partment. Located  in  a beautiful  Wisconsin  lakeshore  com- 
munity of  35,000.  Competitive  salary,  complete  fringe  benefits, 
generous  vacation  time.  Send  CV  to:  Administrator,  Manitowoc 
Clinic,  SC,  PO  Box  3008,  Manitowoc,  Wis  54220.  7-12/83 

Family  Practitioner  needed  for  primary  care,  ten  physician, 
multispecialty  clinic  in  northeast  Wisconsin.  Excellent,  well 
equipped  hospitals  with  900  beds.  Competitive  salary  and  bene- 
fits. Contact:  F T Mansell,  MD,  1751  Deckner  Ave,  Green  Bay 
Wis  54302;  ph  4 1 4/468-562 1 . 11  tfn/82 

Family  Practice  Physician  to  share  fully  equipped  medical 
office  in  central  Wisconsin  city.  Opportunity  for  partnership 
and  eventual  purchase  of  practice.  Excellent  recreational,  educa- 
tional, hospital,  and  civic  advantages.  Send  curriculum  vitae 
to  Dept  503  in  care  of  the  Journal.  6tfn/82 

Wausau  Medical  Center,  SC,  a 50-physician  multispecialty 
group  has  openings  for  physicians  in  the  following  specialties: 
Radiation  Therapy,  and  General  Surgery.  Competitive  first-year 
salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits. 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet, 
central  Wisconsin,  metropolitan  area  of  65,000.  Recreational  op- 
portunities abundant.  For  more  information  contact:  D K Augh- 
enbaugh,  MD,  Wausau  Medical  Center,  SC,  2727  Plaza  Dr, 
Wausau,  WI  54401,  or  call  collect  715/847-3223.  cl2tfn/83 


La  Crosse,  WI— Otolaryngologist  needed  to  join  50- 
physician  multispecialty  group  to  share  expanding  ENT 
patient  load  with  one  other  young,  Board  certified  oto- 
laryngologist. Modern  350-bed  hospital  (presently  with 
one  ENT  specialist),  adjacent  to  clinic,  has  well  equipped 
and  staffed  OR,  extensive  x-ray  coverage  (including  CT 
and  ultrasound),  and  24-hour  ER  staffing.  Clinic  offers 
attractive  and  equitable  compensation  package,  including 
first-year  guarantee  plus  incentive,  and  generous  fringe 
benefits.  La  Crosse  is  a progressive,  family-oriented 
city  of  50,000  in  the  beautiful  Mississippi  River  Valley 
with  a medical  referral  area  of  approximately  175,000. 
Exceptional  cultural,  educational,  and  recreational 
opportunities  locally.  Contact  P S Shultz,  MD,  Medical 
Director,  Skemp-Grandview-La  Crosse  Clinic,  815  S 
10th  St,  La  Crosse,  Wis  54601;  ph  608/782-9760. 

1 1-12/83;  1/84 


Family  Practitioner  to  join  nine  physician  multispecialty  clinic, 
with  five  physician  Family  Practice  Department.  First  year 
salary  guaranteed.  Excellent  fringe  benefits.  Corporate  member- 
ship possible  after  one  year.  Send  curriculum  vitae  to:  Michael 
Lamping,  Clinic  Manager,  South  Milwaukee  Clinic,  Ltd,  100 
Fifteenth  Ave,  South  Milwaukee,  WI  53172.  1 2/83 ; 1 /84 

Wisconsin,  Appleton-Oshkosh:  Opening  for  one  full-time 
career  emergency  physician.  Prefer  ABEM  certification  or  elig- 
ibility. ATLS  and  ACLS  required.  Must  have  interest  in  EMS 
and  paramedic  teaching.  Active  community  hospitals  with  new 
emergency  departments.  Both  are  paramedic  treating  centers 
and  have  telemetry.  Well  established  fee-for-service  local  corpo- 
ration. Flexible  scheduling.  Competitive  salary.  Fringes  include 
malpractice,  life,  health,  dental,  disability  insurance.  Corporate 
paid  retirement  plan,  superior  recreational  and  culture  oppor- 
tunities. Excellent  area  to  raise  family.  Send  complete  CV  to 
TM  Moescher,  MD,  2520  Crestview  Dr,  Appleton,  WI  54915; 
ph  4 1 4/734-635 1 or  4 1 4/73 1 -204 1 . 1 2/83 ; 1 -2/84 

Family  Physician.  Wanted  to  join  an  established  three  physi- 
cian group  practice  in  northeast  Iowa  community  of  Cresco. 
A generous  first  year  guaranteed  compensation  plan  is  offered, 
with  option  to  buy  into  the  practice  after  one  year.  Practice  is 
located  adjacent  to  a 42-bed  acute  care  community  hospital. 
Cresco  is  a city  of  4,000  located  60  miles  from  Rochester,  Min- 
nesota, and  the  Mayo  Clinic;  and  70  miles  from  La  Crosse, 
Wisconsin,  and  the  Gundersen  Clinic.  Cresco  is  a family  oriented 
community  with  excellent  schools  and  recreation.  Northeast 
Iowa  is  noted  for  its  excellent  fishing  and  canoeing  on  the  Upper 
Iowa  River.  An  excellent  par  36  golf  course  is  located  in  Cresco. 
For  more  information  contact  Peter  F Kepros,  MD,  Thomas  J 
Kafka,  MD,  or  Paul  E Mittelstadt,  MD,  at  319/547-2022,  321 
8th  Avenue  West,  Cresco,  Iowa  52136.  p 1 2/83 

Emergency  Physician  for  free  standing  emergency  center  in 
Madison.  Contact  David  A Goodman,  MD,  2810  East  Washing- 
ton Ave,  Madison,  Wis  53704;  ph  608/244-1213.  8tfn/83 


Internal  Medicine.  The  rapid  growth  of  the  Medical 
Care  Group  of  St  Louis  (MCG)  has  generated  open  posi- 
tions for  Board  certified  or  qualified  general  internists. 
MCG  is  a group  association  prepaid  group  practice 
closely  affiliated  with  the  Washington  University  Medical 
Center  in  St  Louis.  It  has  been  operational  since  1969  and 
now  provides  comprehensive  health  care  for  30,000  en- 
rollees.  MCG  delivers  ambulatory  care  in  three  health 
centers  including  the  medical  school  campus  and  two 
areas  in  St  Louis  County.  All  consulting  services  are 
through  Washington  University  faculty;  in-patient  care  is 
in  the  Washington  University  Medical  Center  hospitals. 
MCG  offers  competitive  salary  and  comprehensive  ben- 
efits including  liberal  vacation  and  educational  leave,  life, 
medical,  and  disability  insurance,  malpractice  coverage 
and  a retirement  program.  If  you  are  interested  in  a pro- 
fessionally stimulating  practice  in  association  with  a 
major  medical  center,  please  contact  Dr  Lawrence  Kahn, 
Medical  Care  Group  of  St  Louis,  4570  Audubon  Ave, 
St  Louis,  MO  63110,  or  call  314/658-5212.  12/83;l-2/84 
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PHYSICIANS  EXCHANGE  continued 


Immediate  opportunities  for  qualified  physicians  who  possess 
excellent  clinical  and  communication  skills  to  join  longstanding 
group  of  Emergency  Physicians.  Positions  available  in  a popular 
Wisconsin  area  bordering  Illinois.  If  interested,  send  resume  to 
Barbara  Wilczynski,  Medical  Emergency  Service  Associates 
(MESA),  SC,  15  S McHenry  Road,  Suite  2,  Buffalo  Grove,  IL 
60090  or  call  collect  312/459-7304.  6tfn/83 

Plymouth,  Wisconsin.  Ideal  practice  opportunities.  Family 
Practice,  Internal  Medicine,  and  Primary  Care  Physicians  in 
scenic  Kettle  Moraine  area.  Plymouth,  Wisconsin  located  less 
than  one  hour’s  drive  from  Milwaukee,  60  miles  from  Green 
Bay.  Service  community  of  20,000.  Modern  48-bed  JCAH 
hospital  and  60-bed  nursing  home.  Family  oriented  community 
with  good  industrial  base.  Group  practice,  solo,  and  hospital 
based  offices  available.  Present  medical  staff  supports  recruit- 
ment of  additional  physicians.  Contact  Administrative  Services, 
Plymouth  Hospital,  Inc,  901  Reed  St,  Plymouth,  WI  53073  or 
call  collect  414/893-1771.  1 1 - 1 2/83 ; 1 -3/84 

Wanted— Board  eligible — board  certified  obstetrician- 
gynecologist  as  an  associate.  Modern  well  equipped  facility. 
Excellent  starting  salary  and  benefits  including  profit  sharing 
plan.  Please  contact  Elizabeth  Allen  Steffen,  MD,  734  Lake 
Ave,  Racine,  Wis  53403.  9tfn/83 


US  Air  Force  Medical  Corps  currently  is  accepting  ap- 
plications for  physicians  in  the  following  specialties: 
Orthopedic,  Ear,  Nose  & Throat,  Obstetrics/Gyne- 
cology, General  Surgeons.  For  further  information,  call 
collect.  MSGT  Charles  Brown  Jr,  414/258-2430. 1 1-12/83 


Milwaukee,  Wisconsin 
Opportunity 

Family  Practitioner-Emergency 
Room  Physician 

WANTED  to  staff  Urgent  Care  Centers,  a 
part  of  Milwaukee  Medical  Clinic.  The 
position  offers  flexible  hours,  excellent 
compensation,  full  or  part-time  responsi- 
bility and  affiliation  with  Southeastern 
Wisconsin’s  premier  multi-specialty  clinic 
of  60  physicians. 

For  further  information  please  submit 
your  curriculum  vitae  to  the  Medical 
Director,  Milwaukee  Medical  Clinic,  SC, 
3003  West  Good  Hope  Road,  Milwaukee, 
Wisconsin  53217. 

11 -12/83;  1/84 


Internal  Medicine.  A 21 -member  multispecialty  group  is 
seeking  an  internist,  with  or  without  a subspecialty  interest, 
by  July  1984,  to  join  three  other  internists  at  a friendly,  growing 
health  care  center  in  the  heart  of  the  lake  country  of  north- 
central  Wisconsin.  Existing  diagnostic  and  therapeutic  capabili- 
ties are  modern  and  comprehensive.  Direct  inquiries  to:  James 
K Wiesner,  MD,  Lakeland  Medical  Associates,  Ltd,  PO  Box 
549,  Woodruff,  WI  54568.  12/83;  1-2/84 

Wanted:  Board  certified  or  eligible  medical  oncology 

primary  to  practice  medical  oncology  with  internal  medicine 
coverage.  Large  multispecialty  group  consisting  of  30  physicians 
including  six  internists.  Serve  a 330-bed  hospital,  large  modern 
radiotherapy  facilities  including  a linear  accelerator  and  Board 
certified  radiotherapists.  Serves  a population  in  excess  of 
100,000.  East  central  Wisconsin  on  a large  lake,  rolling  land  pro- 
viding fishing,  hunting,  and  outdoor  activities.  Area  within  70 
mile  radius  of  three  large  cities.  Guaranteed  salary  plus  bonus  to 
start.  Full  status  in  service  corporation  with  incentive  oriented 
formula  after  the  first  year  with  liberal  fringe  benefits.  Contact 
John  E Lent,  MD,  Fond  du  Lac  Clinic,  SC,  80  Sheboygan 
St,  Fond  du  Lac,  Wis;  ph  414/923-7400.  1 ltfn/83 

Obstetrics-Gynecology.  Position  available  at  the  Racine  Med- 
ical Clinic,  a progressive  cluster  corporation  of  28  physicians.  Ex- 
cellent benefits,  unlimited  earnings  and  a fulfilling  practice 
offered.  Please  contact:  Roger  D Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph 
414/886-5000.  clOtfn/83 

General  Surgery.  Position  available  at  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  28  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  a fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  Wis  53406;  ph  414/886- 
5000.  10tfn/83 


Orthopedic  Surgery— La  Crosse,  Wisconsin.  50- 

physician  multispecialty  group  seeking  qualified  ortho- 
pedic surgeon  to  join  busy  2-physician  department.  350- 
bed  hospital,  adjacent  to  clinic,  includes  comprehensive 
radiology  service,  full  joint  replacement  systems,  re- 
cently expanded  Physical  Therapy  Department,  and  24- 
hour  ER  staffing.  Clinic  offers  attractive  compensation 
including  first  year  guarantee  and  incentive  plus  sub- 
stantial fringe  benefits.  La  Crosse  is  a progressive  city  of 
50,000  in  the  beautiful  Mississippi  River  Valley.  Patient 
drawing  area  is  approximately  175,000.  Exceptional  cul- 
tural, educational,  and  recreational  opportunities  lo- 
cally. Contact  PS  Shultz,  MD,  Medical  Director,  Skemp- 
Grandview-La  Crosse  Clinic,  815  S 10th  St,  La  Crosse, 
WI  5460 1 ; ph  608/782-9760.  1 1 - 1 2/83 ; 1 /84 


Surgeon  with  general  vascular  training,  and  ENT, 

to  join  a progressive  multispecialty  group  of  17  physicians 
consisting  of  General/Family  Medicine,  General  Surgery, 
Internal  Medicine,  OB-GYN,  Ophthalmology,  Ortho- 
paedic Surgeon,  Pediatrics/Adolescent  Medicine,  and 
Radiology.  Subspecialties  include:  Pathology,  Vascular 
Surgery,  Cardiovascular  Diseases,  Gastroenterology 
and  Endoscopy.  We  are  located  in  a fast  growing  scenic, 
lake  country  area  between  Milwaukee  and  Madison  and 
can  offer  excellent  hospital,  schools,  and  recreational 
facilities.  Full  fringe  benefit  package.  Contact:  James  F 
Dowd,  Admin,  Wilkinson  Clinic  SC,  915  East  Summit 
Ave,  Oconomowoc,  Wis  53066;  ph  414/569-2300. 

10tfn/82-cl0tfn/83 
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Pathologist,  Wisconsin  born.  UW-Madison  Medical  School, 
1979.  APCP  4 years  Madison  General  Hospital.  Currently 
Mayo  Clinic  Fellow,  desires  Wisconsin  practice.  Available  May 
1984,  or  sooner.  Contact:  Frank  Zeller,  MD,  437  NW  10th  St, 
Rochester,  MN  55901;  ph  507/284-8592  days.  pi  1-12/84 

Board  Eligible/Certified  Family  Practitioner  needed  at  Kiel, 
Wis,  located  in  N/E  rural  Wisconsin.  Financial  assistance  avail- 
able and  negotiable.  Fine  community,  recreational  activities,  and 
professional  atmosphere.  Eleven  miles  from  excellent  hospital 
facility.  Near  numerous  metropolitan  areas.  Contact  J Schu- 
macher, Adm,  Calumet  Memorial  Hospital,  Chilton,  Wis 
53014;  ph  414/849-2386.  pi  1 -12/83;  1/84 

Family  Practice.  Position  available  with  the  Racine  Medical 
Clinic,  a progressive  cluster  corporation  of  28  physicians.  Excel- 
lent benefits,  unlimited  earnings  and  fulfilling  practice  offered. 
Please  contact:  Roger  D Lacock,  Administrator,  Racine  Medical 
Clinic,  5625  Washington  Ave,  Racine,  WI  53406;  ph  414/886- 
5000.  clOtfn/83 

Family  Practice.  Outstanding  opportunity  for  BE/BC  FP 
with  a dynamic,  young  group  practice.  Located  in  exceptionally 
clean  and  safe  city  of  175,000;  home  of  state  capitol  and  uni- 
versity. Full  fringes;  salary  commensurate  with  experience. 
Send  inquiry  and  resume  to:  Dr  Kongstvedt,  Health  Central, 
17th  and  “N,”  Lincoln,  Nebraska  65808;  ph  402/574-7000. 

10-12/83;  1/84 

Family  Physician  or  Internist  to  join  five  Board  certified 
family  practice  physicians  in  an  expanding  practice  in  north- 
western Wisconsin.  New  clinic  building  attached  to  hospital. 
Guaranteed  first  year  salary  and  other  benefits.  For  further 
information  please  write  or  call:  Jeanne  Chamberlain,  Admin, 
Spooner  Clinic  Ltd,  Spooner,  Wis  54801;  ph  715/635-2151. 

9-12/83;  1/84 

Doctors  needed — in  Wisconsin.  All  specialties  and  all  loca- 
tions. For  confidential  information,  mail  your  CV  to:  Medicus, 
1525  Wisconsin  Ave,  Grafton,  Wl  53024.  6tfn/82 

Family  Physician  to  join  three-man  family  and  general  prac- 
tice group  in  the  heart  of  North  Central  Wisconsin  vacationland. 
First  year  guaranteed  salary.  Numerous  fringe  benefits.  Clinic 
across  from  hospital.  Send  CV  to:  O M Francisco,  MD,  221  E 
Washington  Ave,  Tomahawk,  Wis  54487;  ph  715/453-2147. 

5tfn/83 

Family  Practice,  Orthopedic  Surgeon,  and  Urologist 

wanted  by  group  of  thirteen  physicians:  75-bed  community  hos- 
pital, with  beautiful  waterfront  living.  Shawano  Clinic,  SC, 
Shawano,  Wl  54166.  Contact  John  D Hart,  MD  at  715/524- 
2161.  pi  1-12/83; 1 /84 


PUT  EXPERIENCE  TO  WORK  FOR  YOU  WHILE 
YOU  SEARCH  FOR  A NEW  CHALLENGE 

Let  years  of  experience  as  a healthcare  professional 
and  a Placement  Counselor  assist  you  in  finding  a 
new  location  with  a new  challenge.  Physicians  in  all 
specialties  are  urgently  needed  throughout  the 
country.  Many  types  of  situations  available.  Confi- 
dentiality assured. 

Contact  Donna  Herschleb,  RN 
MEDICAL  PROFESSIONAL  PLACEMENTS 
5222  Painted  Post  Drive,  Madison,  Wisconsin  53716 
Phone:  (608)  222-2927  Licensed  Employment  Agency 


Pediatrician(s)  wanted  to  join  two  young  internists  in  practice 
in  Greater  Milwaukee  area.  Board  certified  or  eligible.  Terms 
negotiable.  Contact  Dept  523  in  care  of  the  Journal.  8-12/83 

Enjoy  the  Northwoods!  Need  an  aggressive,  hardworking 
Internal  Medicine  specialist  and  a Family  Practice  specialist  to 
join  a brand  new  clinic  in  Eagle  River,  Wisconsin.  Great  income 
potential  and  outstanding  fringe  benefit  packages  available.  For 
further  information  call  collect  715/842-3202,  or  write  to  Ad- 
ministrator, 2409  N 13th,  Wausau,  Wis  54401 . 11-12/83;  1/84 

Family  practitioner  wanted  to  join  a three-person  Family  Prac- 
tice clinic.  Established  practice.  Three  well-equipped  hospitals, 
900  beds.  Excellent  recreational,  educational,  and  civic  advan- 
tages. Competitive  salary.  Partnership  after  one  year.  Contact 
Dept  527  in  care  of  the  Journal.  10-12/83 

Staff  Physicians.  Opportunities  available  in  expanding  urgent 
care  center  network.  Full  time  and  some  part-time  positions  in 
the  Milwaukee  area.  Competitive  salary  with  profit  sharing.  Ex- 
cellent benefit  package  including  malpractice  insurance,  health 
and  life  insurance,  paid  vacation,  and  educational  assistance. 
Flexible  hours  with  no  night  duty.  Please  send  CV  to  Christine 
Rash,  Med/Access,  Suite  13,  3085  W Market  St,  Akron,  Ohio 
44313  or  call  216/867-2192.  pi  1-12/83 

Rheumatology/Internal  Medicine.  Position  available  with  the 
Racine  Medical  Clinic,  a progressive  cluster  corporation  of  28 
physicians.  Excellent  benefits,  unlimited  earnings,  and  fulfilling 
practice  offered.  Please  contact:  Roger  D Lacock,  Administra- 
tor, Racine  Medical  Clinic,  5625  Washington  Ave,  Racine,  WI 
53406;  ph  414/886-5000.  12tfn/83 


MEDICAL  FACILITIES 


Medical  office  space  for  lease.  New  Swiss  chalet  style  build- 
ing in  fast  growing  community.  Needs  family  practitioner,  pedia- 
trician, etc.  Building  has  dentist  and  pharmacy.  Very  reasonably 
priced  in  Waukesha  County  near  expressway.  Info:  call  414/ 
781-1155.  7tfn/82 

Beaver  Dam  medical  office  space  for  rent.  New  building  ad- 
jacent to  125-bed  hospital.  1225  sq  ft  office  space:  3 exam 
rooms,  reception,  office,  nursing  station,  and  consultation 
room . Maintenance  free.  Call  414/887-8887.  1 2/83 ; 1 -2/84 

Family  Practice  for  sale  in  Two  Rivers,  located  on  Lake 
Michigan  5 miles  northeast  of  Manitowoc.  Area  known  for  fish- 
ing, boating,  and  recreation.  Modern,  completely  equipped 
office  with  full  staff  included.  Grossing  $140,000  per  year.  Re- 
tiring doctor  will  introduce.  Flexible  financing  available.  Call 
collect  Medical-Dental  Sales:  303/771-7326.  10tfn/83 


PRIMARY  CARE  PHYSICIANS 

BOARD  CERTIFIED  OR  ELIGIBLE 

We  represent  over  50  communities  throughout  the 
state  which  are  seeking  quality  primary  care  physicians. 
These  communities  offer  established  service  areas, 
generous  practice  and  financial  arrangements. 

CONTACT: 

Laurie  Glowac  or  Fred  Moskol 
New  Physicians  for  Wisconsin 
University  of  Wisconsin  Department  of  Family 
Medicine 

777  South  Mills  Street,  Madison,  Wisconsin  5371 5 
Phone:  608/263-4095 

7/83;  6/84 
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MISCELLANEOUS 


Hilton  Head  Island,  SC.  Reduced  fall  and  winter  rates  for  two 
bedroom,  two-bath  villa  in  Palmetto  Dunes  Resort.  Two  hun- 
dred yards  from  ocean.  Easy  walk  to  tennis,  golf,  and  pool. 
Within  security  gates.  Call  414/499-3037.  1 1-12/83;  1/84 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to 
repay.  Competitive  fixed  rate,  with  no  points,  fees,  or  charges 
of  any  kind.  No  prepayment  penalties.  Prompt,  courteous 
service.  Physicians  Service  Assn,  Atlanta,  GA.  Toll-Free  (800) 
241-6905.  10eom/83 
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Medical  Office  Software 

Creative  Brilliance  Associates 34 

Marketing-Publicity- Advertising 

Customeyes 38 

CyCare  Systems,  Inc  8 

Data  Processing  Services 

Dista  Products  Co  (Div  of  Eli  Lilly  & Co)  FC 

Naif  on® , Keflex ® 

First  Wisconsin  Trust  Company 7 

House  of  Bidwell  44 

Kiederlen  Thogerson  Associates 6 

Mastar  Pharmaceutical  Co,  Inc 13 

Adatuss  D C™ 

Medical  Protective  Company 10 

Mid  American  Ski  Association 41 

Parke-Davis  (Div  of  Warner-Lambert  Co) 53 

Annusol®  Ointment 
Tucks ® Pads 

PBBS  Equipment  44 

Peppino’s 15 

Roche  Laboratories 61,  BC 

Dalmane® 
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CURRENT  TOPICS  IN  ULTRASOUND 
AND  NUCLEAR  MEDICINE 

A newsletter  for  the  physician  in  private  practice.  Sub- 
scribe now  for  a monthly  newsletter  that  provides  a prac- 
tical guide  to  the  clinical  use  of  Ultrasound  and  Nuclear 
Medicine.  Let  us  send  you  a free  copy,  or  send  $12.00 
for  a one  year  subscription  (12  issues)  to:  Shared  Imaging 
Services,  Inc,  800  Ridge  St,  Stoughton,  WI  53589. 

11-12/83 


PRINCIPLES  OF  ADVERTISING 
Wisconsin  Medical  Journal 

The  acceptance  of  advertising  in  the  Wisconsin  Medical  Journal 
is  predicated  on  the  basis  that  the  advertised  product  or  service 
meets  the  ethical  principles  established  by  the  Board  of  Direc- 
tors of  the  State  Medical  Society  of  Wisconsin.  The  Journal 
reserves  the  right  to  accept  or  reject  advertising  copy  for  any 
reason. 

The  following  general  rules  are  applicable  to  advertisements 
of  medicinal  preparations,  apparatus  or  physical  appliances 
or  other  products  for  therapeutic  or  diagnostic  purposes  or  for 
which  therapeutic,  diagnostic  or  health  claims  are  made: 

1 . The  advertiser  may  be  required  to  submit  evidence  or  data 
in  support  of  the  usefulness  of  the  product  and  the  validity 
of  the  claims.  The  appearance  of  one  or  several  papers  may 
not  necessarily  be  considered  sufficient  evidence  and  other 
data  may  be  required. 

2.  Medicinal  preparations  containing  two  or  more  active  ingre- 
dients will  be  considered  only  if  in  the  opinion  of  the 
Advertising  Committee  of  the  Bureau  there  is  a logical 
rationale  for  the  inclusion  of  each  active  ingredient,  and  if 
a statement  of  the  active  ingredients  is  included  in  each 
advertisement. 

3.  The  generic  or  official  designation  of  the  medicinal  prepara- 
tion must  be  adequately  featured  in  advertising  copy,  in  addi- 
tion to  the  trade  name. 

All  advertising  copy  is  subject  to  the  following  general  rules: 

1 . Advertisement  should  not  be  false,  deceptive  or  misleading 
nor  make  use  of  sweeping  superlatives. 

2.  Unfair  comparisons  and  disparagment  of  a competitor’s 
goods  will  not  be  allowed. 

3.  When  excerpts  from  a published  paper  are  included  in 
advertising  copy,  the  Bureau  may  require  the  advertiser  or 
his  agent  to  obtain  written  permission  from  the  author  and 
from  the  editor  or  publisher  of  the  publication  in  which  the 
paper  appeared. 

4.  Advertising  copy  will  not  be  accepted  if,  in  the  opinion  of  the 
Bureau  or  the  management  of  the  medical  journal,  the  copy 
(a)  appears  to  violate  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association  or  of  a state  medical  associa- 
tion, (b)  is  indecent  or  offensive  in  any  way,  (c)  contains 
attacks  of  a personal,  racial  or  religious  character,  or  (d)  ap- 
pears to  be  contrary  to  any  regulation  or  law  for  the  preven- 
tion of  discrimination,  or  (e)  contains  claims  found  by  any 
court  or  federal  or  state  agency  to  be  invalid  or  in  violation 
of  law. 

5.  Advertisers  and  advertising  agencies  agree  to  protect  and 
indemnify  both  Bureau  and  any  medical  journal  repre- 
sented by  Bureau  against  any  and  all  liability,  loss  or 
expense  arising  from  claims  for  libel,  unfair  competition, 
unfair  trade  practice,  infringement  of  trademarks,  trade 
names  or  patents,  copyrights  or  proprietary  rights,  viola- 
tions of  rights  of  privacy  and  any  other  claims  resulting 
from  any  advertisement  submitted  to  the  Bureau  or  pub- 
lished in  any  such  medical  journal. 

The  foregoing  principles  may  be  changed  at  any  time  without 
notice. 


“Bureau”  as  used  above  refers  to  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  Oak  Park,  Illinois. 
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MeetirkK/CME  Gourdes 

This  listing  is  compiled  by  the  State  Medical  Society  of  Wisconsin  in  cooperation  with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings  and  courses  of  interest  to  Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with  others.  Hospitals,  Clinics,  Specialty  Societies,  and  Medical  Schools  are 
particularly  invited  to  utilize  this  listing  service.  There  is  a nominal  charge  for  listing  of  Continuing  Medical 
Education  courses  at  the  following  rates:  50<t  per  word,  with  a minimum  charge  of  $20.00  per  listing.  BOXED 
LISTINGS:  $32.00  per  column  inch.  Listings  of  other  scientific  meetings  will  be  included  at  the  discretion  of 
the  editors.  COPY  DEADLINE  for  listings  is  tenth  of  the  month  preceding  the  month  of  publication;  e.g.,  copy 
for  the  August  issue  is  due  by  July  10.  Address  communications  to:  Wisconsin  Medical  Journal,  Box  1109, 
Madison,  Wisconsin  53701;  or  phone  (area  code  608)  257-6781;  or  toll-free  in  Wisconsin:  800/362-9080.  For 
listing  of  other  meetings  see  the  July  1,  1983  issue  of  the  Journal  of  the  American  Medical  Association:  Con- 
tinuing Education  Opportunities  for  Physicians  for  period  Sept  1, 1983  through  February  29, 1984. 


WISCONSIN 


FEBRUARY  7-9,  1984:  Telemark  Symposium  and  Ski  Outing, 
Telemark  Lodge,  Cable.  Sponsored  by  the  Indianhead  Chapter 
of  the  Wisconsin  Academy  of  Family  Physicians.  Info:  WAFP, 
850  Elm  Grove  Rd,  Elm  Grove,  Wis  53122.  9- 1 2/83 ; 1/84 

FEBRUARY  25,  1984:  Wisconsin  Dermatological  Society, 
University  Hospitals,  Madison.  glOtfn/83 

MARCH  29-31,  1984:  State  Medical  Society  of  Wisconsin  An- 
nual Meeting,  Hyatt  Regency,  Milwaukee. 

APRIL  6-7,  1984:  Wisconsin  Urological  Society,  Edgewater 
Hotel,  Madison.  glOtfn/83 

MAY  3-4,  1984:  Wisconsin  Chapter:  American  Academy  of 
Pediatrics,  Holiday  Inn,  Stevens  Point.  glOtfn/83 

JUNE  13-16,  1984:  Wisconsin  Academy  of  Family  Physicians 
Annual  Meeting,  Paper  Valley  Inn,  Appleton.  Info:  WAFP, 
850ElmGrove,  Wis53122.  9-12/83;  1-5/84 

JUNE  29,  1984:  Wisconsin  Radiological  Society,  The  Abbey, 
Lake  Geneva 

JULY  20-21,  1984:  Wisconsin  Society  of  Obstetrics  & Gyne- 
cology, Holidome,  Stevens  Point.  glOtfn/83 

AUGUST  3-5,  1984:  Wisconsin  Dermatological  Society  Bi- 
annual Summer  Meeting,  Americana  Lake  Resort,  Lake  Ge- 
neva. Info:  Carla  Skibba,  MD,  9033  West  Grange  Ave,  Hales 
Corners,  Wis  53130.  glOtfn/83 

SEPTEMBER  13-15, 1984:  Wisconsin  Society  of  Internal  Med- 
icine, Midway  Motor  Lodge,  Brookfield 

SEPTEMBER  21-23,  1984:  Wisconsin  Society  of  Anesthesio- 
logists, Hyatt  Regency,  Milwaukee 

OCTOBER  27,  1984:  Wisconsin  Radiological  Society,  Con- 
course, Madison 


OTHERS 


JANUARY  5-7,  1984  (Iowa):  Hawkeye  Sports  Medicine  Sym- 
posium, Iowa  Memorial  Union,  The  University  of  Iowa  Cam- 
pus, Iowa  City.  An  overview  of  current  medical  practice  recom- 
mendations for  the  care  and  prevention  of  common  sports  re- 


lated injuries  and  illnesses.  Info:  Director  of  Conferences, 
Center  for  Conferences  and  Institutes,  Iowa  Memorial  Union, 
Iowa  City,  I A 52242;  ph  3 1 9/353-5505 . 1 2/83 

FEBRUARY  3,  1984  (New  York):  Short-Term  Dynamic  Psy- 
chotherapy, Sloman  Lowenstein  Auditorium,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park.  Sponsored  by 
Department  of  Psychiatry,  Long  Island  Jewish-Hillside  Medical 
Center.  Fee:  $125.  Approved  7 credit  hours  Category  1 ACCME 
and  applies  toward  the  American  Psychiatric  Association  re- 
quirements. Info:  Ann  J Boehme,  Continuing  Education  Co- 
ordinator, Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  NY  1 1042;  212/470-21 14.  12/83 

FEBRUARY  24-MARCH  2,  1984  (Bahamas):  Rheumatology 
Seminar  V,  Paradise  Holiday  Inn,  Nassau.  20  hours  Category 
I prescribed.  For  primary  care  physicians  and  physicians  in- 
volved in  the  care  of  arthritic  patients.  Contact  Minnesota  Med- 
ical Association,  Suite  400,  Health  Associations  Center,  2221 
University  Ave,  SE,  Minneapolis,  Minn  55414;  ph  612/378-1875. 

8,9,  12/83 

MARCH  10-17,  1984  (Hawaii):  19th  Annual  Clinical  Con- 
ference, Marquette-MCW  Medical  Alumni  Association,  Shera- 
ton Royal-Waikoloa  Hotel,  Big  Island  of  Hawaii.  All  physicians 
invited  to  attend.  Special  airline  and  hotel  package  rates  avail- 
able. Twenty  hours  of  CME  credit.  Info:  Alumni  Association, 
Medical  College  of  Wisconsin,  8701  Watertown  Plank  Rd,  Mil- 
waukee, Wis  53226.  9-12/83;  1/84 

MARCH  15-17,  1984  (New  York):  American  Cancer  So- 
ciety presents  4th  National  Conference  on  Human  Values  and 
Cancer,  New  York.  Approved  15 'A  credit  hours  Category  I of 
AMA-PRA.  Info:  Diane  J Fink,  MD,  American  Cancer  Society, 
777  Third  Ave,  New  York,  NY  10017.  g 10/83 

AUGUST  9-12,  1984  (Minnesota):  International  Doctors  in 
Alcoholics  Anonymous  Annual  Meeting,  Hyatt  Regency  Hotel, 
Minneapolis.  Info:  Information  Secretary,  IDAA,  1950  Vol- 
ney  Rd,  Youngstown,  Ohio  44511;  ph  216/782-6216.  g!2tfn 


AMA 


JUNE  17-21, 1984:  Annual  AMA  House  of  Delegates,  Chicago, 

IL. 

DECEMBER  2-5,  1984:  Interim  AMA  House  of  Delegates, 
Honolulu,  Hawaii.  ■ 
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Ne^\bu  Can  Uge 

By  EARL  THAYER,  Secretary/BERNIE  MARONEY,  Assistant  Secretary 


ALTERNATIVE  TREATMENT  RULE  IN  EFFECT  OCTOBER  1.  Physicians  are  required  to  inform  patients 
about  “alternate  modes  of  treatment”  under  a new  rule  which  became  effective  Oct  1,  1983.  The  rule  states 
that  physicians  must  note  on  patient’s  medical  record  that  he  or  she  has  been  “communicated  to”  about  al- 
ternate modes  of  treatment.  Failure  to  comply  with  the  law  may  result  in  disciplinary  action  from  the  Med- 
ical Examining  Board. 

Med  18.03  reads  as  follows: 

“Communication  of  alternate  modes  of  treatment.  (1)  It  is  the  obligation  of  a physician  to  communicate 
alternate  viable  modes  of  treatment  to  a patient.  The  communication  shall  include  the  nature  of  the  recom- 
mended treatment,  alternate  viable  treatments,  and  risks  or  complications  of  the  proposed  treatment,  suf- 
ficient to  allow  the  patient  to  make  a prudent  decision.  In  the  communication  with  a patient,  a physician 
shall  take  into  consideration:  (a)  A patient’s  ability  to  understand  the  information;  (b)  The  emotional  state 
of  a patient;  and,  (c)  The  physical  state  of  a patient.  (2)  Notion  in  sub.  (1)  shall  be  construed  as  preventing 
or  limiting  a physician  in  recommending  a mode  of  treatment  which  is  in  his  or  her  judgment  the  best  treat- 
ment for  patient.” 

The  rules  also  read:  “a  physician  is  not  required  to  communicate  any  mode  of  treatment  which  is  not  viable 
or  which  is  experimental.”  Viable  is  defined  in  the  law  as  “modes  of  treatment  generally  considered  by  the 
medical  profession  to  be  within  the  scope  of  current,  acceptable  standards  of  care.”« 


AMA  PUBLISHES  NEW  PATIENT  MEDICATION  INSTRUCTIONS.  The  American  Medical  Association  has 
published  20  new  Patient  Medication  Instruction  (PMI)  sheets,  bringing  to  60  the  total  in  the  series  of  infor- 
mation sheets  about  therapeutic  drugs.  For  the  first  time,  PMI  sheets  are  available  for  over-the-counter 
drugs  (other  than  insulin).  The  PMI  sheets  were  developed  by  the  AMA  for  physicians  to  give  to  patients 
at  the  time  a drug  is  prescribed.  They  help  to  supplement  the  physician’s  oral  instructions  and  serve  later  as 
a reference  to  aid  the  patient’s  memory.  New  PMI  sheets  describe:  Phenothiazines;  Tricyclic  Antidepres- 
sants; Antihistimines;  Bronchodilator  Aerosols;  Oral  Pentazocine;  Propoxyphene  and  Propoxyphene  With 
Aspirin  or  Acetaminophen;  Aspirin;  Codeine;  Acetaminophen;  Three  antihypertensive  and  diuretic  Amil- 
oride  and  Amiloride  With  Thiazide;  Spronolactone  and  Spironolactone  With  Thiazide;  Clonidine;  Prazosin; 
Methysergide;  Diphenoxylate  With  Atropine;  Isotretinoin;  Potassium  Supplements;  Methotrexate  (for 
psoriasis);  and  Steroid  and  Antibiotic  Eye  Drops. 

PMI  sheets  are  bound  in  pads  of  50  sheets  and  cost  $1  per  pad.  Minimum  order  is  5 pads.  Physicians, 
pharmacists,  dentists,  and  other  healthcare  personnel  may  order  the  PMI  series  from  the  PMI  Order  Depart- 
ment, American  Medical  Association,  PO  Box  8052,  Rolling  Meadows,  IL  60008.  ■ 


MEDICAL  LICENSE  RE  REGISTRATION  FORMS  DUE  DECEMBER  31.  Applications  for  re-registration  of 
medical  licenses  went  out  to  all  Wisconsin-licensed  physicians  Monday,  November  21,  according  to  the  State 
Medical  Examining  Board.  The  deadline  for  submitting  the  form  and  $35  re-registration  fee  is  December 
31,  1983.  State  Statutes  require  all  physicians  to  complete  30  hours  of  Category  I continuing  medical  educa- 
tion credit  during  the  years  1982-83  to  retain  a valid  Wisconsin  medical  license.  On  the  back  of  the  re-regis- 
tration form,  physicians  are  asked  to  sign  a statement  certifying  that  they  have  indeed  fulfilled  the  30  credit 
requirement.  There  are  no  exemptions  to  this  requirement.  Furthermore,  physicians  will  be  subject  to  penal- 
ties if  they  sign  the  form  before  fulfilling  the  CME  requirement.  The  Medical  Examining  Board  will  be  con- 
ducting random  audits  of  the  forms  beginning  March  1984.  Late  re-registration  forms  received  during  the 
month  of  January  will  be  subject  to  a $5.00  penalty.  Physicians  mailing  their  forms  later  than  January  will 
be  assessed  a $25.00  penalty.  ■ 


SMS  PUBLISHES  4TH  EDITION  OF  SCHOOL  HEALTH  EXAM  GUIDE.  The  Fourth  Edition  of  School  Health 
Examinations — A Guide  for  Physicians  and  School  Authorities  is  now  available  to  physicians  in  Wisconsin. 
The  guide  covers  the  purposes  of  health  examinations,  the  organization  of  a health  examination  program, 
the  conduct  of  the  health  examination  as  well  as  pre-employment  and  periodic  health  examinations  of  school 
personnel.  Copies  of  the  booklet  are  available  at  a cost  of  $2.00.  However,  SMS  members  are  entitled  to  one 
copy  free  of  charge.  To  request  a copy  write:  SMS  Communications  Department,  PO  Box  1 109,  Madison, 
WI  53701.  ■ 
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Dalmane-  {flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep.1 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.1 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights  .2 

•Seldom  produces  morning  hangover.2 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 4 5 
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Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 
Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 
During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975  13.  Data  on  file,  Hoffmann-La  Roche  Inc 
Nutley,  NJ. 


Dalmane®  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e  g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 


Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 


Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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